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LirTLE need be said by way of preface to the second edition of this work; the 
gratifying sale of the first edition and the necessity there has been to reprint it 
several times is sufficient evidence that the book is one which the medical profession 
welcomes and appreciates. 

In this edition every article has been revised and several new ones have been 
added. 

The elaborate index, which has been much appreciated, has been made, if 
possible, even more complete, and at the same time it has been simplified in some 
particulars ; the relative importance of the entries in it are indicated more clearly 
perhaps than was the case in the first edition, by the use of three degrees of type. 

The illustrations are nearly doubled in number; the coloured plates especially 
having been increased from sixteen to thirty-seven, and neither time nor expense 
has been spared in the endeavour to make them characteristic of the conditions 
they represent. 

The size of the type employed is larger than before, in response to suggestions 
from readers, and consequently the pages have had to be enlarged also. 

It became a question, therefore, whether the book should be published in two 
volumes ; in the belief, however, that in a work in which numerous cross-references 
are unavoidable it is advantageous to confine it within one cover, it has been 
decided to keep it as a single book. The general character of the volume remains 
otherwise unchanged. 

It is hoped that this second edition will be as widely welcomed as was the first ; 
and that it will prove even more helpful in its primary purpose, namely, to be of 
assistance in arriving at the diagnosis of the exact cause of particular symptoms. 

Cordial thanks are extended to many helpers who, whilst not contributing 
written articles to the volume, have nevertheless assisted greatly in various ways ; 
especially to Dr. D. S. Davies, Mr. C. Thurstan Holland, Dr. A. C. Jordan, Dr. T. 
Warner Lacey, Dr. T. M. Legge, Dr. Lindsay Locke, Professor Rutherford Morison, 
Sir Maleolm Morris, Dr. H. B. Newham, Dr. G. W. Nicholson, Dr. J. H. Ryffel, 
Mr. S. Gilbert Scott, Dr. W. P. Saunders, Dr. A. Rendle Short, Dr. Hugh Walsham, 
Dr. S. A. K. Wilson; also to the Royal Society of Medicine, the Gordon Museum, 
Guy’s Hospital, the South Eastern Fever Hospital, and the London School of — 
Tropical Medicine. Also to the publishers. and proprietors of various journals and 
periodicals for unfailing courtesy in giving facilities for the use of copyright material 
and illustrations. 


HERBERT FRENCH. 


London, 
February, 1917. 
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Tuts book is a treatise on the application of differential diagnosis to all the main 
signs and symptoms of disease. It aims at being of practical utility to medical 
men whenever difficulty arises in deciding the precise cause of any particular 
symptom of which a patient may complain. It covers the whole ground of medicine, 
surgery, gynecology, ophthalmology, dermatology, and neurology. 

Whatever the disease from which a patient is suffering, the importance of 
diagnosing it as early as possible can hardly be over-rated. The present volume 
deals with diagnosis from a standpoint which is different from that of most text- 
books, having been written in response to requests for an Index of Diagnosis as a 
companion to the publishers’ Index of Treatment, issued in 1907. The book is an 
index in the sense that its articles on the various symptoms are arranged in alpha- 
betical order; at the same time it is a work upon differential diagnosis in that it 
discusses the methods of distinguishing between the various diseases in which each 
individual symptom may be observed. Whilst the body of the book thus deals 
with symptoms, the general index at the end gathers these together under the 
headings of the various diseases in which they occur. 

The Editor lays particular stress upon the importance of using these two parts 
of the book together. Unless reference 1s made freely to the general index, the 
reader may miss a number of the places in which is discussed the diagnosis of the 
disease with which he has to deal; for while each symptom is considered but once, 
each disease is likely to come up for discussion under the heading of each of its more 
important symptoms. 

The guiding principle throughout has been to suppose that a particular 
symptom attracts special notice in a given case, and that the diagnosis has to be 
established by differentiating between the various diseases to which this symptom 
may be due. One of many difficulties arising during the construction of the work 
was that of deciding where to draw the line as regards symptoms themselves.’ The 
exclusion of many borderline headings such as “ Dullness at the base of one lung.” 
‘Inability to breathe through the nose,” and various signs such as Romberg’s, 
Stellwag’s, von Graefe’s, and so forth, may perhaps seem arbitrary ; but reference 
to the minor symptoms and physical signs which have not been thought sufficiently 
important to merit separate articles will be found in the general index at the end 
of the volume. 

Treatment, pathology, and prognosis are not deait with except in so far as they 
may bear upon differential diagnosis—the employment of salicylates, for instance, 
in distinguishing acute rheumatic from other forms of arthritis; the use of the 
microscope in distinguishing malignant neoplasms from inflammatory or other 
tumours; the value of the lapse of time in distinguishing between tuberculous and 
meningococcal meningitis. 

Coloured plates and other illustrations have been introduced freely wherever 
it was thought they might be helpful in diagnosis. Most of them are original, but 


viii PREFACE 


a few are reproduced from other sources, and thanks are due to the authors and 
publishers who have kindly lent them. 

So far as the Editor is aware, although there exist indices of symptoms, and 
medical works in which various maladies are discussed in alphabetical order, the 
present Index of Differential Diagnosis of Main Symptoms is unique in medical 
literature. It rests. with the medical profession to decide whether it strikes the 
mark at which it aims. There must be room for improvement in many respects, 
notwithstanding the great amount of time and labour that have been bestowed 
upon it. 

However this may be, the work undoubtedly owes much of what value it 
possesses to the suggestions and kindly help of the many contributors who have 
assisted in its making; and to the practitioners and the authorities of various insti- 
tutions who have generously lent the material for many of the illustrations, Indeed, 
it is difficult to see how the book could have been produced in its present complete- 
ness without their willing collaboration: they are enumerated elsewhere, and to all 
of them the Editor tenders his sincere thanks. 

Criticisms and suggestions are invited, and will be received with gratitude by 
the Editor, 


HERBERT FRENCH. — 


62, Wampole Street, London, W. 
March, 1912. 
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CONTRIBUTORS. AND THEIR SUBJECTS 


Winiiam Crcit BOSANQUET, M.A. Oxon., M.D., F.R.C.P.; Physician, Brompton Hospital for 
Consumption and Diseases of the Chest ; Physician, Charing Cross Hospital. 


Blood per anum, 75.—Colic, 114.—Glycosuria, 260.—-Melena, 385. 


KE. FarQUHAR BUZZARD, M.A., M.D. Oxon., B.CH., F.R.C.P. ; Physician to Out-Patients at St. Thomas’s 
Hospital and at the National Hospital for the Paralyzed and Epileptic, Queen Square ; Con- 
sulting Neurologist to the Royal Free Hospital and to the Hospital for Diseases of the Throat, 
Golden Square. 


Amnesia, 19.—Ataxy 55.—Aura, 67.—Claw-foot, 109.—Claw-hand, 109.—Facies, abnormalities of, 233.—- 
Girdle-pain, 260.—Incontinence of feces, 313.—Irritability, 323.—Knee-jerk, abnormalities of the, 357.—- 
Pain in the extremity (lower), 438.—Pain in the extremity (upper), 442.—Pain in the face, 446.—- 
Paralysis, facial, 491.—Paralysis of one extremity (lower), 4)6.—Paralysis of one extremity (upper), 500. 
—Sensation, some abnormalities of, 604.—Speech, abnormalities of, 623 


Percy JOHN CAMMIDGE, M.D. Lond., p.p.H. Camb. 
Cammidge’s pancreatic reaction, 100. 


HERBERT L. Eason, M.pD., M.S. Lond.; Senior Ophthalmic Surgeon, Guy’s Hospital. 


Diplopia, 174.—Enophthalmos, 217.—Epiphora, 220.—Exophthalmos, 229.—Eye, acute inflammation of, 
231.—Nystagmus, 407.—Ophthalmoscopic appearances, notes on, 415.—Ptosis, 540.—Pupil, abnormalities 
of the, 551.—Strabismus, 649.—Ulceration of the cornea, 733.—Vision, defects of, 757. 


Joun W. H. Eyre, m.p., M.S. Durh., p.p.u. Camb.; Director of the Bacteriological Department, 
Guy’s Hospital ; Lecturer on Bacteriology to the Medical School and Dental School, Guy’s 
Hospital. 


Bacteriuria, 69. 


Carry EF. COOMBS, M.D., M.R.C.P.; Assistant Physician, Bristol General Hospital ; Clinical Lecturer 
in Medicine, University of Bristol. 


Pulse, irregular, 544. 


HERBERT MORLEY FLETCHER, M.A., M.D. Camb., F.R.c.p.; Physician, St. Bartholomew’s Hospital ; 
Physician in Charge of Diseases of Children Department, St. Bartholomew’s Hospital ; Con- 
sulting Physician, East London Hospital for Children. 


Headache, 293.—-Vomiting, 763. 


HERBERT FRENCH, M.A., M.D. Oxon., F.R.C.P. ; Physician, Pathologist, and Lecturer, Guy’s Hospital. 


Accentuation of heart-sounds. 1.—Accoucheur’s hand, 2.—Acetonuria, 3.—Albuminuria, 4.—Albumosuria, 
16.—Allocheiria, 17.—Anzmia, 20.—Ankle-clonus, 39.—Ascites, 43.—Atrophy, muscular, 59.—Atrophy, 
testicular, 66.—Babinski’s sign, 68.--Black specks before the eyes, 71.—-Bleeding gums, 72.—Blood- 
pressure, abnormal, 81.—-Borborygmi, 82.—Bradycardia, 82.—Bradypnea, 84.—-Breath, foulness of the, 
86.—Bulle, 96.—Cachexia, 99.—Charcot-Leyden crystals, 102.—Chest, bloody effusion in, 102.—Chest, 
pus in, 103.—Chest, serous effusion in, 104.—-Cheyne Stokes respiration, 107.—-Chordee, 108.—Chyluria, 
108.—Clubbed fingers, 111.—Coma, 117.—Crackling, egg-shell, 151.—Crepitus, 152.—Curschmann’s 
spirals, 153.—Cyanosis, extreme, 156.—Cystinuria, 151.—Dead fingers, 162.—Diaceturia, 170.—Diazo- 
reaction, 173.—Dilatation of the stomach, 173.—Discharge, nasal, 178.—Dysphagia, 194.—-Dyspnea, 199. 
—Emphysema, surgical. 203.—Enlargement of the forehead, 203.—Enlargement of the heart, 206.— 
Eosinophilia, 218.—Erythema, 222.—Feces passed per urethram, 238.—Fatty stools, 239.—Fracture, 
spontaneous, 242.—Gall-bladder enlargement, 252.—Grinding of the teeth during sleep, 65.—Hzema- 
temesis, 265, —Hemoglobinuria, 284.—-Hemoptysis, 285.——-Heartburn, 296. Hemianopsia, 300.— 
Hemiplegia. 302.—Hiccough, 307.—Hyperacusis, 308.—Hyperpyrexia, 309.—Hypothermia, 310.—Impo- 
tence, 3 2.—Indicanuria, 314,—-Jaundice, 324.—-Leucocytosis, 359.—Leucopenia, 361.—Limping in 
children, 362.—Lymphatic-gland enlargement, 376.—Marasmus, 384.—Merycism, 388.—Meteorism, 388.— 
Mucus in the urine, 399.—Nightmares, 402.—Noises in the head, 405.—Obesity, 408.—Cidema, sym- 
metrical, 410.—Opisthotonos, 417.—Orthopnea, 418.—Oxaluria, 423.—Pain in the breast, 429.—Pain in 
the eye, 445.—Pain in the iliac fossa (left), 452.—Pain in the iliac fossa (right), 454.—Pain, inter- 
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scapular, 461.—Pain in the shoulder, 474.—Palpitation, 484.—Paralysis, laryngeal, 494.Paraplegia, 
510.—Parasites, intestinal, 519.—Peristalsis, visible, 521.—Phosphaturia, 522.—Photophobia, 524.— 
Pigmentation in the mouth, 526.—Pneumaturia, 522.—Pneumothorax, 530.—Polycythemia, 532.— 
Polyuria, 534.—Priapism, 537.—Ptyalism, 542.—Pulsation, undue abdominal aortic, 543.—Pulses, unequal, 
550.—Purpura, 552.—Pus in the stools, 557.—Reaction of degeneration, 583.—Reduplication of heart 
sound, 587.—Regurgitation of food through the nose, 588.—Retraction of the gums, 589.—Retraction of 
the head, 589.—Risus sardonicus, 598.—Skodaic resonance, 611.—Smell, abnormalities of, 611.—Snoring, 
613.—Sore throat, 613.—Spleen, enlargement of the, 628.—Sputum, 641.—Stertor, 647.—-Strangury, 649. 
—Stridor, 650.—Succussion sounds, 651.—-Swelling, pulsatile, 693.—Swelling of the tongue, 698.—_Tache 
cérébrale, 702.—Tachycardia, 702.—Taste, abnormalities of, 705.—Tenesmus, 716.—Thirst, extreme, 719.— 
Trismus, 729.—Urate deposit in the urine, 740.—Uric acid deposit in the urine, 741..—Veins, varicose 
abdominal, 748.—-Veins, varicose thoracic, 750.—Weight, loss of, 768. 


ARCHIBALD Epwb. GARROD, C.M.G., M.A., M.D. Oxon., F.R.C.P., F.R.S.; Physician, St. Bartholomew’s 
Hospital ; Consulting Physician to the Hospital for Sick Children, Great Ormond Street, 


Urine, abnormal coloration of, 742. 


GEORGE ERNEST GASK, F.R.C.S. ; Surgeon with Charge of Out-patients, St. Bartholomew’s Hospital ; 
Joint Lecturer in Surgery, St.. Bartholomew’s Hospital Medical School. 

Discharge from the nipple, 131.—Cidema, asymmetrical, 410.._Pain in the jaw, 462.—-Pain in the umbilical 
region, 483.—Rectum, abnormalities felt per, 584.._Rigidity of the abdomen, 592.—-Stiff neck, 647. 
Swelling, axillary, 666.—Swelling on a bone, €67.—Swelling of the face, 673.—Swelling, femoral, 674.— 
Swelling in the iliac fossa, 676.—Swelling of the jaw (lower), 683.—Swelling of the jaw (upper), 685.— 
Swelling, popliteal, 691.—-Swelling of the salivary glands, 694.—Swelling, scrotal, 695.—Thyroid gland 
enlargement, 721.—Ulceration of the leg, 736.—Ulceration of the tongue, 738. 


Hastincs GILFORD, ¥.R.c.S.; Consulting Surgeon, Kingwood Sanatorium, Reading. 
Dwarfism, 186. 
ARTHUR FREDERICK HURST, M.A., M.D. Oxon., F.R.c.Pp.; Physician and Physician for Nervous 
Diseases and Lecturer on Therapeutics, Guy’s Hospital. 


Constipation, 121.—Fullness, sense of, 243. 


ROBERT HUTCHISON, M.D., c.M. Edin., F.R.c.p. ; Physician to the London Hospital ; Physician with 
Charge of Out-patients to the Hospital for Sick Children, Great Ormond Street. 


Appetite, abnormal, 42.—Diarrhea, 170.—-Flatulence, 240.—Indigestion, 315.—-Pain in the epigastrium, 
436.—Pain in the hypochondrium (left), 450.—Pain in the hypochondrium (right), 450. 


ARTHUR JOHN JEX-BLAKE, M.A., M.B., B.-CH. Oxon, M.R.C.P. ; Senior Assistant Physician, St. George’s 
Hospital ; Assistant Physician, Brompton Hospital for Consumption. 
Contractions, 131.—Contractures, 139.—Convulsions, 143..-Cramps, 150.—Epistaxis, 221.—Gangrene, 255. 
—Gangrene of the lung, 259.—Insomnia, 320.—Pain in the chest, 430.—Pain in the limbs, 463.—Rigors, 
or chills, 594.—Swelling, abdominal, 655.—-Tenderness in the chest, 706.—-Tenderness in the scalp, 710.— 
Tenderness in the spine, 712._-Tremor, 724. 


Sir Matcotm Morris, Bart., K.C.v.o., F.R.c.Ss. Edin.; Consulting Surgeon, Skin Department, 
St. Mary’s Hospital; Surgeon, Skin Department, Seamen’s Hospital. 
Baldness, 70.—Sore finger, 239.—Flushing, 241..-Fungous affections of the skin, 246.—-Lips, affections of 
the red part of the, 365:—Macules, 382.—Nails, affections of the, 399.—Napkin-region eruptions, 400.- 
Nodules, 402.—Papules, 487.—Pigmentation of the skin, 527.—-Pruritus, 540.—Pustules, 557.—-Scabs, 599. 
—Scaly eruptions, 601.—Sweating, abnormalities of, 654..-Tumours of the skin,.731.—Ulceration of the 
face, 735.—Ulceration of the foot, 735.Vesicles, 753. -Wheals, 771. 


RosBert P. ROWLANDS, M.B., M.S. Lond., F.R.c.Ss. ; Surgeon, Guy’s Hospital ; Lecturer on Anatomy, 
Guy’s Hospital Medical School. 


Club foot, or talipes, 111..-Curvature, spinal, 153._Swelling, inguinal, 678._-Swelling, inguinoscrotal, 682. 


JAmeES E. H. SAWYER, M.A., M.D., B.cCH. Oxon. ; Assistant Physician, General Hospital, Birmingham. 
Bruits, cardiac, 89.._Deformity of the chest, 167..-Heart impulse, displaced, 297.--Thrills, precordial, 720. 


FREDERICK JOHN SMITH, M.A., M.D. Oxon., F.R.C.P., F.R.C.S.; Physician and Senior Pathologist. 
London Hospital ; Consulting Physician to the City of London Dispensary and to the National 
Orthopedic Hospital. 


Breath, shortness of, 87..Cough, 148.—Delirium, 169.—-Gait, abnormalities of, 251.—Linez albicantes, 
365.—Pain in the back, 427.._Pyrexia without obvious cause, 571. 
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Tuomas GEORGE STEVENS, M.D., B.S. Lond., M.R.c.P., F.R.C.S.; Obstetric Surgeon, St. Mary’s 
Hospital ; Gynecological Surgeon, Hospital for Women, Soho Square; Physician to In- 
Patients, Queen Charlotte’s Hospital. 

Amenorrhea, 17.—Discharge, vaginal, 185.—Dysmenorrhea, 192..-Dyspareunia, 193.—Dystocia, 199. - 


Menorrhagia, 385.._Metrorrhagia, 390.—Metrostaxis, 392.—Pain, bearing down, 427.—-Pain in the pelvis, 
467. Prolapse of the uterus, 538.—-Sterility, 645.—Swelling, mammary, 685.—-Swelling, vulval, 699. 


RusseLut H. JOCELYN SwANn, M.B., M.S. Lond., F.R.c.S. ; Surgeon, Cancer Hospital, Brompton. 


Anuria, 39.Discharge, urethral, 181.—Enuresis, 218.—Hzematuria, 275.—Kidney, enlargement of, 352. — 
Micturition, abnormalities of, 393.—Pain in the Penis, 469.—Pain in the perineum, 474.—-Pain in the 
testicle, 477.-Pyuria, 574.—-Sores, penile, 617.—-Sores, perineal, 619.—Sores, scrotal, 621. 


FREDERICK TAYLOR, M.D. Lond., F.R.c.p.; Consulting Physician, Guy’s Hospital, and Evelina 
Hospital for Sick Children ; Physician, Seamen’s Hospital, Greenwich. 


. Pyrexia, prolonged, 563. 


Puivip TURNER, B.SC., M.B., M.S. Lond., F.R.c.Ss.; Assistant Surgeon, Guy’s Hospital ; Demonstrator 
of Operative Surgery, Guy’s Hospital Medical School. 


Deafness, 163..—_Earache, 202.—Otorrhea, 421.—-Tinnitus, 723.—-Vertigo, 750. 


WitirAM HALE Waiter, m.p. Lond., M.p. Dub., r.r.c.p. ; Senior Physician and Lecturer on Medicine, 
Guy’s Hospital. 
Joints, affections of the, 337.—Liver dullness, deficient, 366.._Liver, enlargements of the, 366.—Mucus in 
the stools, 398..Pain, abdominal, 426.—Sand, intestinal, 599. 
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I.—Renal tube casts z = 2 . 2 cf : 3 


A, Hyaline; B, Waxy; C, Hyaline cast containing small crystals of calcium oxalate; D, Blood ; 
E, Leucocyte; F, Epithelial; G, Granular; H, Fatty. 


II.—Red and white blood corpuscles. . - = < : 


A, Normal red; B, Megalocytes and microcytes ; C, Normal red corpuscles made angular by imperfect 


fixation; 0, Crenated red corpuscles; fF, Poikilocytes; F, Nucleated red corpuscles—(1) Normoblasts,: 


(2) Megaloblasts, (3) Gigantoblasts ; G, Punctate basophilia and polychromasia; H, Small lymphocyte ; 

|, Indeterminate lymphocyte; J, Large hyaline lymphocyte ; K, Polymorphonuclear corpuscle ; L, Coarsely 

granular eosinophile corpuscle ; M, Myelocyte; N, Eosinophile myelocyte ; ©, Basophile corpuscle. 

III.—Blood film in pernicious anzemia - - - . - - 
Showing poikilocytes, microcytes, megalocytes, nucleated red cells, and punctate basophilia. 


IV .—Bloocd film in splenomedullary leukemia - - - - - 
Showing five neutrophile myelocytes, one eosinophile myelocyte, three basophile cells, and one binucleated 

red cell, in addition to normal corpuscles. 

V.—Blood film in lymphatic leukemia - - - - - - 
Showing-a large increase in the small lymphocytes. — 


) 


VI.—Blood film in malaria = . : : : : by 


Showing three malarial parasites of the ring type. 
VII.— Pigmentation of the skin due to arsenic - - - - - 
VIII.—Koplik’s spots - - - : ; 2 : 
IX.—Pellagra - - - 2 . 2 = : 
X.—The hand of a pellagrin : : : y : 3 


XI.—Acute inflammations of the eye 3 5 = ‘ = é 


A, Acute conjunctivitis ; B, Acute iritis; C, Glaucoma; DP, Phlyctenular conjunctivitis ; £, Follicular 
conjunctivitis. 


XII.—Acute inflammations of the eye - - - - : - 
F, Chronic blepharitis ; G, Interstitial keratitis; H, Trachoma; |, Hypopyon and ulcer of cornea. 


XIII.— Symmetrical gangrene of the fingers in Raynaud’s disease — - “oe : 
XIV.— Gangrene of the foot - : se : E 2 


XV.—Bladder appearances seen through the cystoscope  - - : : 


A, Blood-stained urine issuing from the ureter; B, Purulent urine issuing from the ureter; C, Conges- 
tion round a ureteric orifice in calculous pyelitis; D, The retracted ureter common with descending renal 
tuberculosis ; £, Tuberculous ulceration around the ureteric orifice in descending tuberculosis. 
XVI.—Bladder appearances seen through the cystoscope - - “ 2 


F, Pedunculated carcinoma of bladder; G, Pedunculated bald carcinoma of bladder; WH, Uric acid 
calculus in bladder; |, Appearance at the urethral orifice in bilateral adenomatous enlargement of the 
prostate ; K, Bilharzia hematobia. 


XVII.—Multiple bleeding nevi of the tongue, mouth, and cheek - - = 
XVIII.—Familial acholuric jaundice - - - - “ 


XITEX.—Ophthalmoscopic appearances - - - - - S 
a, Physiological cup’; 06, Congenital crescent; c, Pigmented crescent in dise margin; d, Coloboma 

of choroid; e, f, Opaque nerve fibres; g, Advanced syphilitic choroiditis; h, 7, The myopic crescent ; 

k, 1, Recent optic neuritis. 

XX.—Ophthalmoscopic appearances - - - = : 


m, 2, Primary optic atrophy ; 0, Thrombosis of the central retinal vein ; p, g, 7, Albuminuric retinitis ; 
s, Embolism of the central retinal artery ; ¢, Detachment of the retina ; v, Glaucomatous discs ; w, Tubercles 
in the choroid ; «, Hypermetropic astigmatism. 


XXI.— Pigmentation of the tongue and mouth in Addison’s disease - - 


XXIT.—Pigmentation of the mouth in pernicious anzemia : : - 
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292 
332 
416 
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LIST OF COLOURED PLATES 


PLATE XXIII.— Intestinal sand = e . . ’ G 5 2 


1, True intestinal sand; 2, False intestinal sand. 
PLATE XXIV.—Pityriasis rubra - - - - - - - : 
PLATE XXV.—Diagram showing the radicular sensory areas of the human body - - 


PLATE XXVI.—Sore throats x 4 = a is a s A 


I. Ordinary hyperemic sore throat; IT. Mild follicular tonsillitis; III. Severe follicular tonsillitis ; 
IV. Left-sided quinsy ; V. Syphilitic sore throat. 


PratTe XXVIT.—Sore throats 2 = a eB ay s : £ 


VI. Mild diphtheria, simulating follicular tonsillitis ; VII, Diphtheritic sore throat, of medium severity ; 
VIII. Diphtheritic sore throat, severe, showing spread of membranous exudate to palate ; IX. Phlegmonous 
diphtheria; X. Vincent’s angina. 


PLATE XXVIITI.—Bacteria and blood parasites - : - : - - 


» A, Malaria, early ring form; B, Malaria, ordinary ring form; C, Malaria, mature tertian; D, Malaria, 
tertain, ready to sporulate; E£, Malaria, crescentic; fF, Filaria embryo; G, Trypanosoma Gambiense ; 
H,. Leishman-Donovan bodies obtained by splenic puncture; |, Spirochzeta Obermeieri of relapsing fever ; 
J, Spirocheeta pallida of syphilis; kK, Tubercle bacilli and pus cells; L, Diphtheria becilli; mm, Vincent’s 
angina, Spirilla and fusiform bacilli; N, Meningococci within a leucocyte; ©, Pneumococci and pus cells ; 
P, Staphylococci and pus cells; Q, Streptococci and pus cells; R, Gonococci, in and outside of pus cells ; 
Ss; Actinomyces ; T, Tetanus bacilli, 
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1, 2, 3, The three stages of the sodium nitroprusside test for acetone. 4,5, 6, The same in a urine 
containing no obvious acetone. (1 and 4, normal urine; 2 and 5, the appearance after adding caustic soda 
and sodium nitroprusside: 3 and 6, the appearance after adding acetic acid, 3 being positive, 6 negative, for 
acetone). 7, Rothera’s test for acetone. @, Ferric chloride reaction of diacetic acid. 9, Indicanuria test. 
10, Melanuria. 11, Diabetic urine. 12, The fluorescent reaction of urobilin. 


PLaTE XXXV.—Urine tests and Gunsberg’s test - - - - - - 


1, Iodine test for bile pigment in urine. 2, Gmelin’s reaction for bile pigment in urine. 3, Gunsberg’s 
test for free HCl in gastric juice. 


PLATE XXXVI.—Tuberculin reactions - - - - - - - 
Cutaneous reaction (von Pirquet) ; Dermal reaction (Woodcock). 


PLatrE XXXVII.—Tuberculin reactions . : - : 5 : : 
Dermal reaction (Moro) ; Ophthalmo-test (Calmette). 
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ACCENTUATION OF HEART SOUNDS.—It may be that, without cardiac bruit, 
one or other of the heart sounds is much louder than it ought to be. Such accentuation 
generally has important clinical significance. It is the first sound that is likely to be accen- 
tuated or prolonged at the impulse ; whilst in the second right, or second and third left 
intercostal spaces close to the sternum, it is the second sound that is likely to be accentuated 
rather than the first. It is very unusual to find the first sound accentuated at the base 
or the second sound at the impulse, unless there is at the same time still greater accen- 
tuation of the first sound at the impulse, and of the second sound at the base respectively. 
Hence the three conditions under which accentuation of a cardiac sound becomes clinically 
important are: (1) When the second sound is unduly loud in the second right intercostal 
space close to the sternum; (2) When there is accentuation of the second sound with 
maximum of intensity in the second or third left intercostal space close to the sternum ; 
(3) When thereis accentuation of the first sound with maximum intensity at or near the impulse. 

Accentuation of the second sound with maximum intensity in the second right 
intercostal space close to the sternum nearly always indicates that the systemic blood- 
pressure is above the normal. The latter can only be determined with certainty by actual 
measurement of the systemic blood-pressure instrumentally. The causes of the increase 
will probably be one or other of the following :— 

Age.—Even healthy persons over fifty begin to show slight increase of BLoop- 
PRESSURE (p. 81); and their aortic second sound begins to get louder than the first. 

Arteriosclerosis or granular kidney.—These can be discussed together, because it 
is extremely difficult to tell where the one ends and the other begins. In both there is 
cardiac hypertrophy, increase in the blood-pressure, prolongation of the first sound at 
the impulse, possibly a blowing systolic bruit there, a ringing or clanging aortic second 
sound, albuminuria, a tendency to heart failure as time goes on, with all its concomitant 
symptoms, and albuminuric retinitis. It is sometimes stated that the accentuation of 
the aortic second sound is due to local atheroma; but this is inaccurate, for atheroma 
by itself, though it may easily produce an aortic systolic bruit, does not accentuate the 
second sound ; and when in the second right intercostal space there is a soft systolic bruit 
replacing the first sound, and a clanging second sound, the former indicates atheroma of 
the aortic valves, and the latter arteriosclerosis. These two absolutely distinct vascular 
lesions often coincide in the same patient, atheroma affecting the aorta, and the coronary 
and cerebral arteries, whilst arteriosclerosis affects the middle-sized arteries, especially 
of the splanchnic area. There is often extensive visceral arteriosclerosis when the radial 
artery does not feel abnormal to the fingers. 

Accentuation of the second sound with maximum intensity in the second or 
third left intercostal space close to the sternum, generally spoken of as accentuation 
of the pulmonary second sound, indicates a higher pressure than there should be in the 
pulmonary circulation, except in children, in whom it is not uncommon to find the pul- 
monary second sound normally much louder than the aortic. The most important cause 
of pathological accentuation of the pulmonary second sound is disease of the mitral valve ; 
it occurs More markedly with mitral stenosis than with mitral regurgitation. It may 
“sometimes be a marked feature of the latter, whether due to organic changes in the mitral 
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valve itself, or secondary to dilatation of the otherwise normal orifice as the result of heart 
failure from aortic disease, myocardial degeneration, arteriosclerosis, or granular kidney. 
Sometimes, instead of accentuation of the pulmonary second sound, the latter may be 
reduplicated ; the significance of its reduplication is identical with that of its accentuation, 
the probable reason for the reduplication being that when the pressure in the pulmonary 
circulation is relatively very much above the normal, the pulmonary semilunar valves 
close sooner than the aortic, the first part of the reduplicated second sound being due to 
closure of the pulmonary valves, whilst its second part is due to closure of the aortic valves. 
The cause of an accentuated or reduplicated pulmonary second sound will generally be 
obvious if the other cardiac physical signs are observed carefully ; one way in which it 
may have particular significance is in distinguishing between old and recent changes in 
the mitral valve ; when, for instance, a systolic and mid-diastolic bruit at the impulse are 
due to recent endocarditis which may possibly clear up, there is very much less accentua- 
tion of the pulmonary second sound than there would be if the same bruits were due to 
mitral stenosis and regurgitation due to old fibrotic changes. The greater the accentuation 
of the pulmonary second sound, the greater the mitral leakage or obstruction. 

Accentuation of the first sound at the impulse may have one or other of two 
entirely different characters ; it may be an accentuation of very short duration, difficult 
to describe in words, though obvious enough when heard, and often spoken of as a 
‘slapping’ first sound at the impulse: this is one of the most characteristic physical 
signs in many cases of mitral stenosis. It may occur when there is neither a presystolic 
nor a mid-diastolic bruit, though even when there is a bruit the slapping character of the 
first sound is still to be distinguished. When there is failure of compensation in a mitral 
case, the driving power of the heart may become so feeble that bruits are no longer audible, 
and the heart’s action is quite irregular ; in,;such cases, the occurrence of this slapping 
character of the first sound, clearly audible here and there in an otherwise tumbling 
rhythm, is highly suggestive of mitral stenosis. 

The second variety of accentuation of the first sound at the impulse consists in its 
being very much longer than it ought to be—a marked prolongation of the first sound 
as distinct from there being any bruit. This prolongation is obvious enough when heard. 
It indicates that there is considerable hypertrophy of the left ventricle, and therefore, 
in the absence of bruits, nearly always points to a high blood-pressure such as results from 
either arteriosclerosis, granular kidney, or the two combined ; it is repeatedly met with 
in cases in which there is accentuation of the aortic second sound at the same time. In 
a person of middle age or over, in whom there is a prolonged first sound at the impulse 
—sometimes spoken of as a ‘lumpy’ first sound—and a clanging aortic second sound, 
with or without ALBUMINURIA (p. 11), a diagnosis of arteriosclerosis or of granular kidney 
is very probably correct, and instrumental determination of the blood-pressure will 
generally show that it has risen from the normal 120-150 mm. Hg to something between 
180 and 300 mm. Hg, or even more. 

It is noteworthy that transient accentuation of the first sound at the impulse may 
occur in nervous young patients examined while their hearts are acting rapidly ; it vanishes 
in a few minutes when the patient becomes less nervous and the heart slower. The 
phenomenon is common in connection with life insurance examinations. Herbert French. 


ACCOUCHEUR’S HAND is seen most characteristically in tetany (Fig. 1), though 
it may also occur in a few cases of other spasmodic neuro-muscular affections such as 
athetosis. In a typical case, the attitude of the fingers is almost pathognomonic. There 
is full extension of all the fingers and of the thumb at the interphalangeal joints, the four 
fingers are adducted firmly towards the middle finger, so as to form a cone, they are semi- 
flexed at the metacarpo-phalangeal joints, and the leas is strongly adducted and opposed 
to the cone of which the middle finger forms the apex, or else into the palm of the hand. 
The spasmodic muscular contraction seldom ceases here, but generally affects the rest of 
the arm also, the wrist being flexed and abducted towards the ulnar side. The elbow is 
flexed to a right angle, and the arm rotated inward and adducted so as to lie in contact 
with the trunk. The affection is symmetrical. The feet and ankles are apt to show 
similar spasmodic contractions, the ankle being fully plantar-flexed, the toes and the distal 
nalf of the feet rotated inward, the knees extended rigidly, and generally the thighs also. 
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The contractions may be limited to the hands and feet—the so-called carpo-pedal spasm 
—especially in the tetany of young children suffering from rickets or from gastro-intestinal 
disorder such as diarrhoea. When adults are affected, the symptoms spread from the 
limbs to the trunk, the whole body being kept rigidly extended, the paroxysms lasting 
from a few minutes to many hours, and recurring for days. weeks, or even months. So 
far as the tetany itself is concerned recovery is 
invariable, though the patient may sometimes 
succumb to the associated malady, tetany itself 
being generally not a primary disease but a com- 
plication of gastric ulcer, gastrectasis, colitis, 
intestinal fermentation or putrefaction, thyroidec- 
tomy, or pregnancy. The diagnosis is seldom 
difficult. 

One remarkable feature of the case is that 
in the intervals between the spasms, if the upper 
arm is grasped firmly between the observer’s two 
hands, and the pressure maintained, the hand and wrist may be forthwith sent into the 
typical spasm, a sign described as Trousseau’s. If the cheek close to the front of the ear 
is percussed gently but sharply from above downwards, the different groups of muscles 
supplied by the branches of the pes anserinus of the seventh nerve can be made to 
twitch successively—Chvostek’s sign. The muscles of the limbs often show altered 
electrical reactions in that, though still responding to faradism, with galvanism A.C.C. is 
greater than K.C.C.—Erb’s sign. Herbert French. 


Fig. 1.—The hand in tetany. 


ACETONURIA denotes the occurrence of acetone in the urine in amounts to be 
detected by ordinary clinical tests. In practice the laboratory method of distilling a 
quantity of urine to get a concentrated solution of any acetone that may be present takes 
too long, and yet without distillation it is difficult to apply the iodoform test for acetone. 
An easier and more useful plan is Legal’s nitroprusside test, or Rothera’s modification of it. 
Legal’s test consists in taking 5 c.e. of urine in a test-tube, adding a few drops of liquor 
sode, then a few drops of fresh sodium nitroprusside solution, and finally acidifying with 
strong acetic acid. The liquor sod causes no change of colour, or at most an opalescence 
from the precipitation of phosphates ; the sodium nitroprusside produces a reddish-brown 
colour in almost all urines owing to the presence of creatinine ; if the red colour is due to 
creatinine only it is discharged on adding acetic acid, whereas when acetone is present 
the red deepens into a rich burgundy that is unmistakable. Rothera’s modification of this 
test consists in adding a few drops of fresh nitroprusside solution to 5 c.c. of urine, liquor 
ammonie till the mixture is decidedly alkaline, and then ammonium sulphate crystals 
in excess ; as the solution becomes saturated with the latter, a colour like that of potassium 
permanganate develops if acetone is present, the maximum being reached in about fifteen 
minutes. 

Acetone is often associated with diacetic acid, oxybutyric acid, and amido-oxybutyric 
acid ; the detection of these, however, affords no clinical information that is not afforded 
by the acetone alone, so that it generally suffices to test for the latter, and possibly for 
diacetic acid also. The tests for the butyric acids are difficult. When these substances 
are being produced, the patient is said to be suffering from acidosis, the result of unnatural 
metabolism. Acetonuria is indeed the chief practical evidence of acidosis. It occurs in 
the most extreme degree in certain cases of diabetes mellitus ; from the point of view of 
prognosis all cases of glycosuria may be divided broadly into two classes, namely, those 
with, and those without, acetonuria. The same patient may, of course, be passing acetone 
in his urine at one time and not at another ; the prognosis is always graver, however, when 
acetone is present, for it is the acidosis that causes the serious results of diabetes and 
glycosuria. A patient without acetonuria is in no immediate danger of coma, whereas, 
when acetone is present as well as sugar, coma may supervene at any time. Broadly 
speaking, once glycosuria has been diagnosed, it is more important to test the urine for 
acetone from time to time than it is for sugar, and that treatment which reduces the 
acetone to a minimum is, generally speaking, doing most good, whatever quantities of 
sugar may be passed. 
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Acetonuria may occur, however, without glycosuria; even a healthy person who 
is starved of carbohydrate food is apt to pass acetone and diacetic acid in the urine. This 
explains why it is that acetonuria occurs in such conditions as gastric ulcer ; gastric carci- 
noma; gastrectasis; oesophageal stenosis; intestinal obstruction; cachexia, whether 
tuberculous, malignant, syphilitic or malarial ; in cases of persistent vomiting of pregnancy ; 
uremia ; severe migraine ; infantile diarrhoea and vomiting ; cyclical vomiting of children 
(p. 765) ; and probably in many other conditions in which there is either actual or virtual 
starvation. The same applies to surgical operations under anzsthetics—the patient is 
often starved beforehand, and may then be persistently sick afterwards ; almost all patients 
who have been under a general anesthetic for any length of time have acetonuria, and in 
some the acidosis increases instead of being transient, this being to a large extent, perhaps, 
the pathology of so-called delayed chloroform poisoning. It may also result from gross 
intracranial lesions, especially those of an inflammatory nature; thus, acetonuria may 
be pronounced even as early as the first two or three days in acute epidemic cerebro- 
spinal meningitis. 

The chief importance of acetonuria therefore from a diagnostic point of view \lies, 
not so much in distinguishing one disease from another, as in detecting the existence of 
acidosis. The importance of this from the point of view of prophylaxis and treatment 
will be obvious when it is remembered that acidosis does not occur until the liver and tissues 
have lost their glycogen, and that glycogen storage depends largely upon the ingestion 
of carbohydrates either by the mouth, the rectum, or hypodermically. Herbert French. 


ACIDOSIS.—(See AcreronuriA, p. 3.) 
ACROPAR A:STHESIA.—(See Pain 1n "THE Extremity, Upper, p. 442.) 


ALBUMINURIA.—This term is used to denote the passage in the urine cf pvoteid 
that is coagulable on boiling. More than one substance is included in this sense, and there 
are varying proportions of albumin and globulin in different cases. So variable may be 
the relative amounts of these, not only in different diseases, but also in different cases of 
the same disease, and in the same patient at different times, that little useful clinical infor- 
mation is to be obtained by dealing with them separately, at any rate so far as present 
knowledge goes. Nucleo-albumin (p. 424) comes in quite a different category. 

Although numbers of tests for albumin have been devised and advocated, for clinical 
purposes there is little need to trouble about more than the two common ones, namely 
the acetic acid and boiling, and the cold nitric acid tests. It is true that each of these has 
fallacies ; but the latter are not common to both, and therefore if there is doubt in the 
interpretation of one of the two tests, it can be confirmed or otherwise by the other. More 
delicate tests exist, but there is such a thing as too great delicacy in a clinical method. 
One does not want to find albumin in minute traces where it does not matter; and it 
seidom matters until its amount is sufficient to give both the common tests. 

The Acetic Acid and Boiling Test.—A test-tube three parts full of urine—cleared 
by filtration if need be—is held by its lower end whilst its upper part is heated carefully 
to boiling point. It is best not to add any acetic acid before boiling unless the specimen 
is distinctly alkaline, in which case it may be just acidulated with a drop of acetic acid. 
After boiling, the tube should be held in a good surface-light against a dark background, 
such as the sleeve of one’s coat ; any opalescence will be obvious, and there may be a dense 
white cloud. Except in rare cases of Bence-Jones albumosuria (p. 16), this will be due 
to one or more of three things, namely, calcium and magnesium phosphate, calcium car- 
bonate, or coagulated albumin. One, two, or more drops of acetic acid solution (B.P.) are 
now added ; if the cloud disappears entirely, quickly, and at once, it was due to earthy 
phosphates, and no albumin is present ; if it disappears entirely but with brisk efferves- 
cence, the latter is due to calcium carbonates amongst the phosphates, and no albumin is 
present ; if, on the other hand, the cloud clears up but partially, or remains unaltered, or 
actually increases and becomes more flocculent, albumin is almost certainly present. There 
is only one serious fallacy remaining, and that is in regard to nucleo-proteid ; this is preci- 
pitated by acetic acid, and it is possible for a cloud of phosphates to be cleared up by the 
latter and yet for a faint cloud of nucleo-proteid to come down in the place of the phosphates 
in such a way as to suggest that the original cloud was not wholly soluble in the acid, and 
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therefore that albumin is present when it is not. There are three ways of obviating this 
source of fallacy: the first is to add a single drop of dilute non-fuming nitric acid to the 
suspicious cloud that remains after adding the acetic acid ; if it is due to albumin it will 
persist or even increase, whilst if it is due to nucleo-proteid the nitric acid will disperse 
it; the second is to perform the cold nitric acid test for albumin as described below— 
nucleo-proteid will not give a definite localized white ring with it ; and thirdly, a control 
test may be done, acetic acid being added to another specimen of the urine without boiling, 
and the cloud due to any nucleo-proteid present compared with the cloud in the acidulated 
and boiled specimen. 

Heller's Cold Nitric Acid Test.—About an inch and a half of urine is poured into 
a test-tube, the latter is held much inclined, and colourless nitric acid is allowed to flow 
gently down the side until about one-third as much as the urine has been added. The 
nitric acid is heavier than urine and goes to the bottom ; if albumin is present a white 
ring forms at the junction of the two fluids. Some prefer to pour the nitric acid into the 
test-tube first, and then add the urine with a pipette. It is important not to shake the 
tube, or the nitric acid and urine will mix and there will be no definite junction line between 
them. Fuming nitric acid must be avoided because the nitrous oxide fumes decompose 
the urea and the resultant bubbles mix the fluids ; sometimes there is bubbling even when 
the nitric acid is colourless, in which case this is due tc CO, set free from carbonates. The 
test is very delicate; if any large quantity of albumin is present, the ring appears at once; 
if there is only a trace, the white ring may not appear for a little, and the tube should be 
set aside and looked at again in a few minutes. Broadly speaking it takes three minutes 
for it to develop when the amount of albumin is 1 part in 30,000. This test is open to 
more fallacies, however, than the acetic acid and boiling test, so that it should not be 
trusted to alone unless it is negative. In concentrated urines it is common to get a dark- 
brown, reddish-brown, or violet-brown ring of colour at the junction; this is nothing to 
do with albumin ; it is generally most marked in cases of INDICANURIA (p. 314). White 
rings, more or less like that due to albumin, may also be due to any of the following :— 

1. Resin.—If the patient is taking copaiba or other similar drug, enough of the resin 
may be excreted in the urine to form a diffuse white cloud above the nitric acid. This 
fallacy is best avoided by bearing it in mind and checking the nitric acid test by the heat 
test ; this latter safeguard applies to all cases of suspected albuminuria. 

2. Albumoses.—These generally occur in association with albumin ; should they 
occur alone the ring will disappear with warming, to reappear with cooling, and there will 
be no cloud with the heat test. 

3. Bence-Jones’s Albumose.—This occurs without albumin, gives a white ring with 
nitric acid that disappears on warming, to reappear on cooling; with the heat test, a 
dense cloud appears about 60° C., to disappear on further heating to boiling-point (p. 16). 

4. Nucleo-albumin.—The ring with this is not in contact with the nitric acid, but 
higher up, and diffuse ; it may be a real difficulty in diagnosis from albumin, for it is also 
precipitated by acetic acid, and may therefore give a haze with the boiling test (see above). 

5. Urates.—These may form a cloud near the nitric acid if the urine is very concen- 
trated; the cloud will disappear on gentle warming, to reappear on cooling, so that it 
may also be mistaken for albumose ; the fallacy may be avoided by diluting the urine 
with plain water before the nitric acid test is employed. 

6. Urea Nitrate.—If the urine contains a large percentage of urea a crystalline deposit 
of urea nitrate may form at the junction; as a rule the crystalline nature of the ring is 
obvious on inspection ; but in case of doubt the urine should be diluted and the test 
repeated. 

It does not matter which test is most relied upon when the result is negative ; but 
before the positive deduction that a urine contains albumin is drawn, both the acetic acid 
and boiling, and the cold nitric acid tests, should be positive. 


In arriving at a diagnosis of the precise cause of albuminuria in any given case, it is 
essential that a microscopical examination of the centrifugalized deposit from the urine should 
be made. Whatever else may be found, the first question to be answered is: Are renal 
tube-casts present as well as albumin, or not ? All cases of albuminuria may be divided 
into two main groups, namely: (I) Cases with renal tube-casts ; (II) Cases without renal 
tube-casts. 
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Renal Tube-casts.—When one speaks of renal tube-casts, however, one has to bear 
in mind that modern methods of centrifugalizing with electrically-driven machinery have 
reached such perfection that hardly anything that a specimen of urine contains escapes 
detection ; technique has become almost too perfect ; for when clinical methods become 
too delicate they begin to lose some of their clinical value. The result, in connection with 
casts, is that even in a great many normal urines an occasional renal tube-cast and an 
occasional red blood corpuscle are found ; therefore when one speaks of cases of ‘* albumin- 
uria with tube-casts,”’ one means ** with enough renal tube-casts to be pathological.’ The 
observer learns from experience to know when the * occasional’ tube-cast is inside or 
outside the normal limits. More than one examination may be required, and the urine 
should be as fresh as possible, for casts disintegrate on standing, especially in hot weather 
and in alkaline urines. 

Renal tube-casts are of various sorts (Plate J), and a certain amount of help can be 
derived from a knowledge of the particular kinds of casts present in a given case. Their 
matrix or foundation is a structureless material whose origin is obscure, though thought 
to be due to some kind of proteid coagulation. Sometimes the casts consist of this 
structureless matrix only, and according as they are then less or more highly refractile, 
they are spoken of as hyaline casts or waxy casts respectively. The hyaline is commoner 
than the waxy, but neither is characteristic of any particular disease. Embedded in the 
hyaline matrix there may be various substances or structures ; and according to the main 
features of the embedded substances the casts receive different descriptive names. If 
renal epithelial cells predominate, the cast is an epithelial cast; if leucocytes or pus corpuscles, 
a leucocytic cast; if red blood corpuscles, a blood cast; if bacteria, bacterial casts ; if fat 
globules, probably derived from degenerated renal cells or leucocytes, fatty casts ; if non- 
fatty granular débris, granular casts. It is not at all uncommon to find a long cast which 
in one part is simply hyaline, at one end is granular, and at the other epithelial—a mixed 
cast. Upon the whole one may say that the hyaline cast occurs in all forms of nephritic 
conditions, whether acute or chronic ; that epithelial and leucocytic casts indicate active 
catarrh ; that granular casts tend to occur along with epithelial casts, but that when they 
occur alone or in association with hyaline casts they are evidence of at least less acute 
mischief than are epithelial casts ; whilst fatty casts come between the two. Blood casts 
may occur in almost any variety of renal hemorrhage, and by themselves they are not 
evidence of inflammation, though in association with other casts they indicate very acute 
inflammatory changes. 


I.-—ALBUMINURIA WITH RENAL TUBE-CASTS. 


When it has been decided that there are a pathological number of renal tube casts 
as well as albumin in the urine, it is almost certain that there is an inflammatory lesion 
of the kidney. The next step in the diagnosis is to decide by microscopical examination 
whether pus is present also; in other words, the cases may be subdivided into two main 
sub-groups, namely: (A) Albuminuria with renal tube-casts without obvious pus; and 
(B) Albuminuria with renal tube casts and obvious pus. There are border-line cases in 
which leucocytes are present in excess, and yet not in sufficient numbers to constitute 
pus ; other points about’ such a case will generally lead one to decide whether it comes 
in the apyuric or in the pyuric group. The differential diagnosis of the latter is discussed 
under Pyurtias (p. 574), so that it only remains here to discuss :— 

(A) The Differential Diagnosis of Albuminuria with Tube-casts without Obvious Pus.— 
The causes of this condition may be classified as follows :— 

1. The Various Forms of Bright’s Disease :— 

- (a) A primary acute nephritis. 

(b) An acute exacerbation upon an underlying chronic nephritis. 

(c) Chronic nephritis of young people: (i) Arising out of a known attack of 
acute nephritis; (ii) Arising without any known previous attack of acute 
nephritis. 

(d) Chronic nephritis of old people: (i) cirrhosis of the kidneys; (ii) Arterio- 
sclerosis. 

(e) Cystic disease of the kidneys. 

2. Nephritis of Pregnancy. 


PLATE I 


RENAL TUBE CASTS 


line easts ; Waxy casts; C, Hyaline cast containing small crystals of calcium oxalate; D, Blood casts ; 
Ae heer : a fenkae a cast; F Epithelial casts; G, Granular casts; H, Fatty casts. 


INDEX OF DIAGNOSIS—To face p. 6 
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3. Chronic Ascending Nephritis, leading to scarred contracted kidneys, the result of 
(a) Obstruction to urine outflow by :— 
(i) Urethral stenosis. 
(ii) Enlarged prostate. 
(iii) Displacement of the womb. 
(iv) Fibromyoma, ovarian cyst, or other pelvic tumour. 
(v) Pregnancies. 
(vi) Undue mobility of the kidney and kinking of the ureter. - 
(vii) Rarities, such as abdominal aneurysm obstructing a ureter. 
(b) Irritation ascending from the pelvis of the kidney, the result especially of 
calculus, but also sometimes of chronic tuberculous lesions. 
4. Lardaceous Disease of the Kidneys. 
5. Infarction of the Kidneys, especially when the result of embolism in cases of 
fungating endocarditis ; but also due to thrombosis, as in some blood diseases. 
6. Thrombosis of the inferior vena cava involving the renal veins. 
7. New Growth of the Kidney, some cases. 


In many cases the diagnosis soon becomes obvious, but in some there may be great 
difficulty. The two following may serve to illustrate how such difficulties may arise : 

A patient of middle age, who had not been strong for a long time, began to suffer from 
cedema of the ankles, which increased rapidly and spread to her legs, thighs, genital organs, 
and back. Within a few days her abdomen began to swell, and she began to pass very 
little water, the colour of blood. Upon examination the urine had a sp. gr. of 1030, was 
loaded with albumin and blood, and microscopically there was an abundance of red 
corpuscles, renal epithelial cells, leucocytes, and epithelial, fatty, granular, and blood 
casts, without pus, crystals, or bacteria. It seemed almost obvious that she must be 
suffering from acute Bright’s. disease ; but there was no cedema of the eyelids, and there 
was definite enlargement of the left supraclavicular lymphatic gland; the discovery of 
the latter led to a very careful examination for malignant disease ; and a latent and quite 
unsuspected carcinoma of the rectum was found. The diagnosis was carcinoma recti., 
secondary deposits in the retroperitoneal glands, obstruction and thrombosis of the inferior 
vena cava and of the renal veins, with consequent albuminuria, hematuria, and renal 
tube-casts from asphyxial nephritis, simulating acute Bright’s disease. 

Another case was that of a girl of 16, suffering from increasing anemia, shortness of 
breath, oedema of her ankles and face, and slight pyrexia. The heart was a little enlarged, 
and there were soft systolic bruits that were regarded as secondary to the anemia. The 
urine contained blood and albumin, with renal epithelial cells and tube-casts in abundance. 
Ascites developed, with increasing general cedema; there were also retinal hemorrhages 
and neuro-retinitis. The diagnosis of acute nephritis, however, was only in small degree 
correct ; for she was really suffering from malignant endocarditis of a subacute type, 
the nephritis being due to infected emboli of the kidney producing inflammatory changes 
around multiple renal infarcts. 

These cases will serve to show how it may be impossible to arrive at a correct diagnosis 
except by thorough examination of all the systems, by watching the case carefully, and 
by repeating the full systemic examination at intervals. We will now deal with the 
headings in the above table in their reversed order. 

If there is New Growth in a kidney the number of renal tube-casts is likely to be 
small ; sooner or later a microscopic fragment of new growth may be detected in the centri- 
fugalized urinary deposit. Albuminuria will not be extreme unless the renal veins and 
the inferior vena cava become involved (Fig. 304, p. 750), the same applying also to the 
oedema of the legs and trunk ; hematuria is likely to occur at intervals, the attacks being 
separated by many weeks sometimes, and being relatively painless ; there may be an in- 
creasing renal tumour ; cystoscopic examination may show blood-stained urine (see Plate 
XV, Fig. A, p. 282) coming from one ureter only ; and finally, when suspicion of new growth 
has been aroused, laparotomy may be indicated and the diagnosis confirmed thereby. 

Thrombosis of the Renal Veins and Inferior Vena Cava has been referred to 
above as a condition that may simulate acute nephritis. Points to lay stress on in arriving 
at the diagnosis are: (1) To make a very careful and systematic examination, including 
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that of rectum and vagina, in order not to miss anything, such as some latent growth whose 
secondary deposits are obstructing the veins; (2) To enquire carefully into the history 
—many cases of inferior vena caval thrombosis are due to extension upwards from iliac 
or saphenous clots, in which case there will nearly always have been swelling of one leg 
only to start with, followed later by extension to the back and to the other leg; (3) To 
note that although the cedema of the legs and back may be extreme, there is a definite 
upper level to it and no swelling of the eyelids or scalp ; and (4) To note that if there are 
any distended or varicose veins upon the abdominal wall (see VEINS, VARICOSE ABDOMINAL, 
Fig. 308, p. 749), the current in them has become reversed—to being from below 
upwards instead of from above downwards. 

Infarction of the Kidneys may be either embolic or thrombotic. The commonest 
cause of embolic renal infarction is fungating endocarditis. Each embolus gives rise to 
the sudden appearance of blood in the urine which may have contained none previously, 
or to increase in any existent hematuria; there may or may not have been a sudden pain 
in the back at the same time. Around each infarct acute nephritis develops, so that in 
some cases all the characters of the latter malady may be superposed upon those of the 
fungating endocarditis. If the patient is already known to have heart disease the diagnosis 
is easy enough; the difficulties arise in cases in which, notwithstanding the endocarditis 
there is no bruit. If fungating endocarditis is suspected, the points that confirm the 
diagnosis are those mentioned on p. 34. 

Thrombotic infarcts are less severe in their effects ; they may produce no hematuria 
at all, and the albuminuria may be slight, and unaccompanied by tube-casts. They 
generally arise in cachetie conditions, or in blood diseases such as leuksemia or pernicious 
anzmia, in which cases the diagnosis will be arrived at on other grounds, albuminuria 
not being the prominent feature of the case. _/ 

Lardaceous Disease of the Kidneys used to be common in the days of septic 
surgery, but it is uncommon now. It is a risky diagnosis to make, therefore, unless there 
is some obvious cause for it, such as long-standing suppuration in association with a spinal, 
hip-joint, or empyema sinus, bronchiectasis, phthisis with cavitation, or the like ; or clear 
evidence of tertiary syphilis with cachexia. There is nothing characteristic about the 
urine. In the earlier stages there may be but a trace of albumin in an otherwise normal 
urine ; later, the albumin increases and it may reach very large amounts, such as 20 parts 
per 1000, casts being very few in proportion, the total amount of urine increased, its colour 
pale, and its sp. gr. low—1005 to 1012; later still, possibly as the result of superposed 
nephritis, the amount of urine falls until only a few ounces may be passed each day, of 
high colour and sp. gr. 1020 to 1035, loaded with albumin, and now containing hyaline, 
waxy, granular, fatty, and epithelial casts. Lardaceous casts may or may not occur, but 
they are not diagnostic, for they have also been found in cases of nephritis without lardaceous 
disease. Indeed, the diagnosis of lardaceous kidney resolves itself into one of guesswork 
in a case in which there has been prolonged suppuration or severe syphilis to give rise to 
it, and in which there may be smooth firm enlargement of the liver, moderate enlargement 
of tne spleen, and more or less severe diarrhoea, to indicate corresponding lardaceous 
change in the other organs that are generally affected at the same time as the kidneys. 

Chronic Ascending Nephritis arises from precisely the same causes as acute ascending 
nephritis or surgical kidney, and probably results from recurrent focal inflammations 
which heal, with the result that, in the course of months or years, the kidneys are con- 
verted into a mass of irregular fibrotic scars which together produce the same local and 
general changes and effects as are found in cases of ordinary red granular contracted kidney. 
It is important to bear in mind that any cause of prolonged obstruction to the urine 
outflow may cause granular kidney with albuminuria, without pus but with casts, in a 
pale abundant urine of low specific gravity. The diagnosis will generally be obvious 
when the obstruction is. due to urethral stricture ; it is more apt to be overlooked in 
other cases, though if one bears in mind the causes mentioned in the list above, the 
methods of diagnosis will generally be clear. One would only mention in particular that 
uterine tumours or displacements are a very common cause for slight albuminuria and a 
few renal tube-casts in women; and that in men of sixty and over enlargement of the 
prostate causes a precisely. similar condition long before there is any definite pyuria. 

Pregnancy Nephritis is sometimes spoken of as though it were an altogether different 
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thing to nephritis of the Bright’s disease type in general. I do not subscribe to this view, 
I hold that Bright’s disease has many different causes and many different types. It may 
be due to scarlet fever, in which case it is very possibly streptococcal ; it may be due to 
pheumonia or empyema, in which cases it may be pneumococcal; it may be due to 
various other micro-organisms ; it occurs in some cases of cholera, and in severe secondary 
syphilis ; it is frequent in malaria, especially the quartan type ; it may be due to chemical 
substances such as turpentine, cantharides, or oxalic acid ; it very often seems to come 
on from no known cause at all, though in such cases there must be a microbial or other 
cause that is not discovered ; it may be due to pregnancy, in which case it is ascribed to 
unknown toxins. [In all these cases the types of reaction on the part of the kidney are 
similar, and one can only regard pregnancy nephritis as a variety of non-suppurative 
nephritis in general. Very likely it is only a matter of degree whether it is non-suppurative 
or merges into the type in which there is pyuria as well as albuminuria—pyelitis of preg- 
nancy. Pregnancy may cause a primary acute nephritis, which may recover either com- 
pletely, or but partially and persist as chronic nephritis ; or may seem to recover when in 
reality it is merely latent, or even slowly and insidiously progressive ; it may produce 
what seems to be a primary acute nephritis which is really but an exacerbation superposed 
_ upon a chronic nephritis that has been unsuspected ; and very possibly it may produce 

nephritic changes which are not associated with definite symptoms at the time, but which 
ultimately result in what is spoken of as chronic interstitial nephritis. When, therefore, 
albuminuria with renal tube-casts, but without pyuria, occurs during pregnancy, it matters 
little what name is given to the condition, provided it is realized that just the same diffi- 
culties offer themselves here as in Bright’s disease in general, in arriving at a conclusion 
as to whether the renal lesion is acute, chronic, or acute on chronic. 

Various Forms of Bright’s Disease.—Of all these, the hardest to diagnose with 
certainty is primary acute nephritis in the adult. The majority of adult cases that are 
labelled acute Bright’s disease are really suffering, not from primary acute nephritis, but 
from an acute exacerbation upon the top of already existent but possibly latent chronic 
nephritis. The difficulty is to arrive at the diagnosis between these two, particularly 
since many of the points mentioned in text-books as occurring in acute nephritis are really 
due, not to the acute attack, but to the subacute or chronic renal lesion which has, until 
then, been unsuspected. 

The best examples of primary acute nephritis are to be seen in cases that are already 
under observation for some other disease, notably scarlet fever or lobar pneumonia. Some- 
times the onset of the nephritis is indicated by general cedema, especially of the eyelids 
and face, ankles, genital organs, and loins ; but it cannot be insisted upon too strongly 
that cedema is not essential, many cases of acute nephritis having no cedema at all, especi- 
ally if the patient is already in bed when the kidney inflammation begins, as in scarlatina 
cases. If the urine were not examined the renal lesion would often escape recognition 
altogether ; and there can be no doubt that many cases of primary acute nephritis do 
escape recognition in this way, coming under observation later when they present symptoms 
of chronic nephritis, or an acute exacerbation on chronic nephritis. 

The essential point in the diagnosis is urine examination. According to the severity 
of the nephritis there will be more or less diminution in the total daily quantity ; it is 
common for less than 20 oz. to be passed in the twenty-four hours, and often the amount 
falls to 10 oz., 5 oz., or even to none at all for a while. The specific gravity is raised to 
1025, 1030, or even to 1035, but rarely to 1040. The reaction is generally acid at first, . 
but it soon becomes alkaline on standing. The colour is extremely variable, according 
as little or much blood is present ; sometimes it is almost normal or merely that of a con- 
centrated urine ; more often there is some tinging with blood, varying from bright red 
to brownish, brown, brown-black, or to that peculiar blackish tint which is described as 
smoky. There is a general cloudiness of the specimen, and on standing it deposits a heavy 
sediment which often has a dark brownish tint owing to the phosphates carrying the blood 
pigment with them. Microscopically, the centrifugalized deposit consists partly of 
amorphous débris due to earthy phosphates, and to the disintegration of cells and tube- 
casts ; and one expects to find an abundance of red corpuscles, renal epithelial cells, vari- 
able numbers of epithelial, fatty, granular, hyaline, and blood-casts, an excess of leucocytes, 
an occasional crystal of calcium oxalate or uric acid, and irregular granular masses which 
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are not definitely tube-casts. It is noteworthy, however, that in the very acute stages 
there may be no tube-casts, though shed renal epithelial cells are abundant ; in such a 
case tube-casts will show themselves in a few days. It is important that each specimen 
should be examined as fresh as possible, owing to the tendency of casts and cells to dis- 
integrate on standing. Inaddition to red corpuscles there is often much free hzemoglobin ; 
the tincture of guaiacum test will be positive, and the spectroscope will show the bands 
of oxyhemoglobin or of methemoglobin. Coagulable proteid is generally present in 
abundance, the proportions of globulin and albumin varying greatly, but together amount- 
ing to anything between 2 and 20 parts per thousand—often about 15 parts per thousand 
at first, rapidly dropping to less after the first few days of treatment, until at the end of 
from a fortnight to a month it may be 1 part per thousand or less, or even absent 
altogether. In a few cases, however, there is very little coagulable proteid but an 
abundance of albumose, so that the boiling test gives but a faint cloud, whilst the nitric 
acid test yields a dense white ring, soluble on warming, to reappear on cooling. There 
is generally an excess of nucleo-proteid also. The urea, chlorides, and phosphates all 
fall below the normal totals, though their percentages may be increased if the urine is 
very concentrated. 

With this condition of urine there will be little doubt as to the presence of acute 
nephritis ; the only question then is whether it is primary, or an exacerbation upon chronic 
nephritis. The former is probable if it is known that the urine was free from albumin up 
to the time of the attack, if the patient is known to have suffered recently from scarlet 
fever, pneumonia, diphtheria, secondary syphilis, or some other similar fever ; if the heart 
is of normal size and its sounds natural, the blood-pressure natural, and the retine healthy. 
It may be that the patient himself may have been exposed to scarlatinal infection, and 
without having had the rash may develop nephritis ; the association of peeling of the 
skin, or recent sore throat with enlarged glands in the neck, or otitis media, might suggest 
the diagnosis in these mild cases of scarlatina, though sometimes acute nephritis in a child 
may be the sole evidence of the disease. The course of the malady will also assist the 
diagnosis ; the albuminuria of primary acute nephritis may clear up entirely in from a 
fortnight to six weeks, though in unfavourable cases it persists and chronic nephritis 
develops out of the acute. If, on the other hand, it is found that, in a case of apparently 
recent acute nephritis, with general cedema, hematuria and the other urinary changes 
described above, there is cardiac hypertrophy, with a prolonged lumpy first sound at the 
impulse, a ringing aortic second sound, a blood-pressure of more than 150 mm. Hg, and 
possibly albuminuric retinitis, the probability is that the acute nephritis is not primary, 
but an acute exacerbation of an unsuspected chronic nephritis. There is often a history 
of former scarlet fever or of syphilis in such cases ; the patients may be of any age, from 
childhood to past middle life. If the patient survives, one or other of two conditions 
usually results : either the albuminuria, the scanty urine, and the tube-casts persist, whilst 
the patient remains waterlogged until the end comes in a few weeks or months, or else 
the acute exacerbation subsides and the clinical characters of chronic nephritis remain. 

Some of these cases, but by no means all of them, are examples of primary acute 
nephritis, persisting and becoming chronic. It must, however, always be very difficult, 
and indeed almost a matter of opinion in many cases, to decide whether a patient is suffering 
from a chronic nephritis which is the result of a primary acute nephritis that has not 
cleared up, or from a chronie nephritis which was present but unrecognized before an acute 
exacerbation drew attention to it ; my own view is that many cases in which young adults 
seem to develop acute nephritis from no more definite cause than exposure to damp or 
cold, are really examples of acute on chronic, and not of primary acute, Bright’s disease. 
The albuminuria in these cases does not clear up, and it is a mistake to restrict the diet 
or the daily occupation after the acute exacerbation has subsided. In spite of the per- 
sistence of albuminuria, these patients do best if they are given iron and allowed to go 
about their ordinary avocations ; they have diseased kidneys, and they will not live many 
years, but there is no need to adopt treatment which constantly reminds them of the fact. 
As the acute exacerbation subsides, the amount of urine rises rapidly to 60 or 70 oz. or 
more per diem, and remains increased even after all oedema has passed away ; the specific 
gravity falls to 1012, 1010, or 1008 ; the albumin persists to the extent of anything between 
0°5 and 8 parts per thousand ; blood is absent, though an occasional red corpuscle may 
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be seen under the microscope; and there are moderate numbers of hyaline, granular 
or even fatty casts, with an occasional renal epithelial cell. 

It happens not infrequently that a young patient suffering from chronic nephritis 
comes under observation for shortness of breath, palpitations, anzemia, or for inflammation 
of one or other of the serous membranes, without ever having had any symptoms of acute 
nephritis at all. The kidneys that would be found in such cases differ from the granular 
contracted kidneys of older people in that they are pale instead of red. They are pale 
granular contracted kidneys, precisely similar to those which may result from a long 
antecedent acute nephritis that has not entirely cleared up. When they develop without 
any known preceding attack of acute nephritis they have been referred to as Rose-Bradford 
kidneys. It is by no means impossible that they are really the result of a preceding acute 
nephritis which escaped recognition because there was no cedema to attract attention to 
the need for urine examination. The patient may be of any age, though generally between 
five and thirty-five. There may be no sign of anything wrong until acute uremia, with 
convulsions, leads to rapid death. On the other hand, in a typical case, in addition to 
the urine changes mentioned above, one expects to find some of the following symptoms 
or signs ; a great increase in the size of the left ventricle, as evidenced by displacement 
of the impulse downwards and outwards, even into the sixth left intercostal space below 
or outside the left nipple, with increase of the precordial impairment of resonance outwards 
to the left without corresponding increase upwards or to the right ; a ringing second sound 
in the second right intercostal space close to the sternum, and a prolongation of the first 
sound at the impulse, or its replacement by a localized blowing systolic bruit ; more or 
less anemia, sometimes very considerable and of the chlorotic type ; a maximum systolic 
blood-pressure, of 175 mm. Hg, or more, sometimes over 300 mm. Hg, even when the 
pulse feels comparatively soft to the finger ; albuminuric retinitis ; a tendency to hxemor- 
rhages, especially to epistaxis ; headache ; insomnia ; breathlessness on exertion; and 
inability to work with the usual energy, either mentally or physically. 

The chronic nephritis of old people is diagnosed more often than it exists, if one under- 
stands by it the disease associated with small red granular contracted kidneys. On the 
other hand, the kidneys of most old people exhibit a certain amount of interstitial fibrosis, 
with occasional retention cysts and some granularity of the surface when the capsules 
are stripped off, without there being any material diminution in their size. Where senile 
changes that are almost normal end and chronic interstitial nephritis begins, is difficult to 
determine. The same applies to arteriosclerosis and the renal changes associated with 
this. Some regard arteriosclerosis and chronic interstitial nephritis as essentially different 
maladies ; others regard the arterial as secondary to the renal changes ; others hold that 
arteriosclerosis leads to a variety of red granular kidney that is not the same as the red 
granular contracted kidney of chronic interstitial nephritis ; whilst others again favour 
what seems a likely view, namely that arteriosclerosis and sclerosis of the kidneys both 
have common causes, and that it is more or less an accident whether the patient, on-post- 
mortem examination, presents more arterial or more renal changes, or about the same 
degree of both. During life the differential diagnosis between them is sometimes impos- 
sible. In either case there will be a hypertrophied left ventricle, a loud lumpy first sound, 
or a blowing systolic bruit, at the impulse, a markedly accentuated aortic second sound, 
a systolic blood-pressure somewhere between 150 and 320 mm. Hg, with a tendency to 
shortness of breath ; giddiness, especially on sudden change of posture ; singing in the 
ears ; difficulty in concentration of mind ; and very possibly cardiac symptoms, varying 
from a mere consciousness of the existence of the heart, to precordial pain of varying 
severity, or even extreme heart-failure, with cedema of the legs, ascites, nutmeg liver, 
orthopneea, and pulmonary congestion. In the latter case the great difficulty will be to 
decide whether the heart failure is due to primary renal or arterial, primary cardiac, or to 
primary pulmonary disease, and the only sure methods of deciding that there is a renal 
lesion are: the discovery of more than an occasional granular and hyaline tube-cast in 
the urine ; the detection of albuminuric retinal changes ; and instrumental determination 
that the blood-pressure is much raised. Sometimes inflammation of one of the serous 
membranes is the first symptom; subacute or chronic peritonitis with ascites; pericar- 
ditis ; or pleuritic effusion. On the other hand, the patient may seem to have been in 
robust health until the nature of the case is suggested by a sudden apoplectie seizure due 
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to cerebral hemorrhage. In yet another group of cases the malady is discovered acci- 
dentally as the result of examination for life insurance. It is not very uncommon to find 
glycosuria as well as albuminuria, the sugar occurring in a urine of normal specific gravity 
without any associated acetone or diacetic acid. The degree of albuminuria is very 
variable ; when there are signs of cardiac failure there may be oliguria with much albumin 
and not a very large number of casts; when there is no heart failure there is generally 
polyuria, the patient having to rise several times in the night, passing from 60 to 120 oz. 
of pale urine in twenty-four hours, of sp. gr. 1008 to 1012, often containing only a trace 
of albumin, and even that not constantly ; there are intermediate cases in which the 
amount of albumin varies from 0°25 to 4 or 5 parts per thousand. Upon the whole one 
may say that, if the increased albuminuria due to heart failure on the one hand, or to a 
super-added acute attack of nephritis on the other, can be excluded, the more the disease 
approaches the type of red granular contracted kidney, the more likely is the albumin 
to be small in amount and intermittent ; whilst the more the disease approaches in type 
to arteriosclerosis with renal changes on the one hand, or to pale granular contracted 
kidneys on the other, the greater will be the amount of albumin, if any is present at all. 
There will be tube-casts, chiefly granular and hyaline, most numerous with pale granular 
contracted kidneys, fewest with arteriosclerosis, and intermediate in numbers with red 
granular contracted kidneys. It need scarcely be added that the absence of albuminuria 
does not exclude arteriosclerosis ; but we are here dealing only with cases in which albu- 
minuria occurs. 

Cystic Disease of the Kidneys is found in three entirely different types of patients, 
namely, (1) the new born, (2) the young, and (8) the elderly. In the new born the main 
symptom is abdominal distention, which may be so extreme as to have caused difficulty 
in delivery ; the bilateral cystic tumours can be felt, and the diagnosis in such cases 
is not difficult. Minor degrees escape detection at birth, and it may be that several years 
elapse before the diagnosis is arrived at as the result of finding bilateral uneven renal 
tumours associated with the passage of abundant pale urine of low specific gravity con- 
taining traces of albumin, a few granular and hyaline tube-casts, and an occasional red 
corpuscle. Sometimes a sudden and severe attack of hematuria is the first symptom in 
the case. The discovery of bilateral irregular renal tumours is the clinching point in the 
diagnosis. In at least one case they were so large as to meet in the middle line, so that a 
loop of intestine that had passed between and behind them could not get out again, and 
the patient came under observation for acute intestinal obstruction. The third type of 
cystic disease of the kidneys occurs in old persons, and is but a variety of chronic intersti- 
tial nephritis in which the agglomeration of retention cysts has reached an extreme degree ; 
the enlargement of the kidneys is then much less than it is in young persons, where the 
lesion is probably congenital; the symptoms and urinary changes are precisely similar 
to those already described in cases of red granular contracted kidneys. 


(B) Albuminuria with Renal Tube Casts and with Pus.—When pus is present in the 
urine along with albumin and renal tube-casts, the differential diagnosis resolves itself into 
that of pyuria that is partly or wholly of renal origin (see Pyurta, p. 574). It only remains 
to add: first, that it is not sufficient to rely upon the naked-eye characters of the urine, 
or upon chemical tests, in excluding minor degrees of pyuria ; microscopical examination 
of the centrifugalized deposit is essential, especially in the detection of acute pyelitis 
and pyelonephritis the result of coli-bacilluria in children, pregnant women, and others 
(p. 69) ; secondly, that the amount of albumin actually due to pus itself is small, so that 
if there is any measurable quantity of albumin present it indicates that the kidneys are 
themselves affected, this being further confirmed when casts are also found ; and thirdly, 
that blood, like pus, is in itself responsible for relatively little albumin, so that when there 
is considerable albuminuria associated with blood, there is strong ground for believing 
that the albumin is by no means all due to the blood. The presence of very small quantities 
of blood does not assist the differential diagnosis of the cause of albuminuria so much as 
might be expected ; much blood indicates that the cause is due to one or other of the 
conditions discussed under HamarturiA (p. 275).. 
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II.—ALBUMINURIA WITHOUT TUBE-CASTS. 


Turning now to albuminuria without tube-casts, one would emphasize the fact that 
more than one microscopical examination may be required, for if the urine is alkaline, 
or has stood for any length of time, casts, originally present, may have become uprecog- 
nizable ; besides which, even with definite nephritis, there may be very few casts at one 
time, many at another. This applies particularly to the very acute cases on the one hand 
and the very chronic on the other. Assuming that not more than a very occasional cast 
is found, the chief conclusion that can generally be drawn is that the albuminuria is not 
indicative of organic renal disease. The cases may then be subdivided into: (1) Those 
im which the urine presents some other definite abnormality besides albuminuria, especially 
(a) pyuria, (b) hematuria, (c) hemoglobinuria, or (d) glycosuria ; (2) Those in which, 
were the albumin removed, the urine would be normal. 

1. These cases need not be discussed further here ; the differential diagnosis will be 
found under Pyurta, Hamaturia, HaMOGLOBINURIA, and GiycosURIA respectively. 

2. These are clinically of importance in that, until the absence of casts has been 
determined, the absence of organic renal changes cannot be concluded. Even when casts 
are absent, a trace or a small amount of albumin may be the first evidence in elderly 
persons of enlargement of the prostate, chronic interstitial nephritis, or arteriosclerosis ; 
or in younger persons of chronic ascending nephritis, the result of such things as former 
gonorrhoea, repeated pregnancies, uterine prolapse or other displacement, chronic vesical 
eatarrh, or urethral stricture. The chronic effects on the kidneys of interference with the 
urine outflow are apt to be overlooked, though if they are borne in mind they are generally 
easy of diagnosis. 

The following are a number of other conditions which may cause slight degrees of 
albuminuria without tube-casts, but which are obvious, or else diagnosed by other signs 
that are discussed elsewhere: burns, scalds, chronic alcoholism, cirrhosis of the liver, 
diabetes mellitus, exophthalmic goitre, gout, lead-poisoning, mumps, secondary syphilis, 
morphinism, mercurialism, vasomotor neuroses such as Raynaud’s disease or angioneurotic 
cedema, obstruction to the vena cava inferior by thrombosis or by external tumours, the 
pressure of considerable ascites, ovarian cysts or solid tumours, pernicious anzemia, 
Hodgkin’s disease or lymphadenoma, lymphosarcoma, lymphatic or splenomedullary 
leukemia, splenic anzemia, pemphigus, phosphorus poisoning, chronic arsenical poisoning, 
pregnancy, severe anemia the result of syphilitic, malarial, malignant, tuberculous, or 
phthisical cachexia, ankylostomiasis, or infection with other parasites such as Bothrio- 
cephalus latus or Trichina spiralis. 

There remain three other groups of conditions in which albuminuria and its differential 
diagnosis are often important, and these are: (1) Febrile conditions; (2) Heart-failure 
conditions ; and (8) so-called ‘ Physiological’ albuminuria of adolescence. 

Febrile Conditions.—In nearly every fever there is some cloudy swelling of the 
parenchyma of various viscera, especially the kidneys; consequently most fevers may 
sometimes be associated with albuminuria, and, broadly speaking, the higher the patient’s 
temperature the greater is the liability to it. The amount of albumin present is generally 
not great. We need not enumerate all the various fevers in this connexion. Suffice it 
to say that albuminuria is relatively common in scarlatina, diphtheria, variola, erysipelas, 
pyrexial phthisis, cholera, dysentery, Weil’s disease, severe malaria, and yellow fever ; 
not so common in lobar pneumonia, bronchopneumonia, typhoid fever, and empyema ; 
and relatively uncommon in other febrile conditions, such as acute rheumatism, influenza, 
meningitis, measles, German measles, follicular tonsillitis, and so on. The albuminuria 
may, of course, be already present in a person who develops an intercurrent fever; the 
diagnosis then depends upon considerations mentioned above. 

If, on the other hand, the albuminuria is known to have developed coincidently with 
the febrile illness, the chief point to decide will be whether it indicates actual nephritis 
or not. Many consider there is an essential difference between ‘febrile albuminuria ’ 
and actual nephritis. This may or may not be so, but it is extremely difficult to be sure 
of the distinction clinically. It may be urged that—to take scarlet fever as an example— 
the albuminuria of the first few days is ‘ febrile,’ whilst that of the second or third week 
is ‘nephritic. As a matter of fact, in not a few cases in which death has occurred in the 
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first week the ‘ febrile ’ albuminuria has been associated with large mottled acute nephritic 
kidneys, even where there has been no cedema, no hematuria, and no very large numbers 
of renal tube-casts. Probably there are all degrees of acute nephritis, from very slight 
and transient, to very severe and possibly fatal; and it is a mistake to try and make a 
distinction in kind. The great majority of cases of albuminuria during fever recover 
completely ; some seem to recover but come under observation years later with pale 
eranular contracted kidneys ; others die during the acute attack. The degree of albumin- 
uria is not a direct measure of the renal changes unless the amount of albumin is large ; 
a small amount of albumin does not necessarily indicate trivial nephritis. Absence of 
cedema is the rule. Microscopical examination of the centrifugalized urinary deposit is 
essential : the more the renal epithelial cells, red corpuscles, leucocytes, and various renal 
tube-casts, the more conclusively can some degree of actual nephritis be diagnosed. 

When doubt lies between scarlatina and measles or German measles, or between 
diphtheria and other forms of sore throat, the existence of albuminuria sometimes assists 
in arriving at the diagnosis of scarlatina in the one case or of diphtheria in the other. 

In pneumonia, albuminuria has become much less frequent since blistering with 
cantharides has gone out of fashion in treating this disease. 

Heart-failure Conditions.—The right side of the heart may fail owing to many 
different causes, which may be arranged under four main headings, as follows: (a) Valvular 
disease ; (b) Obstructive lung affections ; (c) Myocardial affections ; (d) Granular kidneys 
and other high blood-pressure conditions. Each of these main headings has many sub- 
headings (see ORTHOPNG@A, p. 418). Any one of them may result in albuminuria, though 
the amount of the latter is extremely variable, some cases of severe heart failure exhibiting 
no albuminuria at all, whilst others may haye as much as 10 parts per 1000, or more. 

The first step in the differential diagnosis is to exclude primary renal conditions by 
negative microscopical examination of the centrifugalized urine deposit for casts, examin- 
ation of the retinz, and exact determination of the blood-pressure. Curiously, even with 
feeble irregular pulses, such as are found in panting cases of mitral stenosis, the blood- 
pressure is considerably higher than normal, doubtless owing to partial asphyxia; so 
that merely finding a systolic blood-pressure of 150 or 160 mm. Hg is no proof of granular 
kidney or arteriosclerosis ; sometimes, however, the reading is as high as 200, 250, 300, - 
or even 320 mm. Hg, and then the diagnosis of one or other of the latter is almost certain. 

If renal and arteriosclerotic conditions can be excluded, the diagnosis lies between 
the other three main groups. The cardiac bruits, the history of growing pains, chorea, 
or acute rheumatism, the youth of the patient, the family history of heart disease or 
rheumatic fever, the association of other rheumatic affections such as recurrent tonsillitis 
subcutaneous nodules, or erythema, will often serve to point to primary valvular disease ; 
in older patients, especially in men between forty and fifty, there may be aortic disease 
and a history of syphilis and not of acute rheumatism. In severe heart failure in children 
under puberty, the result of mechanical difficulty with the circulation, an adherent peri- 
cardium is generally found, and clinicaily, the heart is large out of proportion to the general 
physical signs. ; 

When there is a definite history of recurrent winter cough in an elderly person, with 
a hyper-resonant and over-expanded chest, the likelihood of emphysema and _ bronchitis 
will at once suggest itself. Similarly fibroid lung, or fibroid lung and bronchiectasis, as a 
cause of heart failure and albuminuria, only needs mentioning, the diagnosis generally 
being obvious from the physical signs, the clubbed fingers, and in the bronchiectatic cases, 
the abundant intermittent, and frequently foul, expectoration. 

Myocardial affections, such as fibroid, fatty, or primary alcoholic heart, are generally 
diagnosed by guessing at them when other causes of heart failure can be excluded. The 
patients are generally middle-aged, shortness of breath on exertion, precordial pain and 
even angina pectoris occupying a prominent position amongst their cardiac symptoms ; 
there may or may not be a high blood-pressure, the albuminuria is not associated with 
renal tube-casts, there is often no cardiac bruit, or at most a more or less localized blowing 
systolic bruit at the impulse ; at the same time the heart is clearly enlarged, and it may 
be beating rapidly and irregularly ; there may be a history of syphilis or of chronic 
alcoholism ; the patient may be very stout in the fatty, though generally not so in the 
fibroid, cases. There may be a history, either of an extremely sedentary life upon the 
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one hand, or of over-use of the heart by strenuous hard physical work—as a_ blacksmith, 
an athlete, and so forth—on the other. Klectro-cardiographie tracings may be required 
in determining the nature of the heart lesion. 

Needless to say, the exact nature of the cardiac lesion remains obscure or uncertain 
in many of these cases, many a patient who really has mitral stenosis being regarded during 
life as suffering from chronic bronchitis and emphysema, and so on. 

‘ Physiological ’ Albuminuria.—Finally. we come to the albuminuria of apparently 
healthy males and females between the ages of fifteen and thirty. The condition was 
little known until medical examinations at schools, or for life insurance, or for the 
services became common. It has received a number of names, of which the following 
are some: ‘accidental,’ ‘ essential,’ ‘ postural,’ ‘ cyclic,’ * orthostatic,’ * intermittent,’ 
* physiological,’ ‘functional,’ ‘ orthotic,’ albuminuria, Pavy’s disease, albuminuria ‘of 
adolescence’ or ‘of puberty.’ It derives its chief importance from the fact that 
young males who suffer from it may be rejected for life insurance or for the services, from 
the fear that they have some form of nephritis. A similar condition occurs in females of 
a similar age, but it is detected less often than in males because one has less occasion to 
examine the urines of healthy girls than is the case with boys and youths. Collier and 
others have thrown much light upon the nature of the affection by their investigations 
upon the urines of rowing men. It is found that the urine passed just before a boat-race 
being free from albumin, that voided immediately after is generally loaded with it. A 
few hours later this albuminuria is gone again. Now university oarsmen are, upon the 
whole, long lived, hence this recurrent albuminuria cannot matter in them; and the same 
applies to the albuminuria of many adolescents. A prominent feature of such a case is 
that the urine first voided in the morning is quite normal, whilst that passed later in the 
day may contain anything from a trace to five parts per thousand of albumin; the more 
the youth has exerted himself physically by walking or otherwise, and the more he has 
exposed himself to cold, for instance during a train journey to the city on a winter’s day, 
or in a cold bath, the greater is the liability to this unimportant but possibly alarming 
albuminuria. Some youths may pass albumin for days together before an interval of 
freedom from it occurs. Sometimes they appear to be in robust health, sometimes they 
look a little pale, as though they had been overworking at an indoor occupation; they 
may be nervous, but often they are not. A natural nocturnal emission is supposed to 
predispose to albuminuria next day ; so also is a diet which includes eggs, especially raw 
eggs. The point is that these individuals have to be differentiated from sufferers from 
Bright’s disease. The method of diagnosis is as follows: a complete routine examination 
is carried out, and no obvious affection of the heart or other viscera is detected ; the blood- 
pressure is normal; the albumin having been discovered, the patient is directed to supply 
a series of samples, at intervals of a few days, and preferably passed immediately after 
rising in the morning. If all samples contain albumin it will be very difficult to exclude 
organic disease ; if some contain albumin in abundance, however, and others none at, all, 
the presumption will be that it is ‘functional’; before being finally satisfied, however, 
it is important that a careful microscopical examination of the centrifugalized deposit 
from a specimen containing albumin should be made, no casts or other abnormal consti- 
tuents being found. The administration of calcium chloride or calcium lactate greatly 
diminishes the tendency to this form of albuminuria. In an adolescent male who has no 
symptoms, albuminuria discovered accidentally, present after exertion or after exposure to 
cold, but absent after rest in bed, and when present not associated with renal tube- 
casts or with signs of arterial, cardiac, or other disease that should be detected by physical 
examination, is almost certainly * physiological,’ needing no treatment and not indicative 
of any underlying disease. Herbert French 


ALBUMOSURIA may be discussed under two main headings, namely: (1) Ordinary 
Albumosuria, which is not uncommon but is of little clinical importance ; and (2) Bence- 
Jones Albumosuria, which is rare but is clinically important. 

Ordinary Albumosuria is seldom recognized because the albumose generally occurs 
along with albumin, and is not detected until this has been removed by acidulating with 
acetic acid, boiling thoroughly, and filtering. Albumose may be recognized in the filtrate 
by the fact that with Heller’s nitric acid test it gives a white cloud which disappears on 
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warming, to reappear on cooling ; and its presence may be confirmed by the violet-red 
colour it gives with the biuret test, which consists in adding excess of caustic soda to a 
drop of dilute copper sulphate solution, adding this mixture in drops to the urine, from 
which all albumin has been removed, and warming. Another test for albumose is 
Hofmeister’s, which consists in acidulating the urine with acetic acid and then adding 
phosphotungstic acid; albumoses give a milky cloud with the latter. The deutero- 
albumose that gives these tests occurs in the urine under a great variety of circumstances : 
apparently the one essential factor is cell destruction within the body. It will suffice to 
mention some of the many diseases in which it has been found :— 

(a) ‘ Febrile’ Albumosuria: in severe infective fevers, such as typhoid, scarlet, 
small-pox, measles, acute rheumatism, lobar pneumonia. 

(b) ° Pyogenic’ Albumosuria: in empyema, phthisis with cavitation, bronchiectasis, 
appendicular subdiaphragmatic or hepatic abscess, suppurating gall-bladder, pyosalpinx, 
suppurative periostitis, arthritis or osteomyelitis, gangrene of the lung, gangrene of the 
leg, breaking-down cancer, acute peritonitis. 

(c) ‘ Hepatogenous’ Albumosuria: in cancer of the liver, cirrhosis, catarrhal jaundice, 
phosphorus poisoning, acute yellow atrophy, infective cholangitis, suppurative pylephlebitis. 

(d) ‘ Alimentary’ Albumosuria: in cases of gastric or duodenal ulcer, carcinoma of 
the colon or stomach, ulcerative colitis, tuberculous ulceration of the bowel, acute and 
chronic dysentery. 

(e) ‘ Hematogenous’ Albumosuria: in leuksemia, scurvy, purpuric conditions, and 
with internal hematomata, such as pelvic hamatocele. 

(f) ‘ Albuminuric’ Albumosuria: many cases of acute nephritis, syphilitic, cardiac 
and other forms of albuminuria, are associated with albumosuria. There is.some doubt, 
however, as to whether the reagents employed in the qualitative analysis do not themselves 
convert some of the albumin into albumose. 

(g) Albumosuria due to unclassified causes: such as pregnancy, especially if the foetus 
has died, though sometimes even without this. 

The amount of albumose present in any of the above conditions is seldom large, and 
diagnostically it has little if any significance except when it occurs apart from albumin. 
Even then its main importance lies in the necessity of not mistaking it for albumin. This 
error would only arise with the nitric acid test, for albumose does not form a cloud on 
boiling with acetic acid. It is urged by some that albumosuria in appendicitis points to 
abscess rather than to simple inflammation ; that in a pleuritic case it points to empyema 
rather than to serous effusion; that in a meningitic case it points to the suppurative or 
epidemic cerebrospinal forms rather than the tuberculous; and so on; but it is very 
doubtful if the symptom can carry so much weight as this. In a given case the presence 
of ordinary albumosuria points to a graver prognosis upon the whole than if no albumose 
were present, but it is not particularly helpful in differential diagnosis. 

Bence-Jones Albumosuria, on the other hand, though rare, is clinically important. 
The nature of the proteid present is still undecided ; it certainly is not ordinary albumose. 
Its most striking characteristic appears when the urine is warmed after acidulation with 
acetic acid to prevent precipitation of phosphates: long before the urine boils a dense 
milky precipitate appears, suggesting at first sight either phosphates or coagulated 
albumin; it attracts attention at once from the fact that on further warming it begins 
to clear up again, and after boiling it almost or completely goes. It will be realized that 
the precipitate cannot be albumin or phosphates, for not only would neither of these clear 
up at boiling-point in this way, but also the acidulation of the urine has been sufficient 
to prevent phosphates from coming down, whilst the temperature at which the dense 
sticky precipitate appears (about 60° C.) is far lower than that at which albumin coagulates. 
If any albumin is present at the same time the clearing at boiling-point will be but partial ; 
the albumin should then be removed by boiling and filtration, when nitric acid added to 
the filtrate will give a white ring which redissolves on warming, to reappear on cooling, 
like that of albumose. This Bence-Jones proteid, when present, generally occurs in much 
larger amounts than ordinary albumose ever does, so that it is seldom overlooked unless 
it is mistaken for albumin. It may amount to anything between 1 and 20 parts per 
thousand, or more. It may be present on some days and not on others. It indicates, 
almost with certainty, that there is some affection of the bone-marrow ; it might be due, 
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for instance, to secondary deposits of malignant disease in bones, or to leukemia ; but 
in the great majority of cases it has occurred in connection with multiple myelomata— 
Kahler’s disease or myelopathic albumosuria of Bradshaw. Unless there is other evidence 
to the contrary, abundance of Bence-Jones proteid in the urine indicates multiple tumours 
involving the bone-marrow. Herbert French. 


ALKAPTONURIA. 


(See Urinr, ARNORMAL COLORATION OF, p. 746.) 


ALLOCHEIRIA—Literally means ‘other handness.’ It sometimes happens that 
when a patient is touched upon, say, the back of his right foot, and is then asked where 
he has been touched, he says, ‘“‘ Upon the back of my left foot.” This reference of sensa- 
tions to exactly corresponding parts of the limbs or body on the wrong side is known as 
allocheiria. Experiments have shown’ that complete allocheiria results from transverse 
hemisection of the spinal cord. It seems that sensory impulses travel much the more 
readily up their own side of the cord, but can also pass by the opposite side if necessary ; 
when they are compelled to do so, the brain interprets them as coming from that side of 
the body which usually sends impulses up this particular side of the cord. Whena patient 
exhibits allocheiria, therefore, it generally indicates that there is a lesion affecting one side 
of the spinal cord, or the upward extensions of the tracts which convey sensory impulses 
from the cord to the brain, more than the other. It is necessarily a rare symptom. It 
might result from a stab or a bullet wound damaging the cord unilaterally ; or from a 
gumma or neoplasm of the spinal meninges ; it may be functional ; rarely it may result 
from the cord becoming compressed more on one side than on the other by spinal caries, 
a new growth, callus, or a fracture-dislocation ; and occasionally it may be noticed when 
there is a cord disease which, though usually bilateral, happens to have advanced more 
rapidly on one side than upon the other, as in exceptional cases of disseminated sclerosis, 
locomotor ataxy, or softening from syphilitic endarteritis and thrombosis. Except in 
functional cases, allocheiria will seldom be the only, or even the chief, feature in the case : 
paresis, pain, or some other symptom present will afford greater assistance in the diagnosis 
than will the allocheiria itself. Herbert French. 


ALOPECIA.—({See Batpness, p. 70.) 
AMAUROSIS.— (See Viston, DreFecrs oF, p. 759.) 
AMBLYOPIA.—(See Vision, Derects or, p. 759.) 


AMENORRH@A.—The time at which menstruation first appears is very variable 
within certain limits, being influenced largely by climatic and racial peculiarities ; in this 
country about fourteen may be taken as the average. When the menstrual flow has not 
become established it is usual to speak of primary amenorrhcea, whilst cessation of. the 
flow after it has once been regularly established is known as secondary amenorrhea. From 
the table of the causes of amenorrhcea below, it will be seen that some of them must 
of necessity give rise to primary amenorrhcea, whilst others more commonly produce the 
secondary variety. In investigating a case, therefore, it is important to ascertain first 
whether the condition is primary or secondary, and next whether it is real or only apparent. 
The latter condition, known as cryptomenorrhcea, implies that the menstrual flow takes 
place but is unable to escape externally because there is some closure of a part of the genital 
canal. The congenital form of cryptomenorrhcea is the only variety met with at all 
commonly, acquired closure of a part of the genital canal being exceedingly rare. Stenosis 
of the vagina is not uncommon as a result of injury and infection, but a small sinus is 
usually left which suffices for the escape of the menstrual fluid. We are led to suspect 
cryptomenorrheea when the patient volunteers the statement that she has pelvic pain, 
headache, and possibly vomiting, of monthly occurrence, in fact the usual menstrual 
molimina, unaccompanied by any visible flow. A physical examination should be made 
at once in such a case, including abdominal palpation, inspection of the vulva, and a recto- 
abdominal bimanual examination. The common form is that in which the lower end 
of the vagina is imperforate, the hymen usually being visible on the outer side of the 
occluding membrane. The complete examination in such a case will reveal a fluctuating 
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swelling reaching from the vulva to the pelvic brim, above which the uterus can often 
be palpated and moved about. It is further of considerable importance to make_ out 
whether the uterus and Fallopian tubes are distended with menstrual products along with 
the distended vagina, for in the presence of hematosalpinges the treatment is considerably 
modified. Abdominal section is required in such a case to avoid rupture of the tubes when 
the vagina collapses after incision of the occluding membrane. Distention of the vagina 
or hematocolpos is complete in this case, but may be partial where the lower part of the 
vagina is absent, and then is likely to be accompanied by distention of the uterus 
(hematometra) and hematosalpinx. Complete absence of the vagina can only be inferred 
from physical examination, when the distended organ appears to be only the uterus. 

Although a secondary phenomenon, acquired cryptomenorrhcea produces the same 
symptoms and requires the same kind of investigation as the congenital cases. It must 
not be forgotten that acquired closure of the vagina following the vaginitis of specific fevers 
may occur in infancy, and will then, of course, produce primary amenorrhcea. 


CAUSES OF APPARENT AMENORRHGA. 


Congenital : 
Imperforate vagina | Imperforate cervix Hematometra 
Imperforate hymen ' Double uterus with retention Heematosalpinx 
Absence of the vagina | Hzematocolpos 


Acquired 5 
Closure of the vagina : Closure of the cervix : 
Due to injury 


Following operations 


Due to specific fevers 
Due to injury 


CAUSES OF REAL AMENORRHCGA. 


Physiological : Circulatory System : Cold just before or during 


Before puberty Chlorosis menstruation 
After the menopause Anzemia Suggestion—fear of preg- 
During pregnancy Leucocythemia nancy 


During lactation Hodgkin’s disease Anorexia nervosa 


Pathological : 
Generative System : 
Absence of essential organs 


Wasting diseases : 
Malignant growths 
Tubercle 
Prolonged suppuration 


Altered internal secretions : 
Myxcedema 
Exophthalmic goitre 
Addison’s disease 


Infantile uterus Diabetes Acromegaly 
Small adult type of uterus Late stages of nephritis Obesity 
Deficient ovarian activity Late stage of some forms of Change of habits 
Destruction of both heart disease TOxIG: 
ovaries : Late stage of cirrhosis of After specific fevers 
By double ovarian the liver Chronic poisoning by lead, 
growths Nervous system : mercury, morphia, alcohol 
By pelvic inflammation Imbecility 
Superinvolution of the Cretinism 


uterus Various forms of insanity 


Norr.—Real amenorrhoea may be (1) Primary with delayed onset; (2) Primary and permanent ; 
(3) Secondary. 


In considering the diagnosis of the causes of real amenorrhoea, the primary and 
secondary forms afford us an important clue to the possible causation. Suppose, for 
instance, that menstruation has once been established regularly, it is clear that there cannot 
be any serious congenital anomaly of the generative system ; the uterus and ovaries must 
at least be present and functional. We then must make a systematic examination of the 
generative, circulatory, nervous, and ductless gland systems, in order to learn by a process 
of exclusion which group of causes we have to deal with. If, however, the amenorrhcea 
is primary and real, that is, the patient has no molimina, our examination must first be 
directed towards finding out whether the essential organs, namely, uterus and ovaries, 
are present, and are normal in size and shape as far as a bimanual examination can ascertain. 
If necessary, an anzsthetic may be given for this purpose, for it is often a matter of con- 
siderable difficulty to decide the question. If the fact of absence of the essential organs 
can be established, we are clearly justified in considering the amenorrhcea to be permanent, 
and the patient or her friends should be told of this. 
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Apart from congenital anomalies, it is remarkable how few lesions of the generative 
organs there are which produce amenorrhea; only those diseases which destroy both 
ovaries completely or render the uterus functionless can cause amenorrhoea, and under 
this heading we find only double ovarian growths, the late stages of pelvic inflammation 
(salpingo-odphoritis), and superinvolution of the uterus. A tumour destroying one ovary 
as a rule has no effect on menstruation at all, provided the other is present and functionally 
perfect. It is possible for one ovary only to be functional ; for instance, that on the same 
side as the undeveloped half of a unicornuate uterus may be quite atrophic and functionless. 
The presence of two tumours in the abdomen symmetrically arranged with regard to the 
uterus will sometimes permit of the diagnosis of double ovarian destruction, but quite 
commonly one tumour is much larger than the other, and the double nature of the lesion 
cannot be established until the abdomen is opened. Superinvolution of the uterus is not 
difficult to recognize when we remember that it always follows pregnancy, and the small 
size of the uterus can be made out readily by bimanual examination and the passage of 
the uterine sound. The organ sometimes measures only 14 inches by the sound. It must 
not be forgotten that even in these cases the primary lesion may be an ovarian atrophy, 
but very little is known on this point. The term “ deficient ovarian activity ” is a time- 
honoured one, and must be taken to mean the absence of the internal secretion of the 
ovary. It is obvious that this condition cannot be diagnosed by any physical examination, 
and its presence can only be inferred when absolutely no other lesion of any system can 
be found to account for amenorrheea, either primary or secondary. 

It is impossible in the space at our disposal to draw up any detailed method by which 
the various diseases under the circulatory, nervous, ete., systems, can be diagnosed ; these 
are discussed under the headings of other symptoms that they produce. It is, however, 
not out of place to note here that amenorrhcea caused by general diseases, unconnected 
with the generative system, depends upon: (1) Alterations in the blood itself ; (2) Alter- 
ations in blood-pressure ; (3) Altered relation of the nerve impulses which form part of 
the stimulus for menstruation ; (4) Altered relations between the internal secretions of 
the ovary and the thyroid glands on the one hand, opposed to the suprarenal and pituitary 
glands on the other. Finally, with regard to pregnancy, which is the commonest of all 
causes of secondary amenorrhcea, it may be formulated as an axiom that an otherwise 
healthy woman who has had perfectly regular menstruation is probably pregnant if she 
has a period of absolute amenorrhcea. Nevertheless, the presence of pregnancy must 
never be assumed without a most careful consideration of the history, combined with a 
complete physical examination. The diagnosis of pregnancy must always be made upon 
a complex of symptoms rather than upon any one; the combination of amenorrhea, 
secretion to be squeezed from the breasts, morning sickness, vaginal discoloration, and an 
abdominal tumour, can only mean pregnancy in the vast majority of cases. The addition 
of foetal movements and the foetal heart-sounds make the diagnosis absolute. 

T. G. Stevens. 

AMNESIA (Loss of Memory).—Memory is one of the higher functions of the brain, 
and presents wide variations in its degree of development in different individuals. The 
physiological range being so extensive, it is almost impossible to say whether an apparently 
poor memory is pathological or not, when the condition is of long standing and stationary. 
Slight degrees of impairment of memory are of interest to the psychologist, but to the 
majority of medical men the loss must be considerable or of peculiar character before it 
is of diagnostic importance. In some forms of excitement there may be exaltation of 
memory (hypermnesia) ; events are recalled and magnified in importance, which in normal 
states would never have reached the surface of conscious memory. Im all forms of 
dementia, on the other hand, memory becomes impoverished (hypomnesia), and may 
eventually fail altogether (amnesia). Reference can be made to only a few states in which 
the condition of memory may be of service in diagnosis. 

Dementia.—In all forms of dementia—senile, general paralytic, toxic, ete-—memory 
is impaired, and it is the rule to find that recent events are lost before those belonging to 
distant years. Even when memory is obliterated almost completely, a few isolated events 
in the past may be recalled distinctly without their surroundings, and may take a 
prominent place in the patient’s personality. These traits characterize senility, but are 
also to be found, when looked for, in other demented states. 
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Epilepsy.—Amnesia is an important feature of the epileptic seizure ; in the majority 
of epileptics no memory of the convulsion is preserved, although events immediately 
preceding it may be retained clearly, as well as those which follow the return of consciousness ; 
in other cases the amnesia may cover a period preceding the attack (retrograde amnesia), 
while in others, actions are performed after the attacks, in an apparently conscious state, 
which the patient is quite unable to recall later on. To this phenomenon may be applied 
the term antegrade amnesia in association with post-epileptic automatism. Epileptic 
amnesia is often important in connection with medico-legal questions and criminology. 
In addition to temporary lapses of memory, the majority of epileptics suffer from the 
progressive hypomnesia common to all forms of dementia. It is one of the first signs of 
their intellectual deterioration, and not the result of the administration of bromides to 
which it is generally attributed. 

Trauma.—sSevere falls or blows on the head often cause complete amnesia ; the latter 
may cover not only a period of unconsciousness, but also a period preceding or following it, 
or both. As in cases of epilepsy, the amnesia may be retrograde, anterograde, or antero- © 
retrograde. 

Kkorsakow’s Syndrome.—This condition, generally the result of alcoholism, is character- 
ized by hypomnesia, disorientation, and pseudo-reminiscences. The patient loses memory 
for recent events, has no appreciation of time or place, talks freely and often plausibly 
about events which have never occurred, and yet’ may retain a very natural attitude of 
’ mind towards his surroundings. So natural may be his manner of talking and his behaviour, 
that the above-mentioned mental deficiencies may escape notice unless the medical man 
applies himself to their discovery. 

Toxemia.—In many infective diseases, such as enteric fever, the return of health may 
reveai a state of amnesia covering a considerable part of the patient’s illness, and this 
blank, the result of intoxication of the higher cerebral centres, may be permanent. 

Hysteriaa>—Amnesia is probably quite complete in connection with some forms of 
hysterical * fits... The patient in the interval between attacks has no recollection of the 
latter, although they are not associated with loss of consciousness. This fact underlies 
the theory which assumes a double consciousness; the person in one state of conscious- 
ness has no memory for events which occur in the other. E. Farquhar Buzzard. 


ANZEMIA is a general and inexact term which may include one or more, or even all, 
of several different changes in the blood, but of which the main criterion clinically is 
diminution in the amount of hemoglobin contained in a given volume, usually but not 
invariably associated with a decrease in the number of red cells per c.mm. of blood. Changes 
in the leucocytes are not essentially related to anemia, though their behaviour affords 
means of diagnosing some forms of anzmia from others. Various terms have been used 
to denote different ways in. which the blood may depart from the normal, and these may 
be defined shortly, though they are seldom important in practice. 

Oligocythemia or hypocythemia both signify a diminution of the number of red cells 
below the normal 5,000,000 per c.mm. of blood in a man, 4,500,000 in a woman. Oligemia 
means a diminished total amount of blood in the body ; hydremia, an increased percentage 
of water in the blood ; polyplasmia, an increase in the volume of the plasma of the blood 
such as occurs in chlorosis ; oligochromemia, a diminution in the amount of hemoglobin 
per c.mm. of blood. ; 

For purposes of comparison of one case with another, one speaks of the red cells and 
of the hemoglobin as being normally 100 per cent in health. An anaemia may be such 
that the hemoglobin is greatly diminished without so great a diminution in the red 
corpuscles ; it is also possible for the haemoglobin and the red cells each to be diminished 
in equal proportions ; and thirdly, it is possible for both the hemoglobin and the red 
corpuscles to be diminished, but for the haemoglobin to be relatively less so than are the 
red cells. The red corpuscles contain relatively less haemoglobin than they ought to in the 
first variety of anemia, which is probably the commonest of all; in the second group, 
although there is anzemia, each red corpuscle contains its full quantity of hamoglobin ; 
whilst in the third group, although there is anaemia, each corpuscle contains more haemo- 
globin than it normally should. As a means of expressing these facts shortly, one speaks 
of the colour index: this is the ratio of the hemoglobin to the red corpuscles. If the red 
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corpuscles and hemoglobin are each 100 per cent of normal, the colour index is 168, or 1. 
If the hemoglobin were diminished to 40 per cent of normal, whilst the red cells were only 
diminished to 80 per cent of normal, the colour index would be 40, or 0°5—the chlorotic 
type, in which the index is less than 1. If the hemoglobin and the red cells were both 
diminished to 50 per cent of normal, there would be anzemia with a normal colour index of 
20, orl. If the hemoglobin were diminished to 30 per cent of normal, whilst the red 
cells were diminished to 20 per cent of normal, the colour index would be 38, or 1-5— 
that is to say, greater than 1, a condition which is spoken of as the pernicious type of 
colour index, because it is seen best in pernicious anaemia. 
Pallor may or may not indicate 


anemia. Many persons look almost 


white, and yet their blood is not in ' 

an abnormal condition. Pallor is nor- EA Yi / 
mal in night-workers and in those who Lip nea i 
work underground. Even in some ee Wy, aan 
daylight workers the distribution of e we aN 
the cutaneous capillaries seems to be a a ey A ] MZ ‘ 
such that the superficial skin has little, ——s yi : 

if any, of the normal colour of blood, 

and yet the individuals are not anzmic — 

in the sense of having any diminution Fig. 2.—A GOOD METHOD OF MAKING A BLOOD-FILM. A drop 
of the heemoglobin or the red cells. of blood is received at one end of a microscope slide: a second 


: f slide is laid transversely across the first, as shown ; the blood being 

The error of mistaking mere pallor for in the acute angle behind it, the transverse slide is carried steadily 

; f 5 forward over the surface of the first, drawing the blood after it in an 
anemia is avoided by means of a oven fim. 
blood-count, which in all cases should 
include estimation of the percentage of hzemoglobin, and of the total number of red cells 
per c.mm.; and in most cases determination of the number of leucocytes per c.mm., a 
differential leucocyte count and an examination of the characters of the red corpuscles in 


stained blood films also. 


Corpuscles are best counted by means of the Thoma-Zeiss or Thoma-Leitz hemocytometer ; 
hemoglobin is measured most accurately by the Haldane-Gowers hemoglobinometer ; and blood 
films are best fixed and stained simultaneously by means of Jenner’s stain, or, when hematozoa 
are to be looked for, by Leishman’s stain. Full directions as to the use of these instruments and 
stains are generally issued with them, or one of the many small handbooks on laboratory methods 
may be referred to. 


Having proved that the patient is suffering from real anemia, that is to say from 
diminution in the percentage of haemoglobin, and probably from a diminution in the red 
cells also, the next step in the diagnosis is to determine what is its nature. Attempts are 
sometimes made to fit all cases of anemia into one or other of two main groups, labelled 
primary and secondary respectively ; but this is not really very helpful clinically, In 
many cases the nature of the anemia is obvious at once—it may be secondary to post- 
partum hemorrhage or other blood loss, or the later stages of phthisis, syphilis, cancer, 
or malarial cachexia, and so on. Sometimes, however, even though anemia is really due 
to a cause which in some patients is obvious, it is not obvious in the patient with whom one 
happens to be dealing, and then the diagnosis has to be arrived at by a process of exclusion. 
One need but mention as examples, perhaps, the difficulties that arise sometimes in 
diagnosing between fungating endocarditis, gastric carcinoma, and pernicious anemia ; 
or between anemia due to blood-loss and blood-loss due to anemia. In arriving at the 
diagnosis it is important first to exclude those conditions in which the blood picture is 
itself positive. A division of all cases of anemia into (A) Anemias with a positive blood 
picture ; and (B) Anemias with an indeterminate or negative blood picture, is probably more 
helpful clinically than any other classification. The only anemias in which the blood 
picture can be described as itself positive—that is to say in which the diagnosis is indicated 
directly by the results of blood examination—are (a) pernicious anzmia, (b) spleno- 
medullary leukemia, (c) lymphatic leukemia, (d) mixed varieties of leukemia, (e) parasitic 
anzmia associated with eosinophilia, and (f) parasitic anaemia associated with parasites 
in the blood. 

Blood Changes common to all Severe Anzmias.—tIn any severe anemia there are 
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certain blood changes which are almost always to be found, which are not characteristic 
of any one variety of anemia, but which, seeing that pernicious anzmia in its later stages 
is probably the profoundest of all the aneemias, are perhaps better seen in it than in any 
other disease. These are :— 

(a). A very great diminution in the number of red corpuscles, down even to so low a 
figure as 600,000 per c.mm. 

(b). Great variation in the shapes of the red cells—poikilocytosis ; poikilocytes 
(Plate IT, Fig. £) always retain a smooth, curved outline, but instead of being flat circular 
discs, like normal corpuscles, they may be oval or pear- or hour-glass-shaped, and so on. 
It is important not to mistake crenated corpuscles (Plate II, Fig. D), or red cells that have 
become polygonal by reason of mutual moulding when fixed in too close apposition with 
one another (Plate II, Fig. C), for poikilocytes. 

(c). Alterations in the sizes of the corpuscles. In normal blood the red cells are almost 
all of the same diameter, about 7; in any severe anemia they may vary considerably in 
size, many being much smaller than normal—microcytes (Plate II, Fig. B); some larger 
than normal—macrocytes or megalocytes (Plate II, Fig. B). 

(d). The presence of nucleated red corpuscles. Normally none are present in the blood 
even in infancy ; in any severe anemia they may appear in varying numbers, and according 
to their sizes they are termed microblasts, normoblasts, megaloblasts, or gigantoblasts (Plate IT, 
Fig. F)—the latter containing more than one nucleus, the others only one. It has some- 
times been stated that the greater the number of nucleated corpuscles the less favourable 
the prognosis, but this is not necessarily the case, except in so far that it is unusual for 
nucleated forms to appear until a severe stage of the anemia is reached. 

None of the above changes, one must repeat, are diagnostic of any particular variety 
of severe anemia, though they are perhaps-most marked in the later stages of pernicious 
anzmia. 

Normal Varieties of White Corpuscles.—It often happens that variations in the 
relative proportions of the different leucocytes, in the blood afford means of differential 
diagnosis. Before changes from the normal can be understood, it is necessary to say a 
word or two about the normal varieties of white cells ; these number anything from 5,000 
to 10,000 per c.mm., the total changing considerably at different times of the day. When 
films are made it is found that four easily distinguishable varieties are to be seen. These 
have received different names at the hands of different observers, but they are so distinct 
that names hardly matter, and they might be termed quite well types A, B, C, and D 
respectively. If, however, one has to choose between the different names that have been 
given to them, the following may perhaps be selected as the most frequently employed :— 
(1) Small lymphocytes ; (2) Large lymphocytes ; (3) Polymorphonuclear cells ; (4) Coarsely 
granular eosinophile corpuscles. 

1. The small lymphocytes (Plate II, Fig. H) stain blue with Jenner’s stain, both as to 
nucleus and protoplasm. The nucleus is round, and the protoplasm is relatively small in 
amount and free from granules. ; 

2. The large lymphocytes, or hyaline corpuscles (Plate II, Fig. J), stain blue, both as 
to nucleus and protoplasm. The nucleus is more or less kidney-shaped, and the proto- 
plasm relatively large in amount and free from granules. 

3. The polymorphonuclear cells (Plate II, Fig. K) stain blue as to the multilobed 
nucleus, red as to the relatively abundant protoplasm, which under the high power is 
seen to be speckled with very fine red granules. 

4. The coarsely granular eosinophile corpuscles (Plate II, Fig. L) stain blue as to the 
multilobed nuclei, red as to the protoplasm, the amount of which is approximately the 
same as in the polymorphonuclear cells, but differs from the latter in that it is studded 
with very striking large eosinophile granules. 

The only difficulty that arises in making a differential leucocyte count in normal blood 
is that whereas the small lymphocytes usually become fixed in such a way as to cover 
relatively small areas, so that the cells seem to consist mainly of nucleus, at other times 
they spread out flatter over larger areas, and then the rounded nucleus seems to be 
surrounded by much protoplasm (Plate II, Fig. I): A small lymphocyte flattened out in 
this way is apt to be called either a large lymphocyte by those who do not insist upon the 
reniform nucleus of the latter, or a transitional lymphocyte by others. There is no deduction 


PLATE II 


RED AND WHITE BLOOD CORPUSCLES 


As seen under the ;4th inch oil-immersion lens. 


Copyright. J. R&R. Ford, del. 


A, Normal red corpuscles; B, Megalocytes and microcytes ; ie, Normal red corpuscles made angular by imperfect 
fixation; D Crenated red corpuscles; E, Poikilocytes; F, Nucleated red corpuscles; (1) Normoblasts, (2) Megaloblasts; 
(8) Gigantoblasts; G, Punctate basophilla and polychromasia; H, Small lymphocyte; 1, Indeterminate lymphocyte; 


J, Large hyaline lymphocyte; K, Polymorphonuclear corpuscle; L, Coarsely granular eosinophile corpuscle; M, 
Myelocyte: N, Eosinophile myelocyte; ©, Basophile corpuscle. 
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of particular clinical value to be obtained by distinguishing these cells from small lympho- 
cytes; it is better that they should be grouped with the small lymphocytes for clinical 
purposes at any rate, only undoubted large hyaline cells with reniform nuclei being 
included in the group of large lymphocytes or hyaline corpuscles. 

The relative proportions of these cells differ according as the individual is a child 
or a grown-up person; for an adult one may say that, roughly speaking, out of 
100 leucocytes 


About 25 will be small lymphocytes 
8 will be large hyaline lymphocytes 
65 will be polymorphonuclear cells, and 
2 will be coarsely granular eosinophile corpuscles 


100 


In children the tendency is for the small lymphocytes to be relatively more numerous 
in health, and still more so in any illness—up to 40 per cent or even more—whilst the poly- 
morphonuclear cells are correspondingly diminished. 

Some observers prefer to represent the different varieties of white corpuscles not as 
percentages but as total numbers per c.mm. of blood. 

Abnormal Varieties of White Corpuscles.—Whereas the above are the only kinds 
of white cells in healthy blood, in certain diseases the following abnormal forms are met 
with :— 

Myelocytes—These are large corpuscles (Plate II, Fig. M), comparable in size to the 
polymorphonuclear cells, but differing from the latter in having either a perfectly round, 
an oval, or possibly a slightly kidney-shaped nucleus, rather than a multilobed one. There 
are all gradations of them, and at the two extremes it is difficult to differentiate some from 
large lymphocytes and others from polymorphonuclear cells. They are to be distinguished 
from the latter by the roundness of the nucleus, and from large lymphocytes by the 
granularity of the protoplasm. The granules in question are sometimes stained brightly 
with eosin—ecosinophile myelocytes (Plate II, Fig. N), distinguishable at once from the 
ordinary eosinophile corpuscles by their nuclei being nearly spherical; more often, how- 
ever, the granules stain blue, or some colour between blue and red—ordinary or neutrophile 
myelocytes. No useful clinical information can, so far as is at present known, be obtained 
by laying stress upon these differences in the staining reactions of different myelocytes, 
so that they are usually counted together simply as myelocytes. There is only one condition 
in which they are very numerous, and that is spleno-medullary leukemia ; but they may 
occur in small numbers in various other affections also, particularly in lymphadenoma, 
Hodgkin’s disease, pernicious anemia, and aplastic anzemia. 

Basophile Corpuscles (Plate II, Fig. O).—These are much smaller than myelocytes, 
their size being comparable to that of small lymphocytes ; they differ from the latter in 
that the protoplasm, instead of being homogeneous, contains from 2 or 3 to perhaps 20 or 
more very large granules which stain deep blue with Jenner’s stain. They are unmistake- 
able. No definite clinical deductions can be drawn from their presence beyond the fact that, 
if there are more than 1 or 2 per 1,000, the blood is abnormal. They may be present in 
many different varieties of anaemia, but they are not characteristic of any ; they seldom 
amount to. more than 2 or 8 per cent, and often to no more than 0°5 per cent, even 
in disease. 

Punctate Basophilia—tThere are certain conditions, particularly pernicious anemia in 
its later stages, leukaemia, and lead poisoning, in which the red cells, instead of staining 
uniformly pink with the eosin of Jenner’s stain, present large numbers of small blue specks 
or granules in their protoplasm (Plate II, Fig. G), a condition known as punctate basophilia. 
In a case of doubt, when pernicious anzemia has been excluded by there being a low colour 
index, and when leukzemia is contraindicated by the fact that there is a normal leucocyte 
count, the presence of extensive punctate basophilia is said sometimes to afford con- 
firmative evidence of plumbism. 

We may now pass on to consider the commoner varieties of anemia, dealing first with 
anzmias with positive blood pictures. 
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(A).—ANAEMIAS WITH POSITIVE BLOOD PICTURES. 


Pernicious Anemia is a disease of insidious onset in adults, the main symptoms being 
progressive loss of muscle-power and increasing pallor, with loss of weight, but with 
relatively less loss of body volume. Various other symptoms may be associated with 
these, or no others may be present. The diagnosis is seldom made until a relatively late 
stage of the malady has been reached, by which time there is a great diminution in the 
hemoglobin, down perhaps to 30 per cent of normal or less, and a still greater diminution 
of the red cells, down perhaps to 25 per cent, 20 per cent, or even 10 per cent of normal ; 
consequently the colour index is high, and this is the pathognomonic sign of the disease. 
There is no leucocytosis, but rather leucopenia (p. 351): the differential leucocyte count 
shows a relative increase in the small lymphocytes, a corresponding diminution in the poly- 
morphonuclear cells, normal numbers of eosinophile corpuscles and large lymphocytes, 
occasional basophile corpuscles, and one or two myelocytes. Blood films also show all the 
changes described above (p. 22) as common to any severe anemia, but with particularly 
large relative numbers of megalocytes. When these blood changes are all present there 
can be no doubt about the diagnosis, and we need not enter here into all the other symptoms 
that may be presented by the patient. It is important to remember, however, that there 
is one group of the cases in which nerve symptoms predominate before the anaemia is 
pronounced. The diagnosis of pernicious anemia cannot be made without a blood-count, 
and it can be made absolutely with one ; one word of warning is required, and that is that 
the colour index is not continuously high in every case of pernicious anszemia, so that perhaps 
several blood-counts may be required at intervals. It should also be noted that the power 
of temporary recuperation is considerable, and when the patient’s condition improves the 
blood may return partly or wholly to' normal; during such remission the colour index, 
instead of remaining greater than 1, becomes 1 or less than 1. 

There are certain cases of very severe anemia which some would include under the 
heading of pernicious anzmia, although the colour index is persistently less than 1. It is 
more useful, however, from a clinical point of view to leave these cases unlabelled, or at 
any rate not to call them pernicious anzemia, which has so characteristic a blood picture. 
One variety has recently become separated from the rest under the title of aplastic anemia, 
the chief characters of which are a profound, progressive, and ultimately fatal anzmia 
for which no cause can be found, which seems in many respects to simulate pernicious 
anszmia, but which is persistently associated with a low instead of a high colour index. 
It is, moreover, unaccompanied by a positive Prussian blue reaction in the liver—Perl’s 
test with potassium ferrocyanide and hydrochloric acid—post mortem ; this, when positive, 
is strongly confirmatory of pernicious anzmia, for very few other conditions give it, and 
they are rare—sprue, for example, is one such, and bronzed diabetes another. 

Spleno-medullary Leukzemia.—In the earlier stages of this disease there is no anemia 
at all, though later diminution both in the hemoglobin and in the red cells may be profound. 
The essential point in the diagnosis is the occurrence of a very great increase of the total 
number of leucocytes, not at all uncommonly up to such a figure as 200,000, and sometimes 
upto 600,000 or even 1,000,000 per c.mm. There is only one other condition which can 
produce so extreme an increase in the total number of leucocytes, and that is lymphatic 
leukemia. The two are immediately distinguishable from one another by the differential 
leucocyte count, the characteristic point about which, in: spleno-medullary leukemia, is 
the large number of myelocytes present. These may amount to 20, to even 50 per cent, 
or more, of all the leucocytes present, with the consequence that there is a relative but 
not an absolute diminution in the other varieties of white cells. Occasional basophile cells 
are seen; but whatever may be the proportion of these or other leucocytes, the main 
point in the diagnosis is the large relative number of myelocytes in association with an 
enormous increase in the total leucocyte count. When anzmia ultimately ensues it is of 
the chlorotic type; that is to say, the hemoglobin falls before, and to a greater extent 
than, the red cells. The disease generally lasts from one to three years before ending fatally, 
and in the later stages all the blood-changes characteristic of severe anaemia may be found. 
Clinically, the other main feature of the complaint is the enormous enlargement of the spleen, 
which here reaches dimensions bigger than in any other disease, the viscus often extending 
right across the middle line to the right iliac fossa or down into the pelvis. It is note- 
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PERNICIOUS ANAMIA 


Part of a blood film from a case of severe pernicious anemia, showing poikilocytes, microcytes, megalocytes, 
nucleated red cells, and punctate basophilia, 
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worthy that in patients treated with the a-rays the spleen very often becomes greatly 
reduced in size, and the blood picture may return nearly to normal, though it seldom if 
ever happens, even when the number of leucocytes per c.mm. has reached the normal, 
that there is an absence of myelocytes in the differential leucocyte count. Notwithstanding 
this apparent improvement in the blood and in the spleen, the length of time the patient 
survives does not seem to be increased. The splenic enlargement is not associated with 
enlargement of the lymphatic glands. 

Lymphatic Leukzemia.—There is no age at which any form of leukemia may not 
occur ; but upon the whole the spleno-medullary form affects adults rather than children, 
whereas the lymphatic affects children 
rather than adults. Its course is usually 
rapid and invariably fatal, death resulting, 
as a rule, within three or four months 
from the first definite symptoms. Anzmia 
is much more rapid in its development in 
the lymphatic than in the spleno-medull- 
ary form. The first symptoms may be 
either anemia, or lymphatic glandular 
enlargement in the neck, axilla, and 
groins, or the occurrence of purpura, epis- 
taxis or other forms of hzmorrhage, or in 
certain cases a complete change in the 
child’s temperament in the direction par- 
ticularly of excessive irritability of temper, 
with loss of appetite and obvious and pro- 
gressive illness. There are cases in which 
no glands are enlarged, the diagnosis not 
being at all obvious without a blood-count. 
More often there is general enlargement of 
the lymphatic glands, visceral and _peri- 
pheral, sometimes associated with similar 
increase in the size of other glands, par- eee 
ticularly the salivary and lachrymal— — ,,4%,3s4,f%5,,08, “une gulamement ofthe salivary 
Miculiez’s syndrome—and the spleen is pase are leukemia. (Kindly lent by Dr. Frederick T Taylor.) 
nearly always palpable and sometimes 
large, though seldom so big as it is in spleno-medullary leukemia. Serous inflammations 
are common, and there is apt to be pyrexia, as in other severe anzmias, especially in 
spleno-medullary leukemia (Fig. 4), Hodgkin’s disease (Fig. 247, p. 570), and pernicious 
anemia (Fig. 246, p. 569). The diagnosis is afforded at once by the blood-count in the 
majority of cases. There is a varying degree of increase in the leucocytes, sometimes 
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Fig. 4—Temperature chart (morn:ng and evening) in a case of spleno-medullary leukemia in a woman, age 41, 
who improved very markedly under z-ray treatment while in hospital. 


reaching no higher than 20,000 or 30,000, more often 80,600 to 100,000, and sometimes. 
but more rarely, to much higher figures, such as 200,000, 600,000, 800,600 or even 
1,500,000 per c.mm. Whatever the total leucocytes count, however, the striking feature 
is the enormous relative increase in the small lymphocytes in the differential leucocyte 
count. Out of every hundred leucocytes it is not uncommon to find that 90, or even 
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95 or 98 are lymphocytes; so that there is an enormous relative and sometimes absolute 
reduction in the other white corpuscles. Amongst them will be found an occasional 
myelocyte and one or two basophile corpuscles. The red cells and the hemoglobin 
become diminished progressively, and the former may exhibit all the other changes 
described above (p. 22) as characteristic of any very severe anemia. Whereas in most 
cases the colour index becomes less than 1 as the disease progresses, in a few instances, 
especially some time before the end, the colour index has been found to be greater than 1, 
as it is in pernicious anemia. There is no likelihood of mistaking one condition for the 
other on account of the changes in the white cells. 

Some authorities describe two types of lymphatic leukemia according as the lympho- 
cytes seen in the films are of relatively large or small size; as has been explained above, 
however, there is always difficulty in deciding whether differences in apparent size of the 
lymphocytes constitute differences in kind, and there is no very great clinical purpose 
served in drawing the distinction here, unless perhaps that upon the whole the larger the 
lymphocytes present the greater the number of months the patient is likely to survive. 

The chief difficulties that arise in the diagnosis occur in two ways: first, there are a 
few instances in which lymphatic leukemia has run its course without any actual increase 
in the number of leucocytes per c.mm. of blood, the diagnosis being afforded only by the 
enormous relative increase in the small lymphocytes ; and secondly, children normally 
have a relatively high leucocyte count, from which it happens that lymphatic leuksemia 
may sometimes be suspected in them when it is not really present. Suppose, for instance, 
a child suffers from an obscure illness associated with anzmia of the chlorotic type with 
an increase in the leucocytes up to 25,000 per c.mm. and a relative increase of the small 
lymphocytes up to 55 per cent, would one be justified in diagnosing lymphatic leukeemia ? 
One might be if there was general enlargement of the lymphatic glands and enlargement of 
the spleen ; but otherwise both the leucocytosis and, the relative increase in the lympho- 
cytes might be due to some other complaint, and the only means of arriving at the diagnosis 
might be by awaiting developments. It is not safe to insist upon a diagnosis of lymphatic 
leukeemia unless there is either a very large increase in the total number of leucocytes, or 
a relative increase in the small lymphocytes up to 90 per cent or over, or both these changes 
at the same time. 

Mixed Forms of Leukzemia.—Although the majority of cases of leukszmia belong 
either to the spleno-medullary or the lymphatic form, there are cases in which the symptoms 
and the blood changes partake of the characters of both. Either the splenic or the 
lymphatic glandular enlargement, or both, may be marked; there may be no anemia 
until the disease has passed its earlier stages, when the red cells and hemoglobin pass 
through the chlorotic type of changes until they reach those severe alterations characteristic 
of all anzmias in their last stages; the white corpuscles show more or less increase in 
their total numbers, and the differential leucocyte count shows not only considerable 
numbers of myelocytes, such perhaps as 20 per cent or more, but also a great relative 
increase in the lymphocytes up to, it may be, 60 per cent or over. The occurrence of these 
cases of ‘ mixed ’ leukaemia would seem to indicate that there is really no absolute difference 
in kind, but rather only a difference in type, between the lymphatic and the spleno-medullary 
forms already described. ° 

Parasitic Anzmia associated with Eosinophilia—Many varieties of the parasites 
that affect man produce hardly any blood changes at all—Trichocephalus dispar, Oxyuris 
vermicularis, Ascaris lumbricoides.. Other parasites, however, produce very marked changes 
in the blood, and one may mention in particular Bothriocephalus latus, Ankylostomum 
duodenale, Trichina spiralis, Bilharzia hematobia, Filaria sanguinis hominis, and not a few 
cases of hydatid disease. The anemia which results may be very profound, and the blood 
may exhibit all the changes described above as common to the severest anzmias. The 
colour index is usually low, but sometimes it is greater than 1, simulating pernicious anemia ; 
but whatever the total leucocytes, the differential count very commonly presents a con- 
siderable increase in the coarsely eosinophile corpuscles, and this EOSINOPHILIA (p. 219) in 
association with severe anzemia, is suggestive of the presence of some toxic parasite. It 
does not indicate which parasite is present, however, this being determined by careful 
examination of the feeces, urine, and so forth (see PArasiTEs, INTESTINAL, p. 519). 

Parasitic Anemia associated with Parasites in the Blood.—The four best known 
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Part of a blood film from a case of spleno-medullary leukemia, showing five neutrophile myelocytes, one eosinophile 
myelocyte, three basophile cells, and one binucleated red cell in addition to normal corpuscles. 
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diseases in which human beings have parasites in the blood are: malaria, filariasis, trypano- 
somiasis, and relapsing fever. In all these there may be much destruction of red cells with 
consequent anemia of the chlorotic type. In most cases the history, particularly of residence 
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Fig. 5.—Four-hourly temperature chart in a case of severe relapsing fever. 


in some tropical country where the disease in question is likely to occur, will suggest the 
diagnosis, and the examination of the blood, either fresh or in films, will be confirmative. 

Relapsing fever used to be prevalent in Great Britain, and it still occurs in epidemic 
form in times of famine in association with uncleanness. It is commoner abroad. It is 
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due to infection by the spirochete of Obermeier (Plate XXVIII, Fig I, p. 614) introduced 
into the body by the bites of bugs. It is a long spiral organism, 40 yx long and 1 , broad, 
actively motile in fresh blood, but best seen in films stained with Leishman’s stain. They 
first appear a day or two before the paroxysms of fever (Fig. 5), and may reach large num- 
bers. In the intervals they are not to be found. The course of the disease usually suggests 
the diagnosis, outbursts of pyrexia associated with extreme prostration and severe illness, 
lasting about a week or rather less, alternating with intermissions of about the same 
length. There may be an indefinite number of relapses before the patient either dies or 
recovers. 

Filariasis may be latent for a long time before it produces symptoms. Its best known 
effects are elephantiasis of the legs or genital organs, with or without chyluria. It 
occurs in many parts of the tropics, particularly in some of the Pacific Islands, such 
as Figi; and in certain parts of China. The elephantiasis and chyluria are due to 
mechanical obstruction to the pelvic lymphatics by the mature worms. The blood exhibits 
more or less anemia of the chlorotic type, with a varying degree of eosinophilia, whilst at 
certain times of the day or night the peripheral blood also contains the long but narrow 
filarial embryos (Plate XXVIII, Fig. F, p. 614). There are probably different varieties of 
the organism, but they cannot be distinguished easily by the appearance of these embryos 
alone. Without laying stress upon generic differences, it is important that in most cases 
they are to be found in the peripheral blood only at night (Filaria bancrofti nocturna) ; 
during the day they seem to retreat into the deep vessels ; there are other cases, however, 
in which embryos, very’ similar in appearance, occur in the peripheral blood in the daytime 
and not at night (Filaria diurna) ; whilst in Filaria perstans they are present in the blood 
both day and night. Roughly speaking, one may say that each embryo when stretched out 
is 200 p long and 4 to 5 , wide, and they stain by Leishman’s method. They may be found 
in the blood of patients who have returned to England after contracting the disease abroad. 

Trypanosomiasis—the cause of sleeping sickness. Trypanosomes of many different 
kinds are known to affect various animals, birds and fish, but the only one which is important 
in man is the Trypanosoma gambiense (Plate XXVIII, Fig. G, p. 614). It is to be found in 
blood films stained by Leishman’s method months or years before it finds its way into the 
cerebrospinal fluid to produce sleeping sickness. It has a large and definite nucleus about 
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Fig. 6.—Case of simple tertian malaria, showing the attacks occurring every third day. 
(Chart supplied by the London School of Tropical Medicine.) 


its middle, surrounded by protoplasm which becomes prolonged into a relatively long un- 
dulating membrane terminating in a flagellum. It is an extra-corpuscular organism readily 
distinguishable when seen in its mature stage. It occurs particularly in people who have 
been resident in Uganda or other district in which Glossina palpalis, the fly which spreads 
the disease, abounds. The diagnosis is much less easy when the blood contains only 
immature forms. It is sometimes easier to find the embryos in fluid obtained by puncturing 
the enlarged inguinal or other lymphatic glands often present in these patients. It is 
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LYMPHATIC LEUKAMIA 


Part of a blood film from a case of lymphatic leukaemia, showing a large increase in the small lymphocytes. 
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worthy of note that one variety of severe anemia occurring in Assam, associated with 
pyrexia and enlargement of the spleen, and formerly thought to be a variety of malaria, is 
due to a variety of trypanosomiasis in which only immature forms of the parasite (Leishman- 
Donovan bodies) have been found (Plate XXVIII, Fig. H. p. 614); and here not in the 
general blood stream, but in the fluid obtained by splenic puncture. The disease is 
termed Kala-azar. 

Malaria is not essentially associated with anemia: but in patients who have had 
recurrent attacks blood destruction by the parasites leads to considerable reduction both 
in the red cells and in the hemoglobin, the colour index generally being of the chlorotic 
type. The changes in the white corpuscles are described on p. 361. The diagnosis can 
often be surmised when a patient who is, or has been. resident in a malarial district suffers 
from periodic rigors with pyrexia. Theoretically there are two main types of the disease, 
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Fig. 7—Case of quarian malarial fever, the attacks recurring every fourth day, 
(Chart supplied by the London School of Tropical Medicine.) 
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—the tertian, in which the paroxysms come on every alternate day with complete freedom 
every intermediate day (Fig. 6): and the quartan, in which there are two-day intervals, so 
that the paroxysms occur every fourth day (Fig. 7). What happens in a malarial district, 
however, is that after a patient has been infected by one set of mosquito bites with a 
tertian or quartan ague, he becomes infected subsequently upon different days by other 
mosquitoes with other tertian or quartan parasites, so that there is a mingling together 
of the effects of different sets of hematozoa. For instance, if a patient had become 
infected by two tertian parasites, the one producing rigors upon Monday, Wednesday. 
Friday, and Sunday, and the other attacks upon Tuesday, Thursday, Saturday, and 
Monday, this patient would have a paroxysm every day, the type being then spoken of as 
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quotidian (Fig 8). If he were infected by two quartan parasites, the one producing attacks 
upon Monday, Thursday, and Sunday, and the other upon Tuesday, Friday, and Monday, 
the occurrence of the paroxysms becomes less regular, for the patient would have a rigor 
upon Monday, another on Tuesday, none on Wednesday, a rigor upon Thursday and Friday, 
but none on Saturday, and so on. Each infection by a fresh brood of malarial parasites 
complicates the clinical picture, until finally in those who have been long in malarial districts 
the attacks of pyrexia may be quite irregular or even almost continuous. Each paroxysm 
has three characteristic stages, any one of which may last from half an hour to two or three 


Fig. 8.—Case of malaria to illustrate quotidian fever due to double tertian infection. 
(Chart supplied by the London School of Tropical Medicine.) 


hours, or even more. During the first or cold stage, the patient shivers with a severe rigor, 
feels cold, looks blue and pinched, but nevertheless has a rise of temperature to 102° F’. or 
103° F. The teeth chatter and the patient wraps himself up to try and keep warm. This 
is followed by the hot stage, which begins with flushing of the face, severe headache, pains in 
the back, further rise of the temperature to 104° F. to 106° F., and a sensation of such heat 
that the patient throws off the clothes and calls for cooling drinks. This ends in the third 
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_ Fig. 9.—Case of malarial fever illustrating severe tertian attacks alternating with mild tertian attacks due to 
double infection. (Chart supplied by the London School of Tropical Medicine.) 


or sweating stage, during which the skin, previously dry, breaks out into perspiration so severe 
that all the bedclothes may be wringing wet. The temperature now falls, and the patient, 
more or less exhausted, sleeps, and on waking feels comparatively well except for a sense of 
weakness ; he may be able to do his ordinary work until the next paroxysm comes on. Only 
in a few cases do much severer symptoms supervene if proper treatment be adopted. In 
the absence of treatment, however, malaria may lead to hyperpyrexia (107° F.-112° F.); 
to coma; or to a condition of algidity and collapse ; any one of which may end in death. 
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The diagnosis may be confirmed to some extent by finding that the pyrexial outbursts 
diminish or cease altogether under the administration of quinine, but the only real proof 
of the nature of the complaint is the discovery in the blood of the malarial parasites 
(Plate XXVIII, Figs. A, B, C, D, and E, p. 614). It is important to note that the 
administration of quinine renders it difficult or impossible to find these in blood films, and 
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Fig. 10.—Case of malarial fever becoming complex from multinle malarial infection. 
(Chart supplied by the London School of Tropical Medicine.) 


then the behaviour of the leucocytes (p. 861) may be very helpful. Albuminuria is 
common, and the urine generally contains urobilin during active malaria, ceasing to do so 
when the latter becomes latent ; microscopically, golden brown pigment granules are often 
to be found in the centrifugalized deposit : these and the urobilin together may point to 
the diagnosis when no parasites can be found in the blood. For a detailed account of all 
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Fig. 11.— Chart to illustrate irregular pyrexia in chronic malaria. 
(Chart supplied by the London School of Tropical Medicine.) 


the stages and appearances_of various malarial parasites, text-books of tropical medicine 
should be consulted. There’ are two main types to be seen in films stained by Leishman’s 
method—the ring-form and the crescent-form. The latter are perhaps the rarer, though the 
severer types of malaria, particularly the zstivo-autumnal form met with on the West Coast 
of Africa, are generally due to it ; the crescentic parasites cannot be mistaken for anything 
else. The ordinary tertian and quartan agues are due to the ring form of parasites, which, 
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though the two types are distinct from one another, are sufficiently similar not to be 
distinguishable in films except by experts. If blood is examined at the beginning of the 
rigor the stage most commonly seen is that of Plate XXVIII, Fig. B. p. 614. The two 
chief points of morphological distinction between tertian and quartan parasites are, first, 
that the pigment granules are much blacker and fewer in number with the quartan than 
the tertian, and secondly, that in the rosette stage the quartan segments are fewer than 
the tertian. One remarkable feature about malaria is that it may remain latent for many 
years, and yet recur in those who have long since returned to Great Britain from the tropics. 
What has happened to the parasites in the interval is not known, but their re-appearance 
is brought about by such conditions as general depression of health from overwork or 
worry, or as the result of some intercurrent malady. 


(B).—ANAEMIAS WITH AN INDETERMINATE OR NEGATIVE BLOOD-PICTURE. 


The diagnosis of the fact of anaemia is made by means of a blood-count, but in the 
great majority of cases the cause of the anzemia itself is not indicated by the blood condition. 
The differential diagnosis has to be made on other grounds. One may subdivide Group B 
into four sub-groups, namely, (1) Those cases in which the anzemia is slight and in itself 
not a very prominent symptom ; e.g., in an indoor worker or a convalescent : (2) Those 
eases in which, though the anemia may be severe, the routine examination of the patient 
discovers some more or less obvious and not absolutely uncommon cause for it; e.g., 
chronic tubal nephritis : (8) Those cases in which, though the anemia may be severe, no 
obvious lesion can be discovered, but in which there is nothing about the case to suggest 
that the condition is a rare or unusual one; e.g., chlorosis: (4) Those cases in which the 
anzmia may be more or less severe, in which there may or may not be obvious lesions to 
account for it, but in which the circumstances of the case suggest that the disease is unusual 
or rare; e.g., chloroma. 

Cases in which the Anemia is slight and in itself not a very prominent 
symptom.—It is clear that before any anzemia that is not due to acute blood loss from 
internal or external hemorrhage reaches a severe stage, it must pass through a phase in 
which it may be regarded as slight or mild. This group therefore really includes all the 
other groups at some stage of their development, and the diagnostician will often label a 
case to start with comparatively mild or unimportant, when the course of events ultimately 
shows that this was wrong. For instance, a case of pernicious anemia may exhibit what 
seems to be unimportant symptoms for months or years before the anaemia reaches so 
definite and severe a stage as to be diagnosed correctly. The group now under discussion 
is meant to include only such slight degrees of anzemia as are themselves not important in 
the matter of diagnosis ; for instance, in people who live too much indoors, in those who 
are convalescent from some illness, in those who suffer from chronic indigestion, constipa- 
tion, obesity, some forms of chronic intoxication by microbial products, due to such things 
as infective synovitis or arthritis, pyorrhoea alveolaris and oral sepsis, uterine or ovarian 
disease, the earlier stages of phthisis, empyema, latent or deep-seated caseous glands or 
tuberculous affection of joints, vertebre or peritoneum in children, the milder cases of 
plumbism, and so on; in all these cases there may be a sufficient degree of anzemia to attract 
some attention, but-the diagnosis will rest upon other symptoms and signs than those 
connected with the blood, and in most cases the anemia will not be extreme. 

Cases in which, though the Anzmia may be severe, a routine examination of 
the patient discovers some more or less obvious and not absolutely uncommon 
cause of it. 

Hoeemorrhage.—Some of the most striking cases of anzemia in this group are those in 
which there has been recurrent or severe loss of blood. When the latter has been lost 
by epistaxis, hemoptysis, heematemesis, hematuria, menorrhagia, metrorrhagia, metrostaxis, 
purpura, or by the escape of blood per rectum, the nature of the anemia will generally be 
obvious, and the differential diagnosis will depend upon the cause of the particular hemor- 
rhage in question (see Episraxis, etc.). One should insist upon a complete blood-count in 
all these cases, however, in order to exclude pernicious anemia, leuksemia, and the other 
conditions in which the blood-picture is positive, lest the bleeding be due to the blood state 
and not the blood state to the bleeding. The possibility of meleena should also be borne in 
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Part of a blood film from a case of malaria, showing three malarial parasites of the ring type. 
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mind, for without examination of the feces the extreme pallor resulting from loss of blood 
from such a lesion as a duodenal ulcer may not be diagnosed correctly. Haemophilia should 
not be forgotten ; the way the patient bleeds excessively from slight scratches or cuts will 
generally point to the diagnosis, especially if there is a family history of a similar condition, 
males being affected,more than females. The blood-picture in hemophilia is entirely 
negative, the anzmia that results from the bleeding being of the chlorotic type. It is 
sometimes stated that the result of blood-loss is to produce an anemia in which the red 
corpuscles and the hemoglobin are equally reduced, so that the colour index remains more 
or less normal. This may be true of an acute bleeding such as venesection or post-partum 
hemorrhage, but the effect of recurrent blood-loss is to produce the chlorotic type of anzmia, 
in which the red corpuscles are less diminished than is the hemoglobin. 

Cachexia.—A similar blood picture, namely an anemia of the chlorotic type more or 
less severe, but without anything which may be called pathognomonic, either as to the 
red cells or the leucocytes, is to be found in almost all forms of cachexia, whether due to 
syphilis, tuberculous or malignant disease, malaria, beri-beri and other tropical illnesses, 
cesophageal stenosis, or starvation. A careful physical examination of the patient and 
enquiry into his symptoms may point to the correct diagnosis ; but it is to be borne in 
_mind how difficult it sometimes is to detect phthisis, or some cases of carcinoma or sarcoma, 
even when far advanced. Sputum analysis should not be omitted ; rectal examination 
should not be forgotten ; the a-rays may serve to detect lesions within the thorax, and 
Wassermann’s serum reaction may be employed when syphilis is suspected. It is remarkable 
how little anemia may result from some varieties of cancer, particularly carcinoma of the 
breast ; whilst other varieties, especially carcinoma of the stomach, produce progressive 
anzmia comparatively early. It is noteworthy that, whereas in former times the absence 
of free hydrochloric acid from the gastric juice at the proper interval after a test meal was 
regarded as good evidence in favour of a carcinoma ventriculi, it has now been established 
firmly that the hydrochloric acid may be very deficient or entirely absent in a great many 
other conditions also; it is absent in almost all cases of advanced carcinoma, whether of 
the stomach or not; and in many chronic maladies associated with ill-health all the 
secretions of the body suffer, and amongst them the hydrochloric acid of the gastric juice. 
It follows, therefore, that it is only when the diagnosis has been narrowed down to there 
being some lesion of the stomach, that the discovery that the hydrochloric acid is very 
deficient or absent affords evidence that the lesion is a carcinoma. 

Parasitic affections sometimes escape recognition, even when they have led to sufficient 
anemia to attract attention (see Parasires, INTESTINAL, p. 519). The two varieties most 
apt to be associated with anemia are Ankylostomum duodenale and Bothriocephalus latus. 
Bilharzia hematobia may also lead to severe anemia, but generally does so on account 
of the Hamaruria (p. 282) that it produces. EKosinophilia (p. 218.) may suggest a 
parasitic infection. 

Certain drugs are apt to produce anemia of the simple chlorotic type if their administra- 
tion is continued over a long period ; particularly mercury, arsenic, lead and salicylates. 
Acute mercurialism is commonly associated with stomatitis and salivation, but in chronic 
cases, in addition to anaemia, there is apt to be a motor type of peripheral neuritis affecting 
the limbs and associated with a remarkable tremor (p. 726), particularly of the hands. The 
diagnosis is generally arrived at from the fact that the patient has been receiving mercury 
medicinally, or is employed in some work in which mercury is used, for instance, the making 
of thermometers or mirrors, or the curing of rabbit skins for the manufacture of hats. 
Arsenical poisoning seldom gives rise to anemia as its sole symptom ; but it is noteworthy 
that although liquor arsenicalis is an admirable remedy for the relief of pernicious anemia, 
arsenic itself is also a cause of anzemia amongst those who work init. Asa rule, in addition 
to anemia there is marked pigmentation of the skin (Plate VII), and Addison’s disease 
may be simulated. In the latter, however, the pigmentation occurs on the mucous 
membranes, particularly of the lips and cheeks, as well as upon the skin, and this— 
though in very exceptional cases a similar pigmentation within the mouth has been 
observed in pernicious anzemia (see Plate XXII, p. 328), and perhaps after taking arsenic 
for long periods—is always very suggestive of Addison’s disease, and the diagnosis may 
be confirmed by finding a slight degree of eosinophilia, a remarkably low blood-pressure, 
down even to 80 mm. Hg or less, attacks of vomiting, syncope, and remarkable asthenia. 
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If there is active tuberculosis of the suprarenal capsules, Calmette’s or von Pirquet’s 
reactions with tuberculin (Plate XX XVII, p. 770), may be positive, but these two tests 
are now less relied on than formerly. In arsenical cases there may also be evidence of 
peripheral neuritis and of hyperkeratosis of the soles and palms. Analysis of the hair 
will discover an abnormally high percentage of arsenic. The chlorotic type of anemia in 
lead poisoning may be extreme, but the diagnosis will depend upon other symptoms, of which 
any or all of the following may occur :—a blue line upon the gums ; constipation ; nausea ; 
vomiting ; epigastric pains ; abdominal colic ; a tendency to repeated abortion in women ; 
peripheral neuritis, particularly of the wrist-drop type ; various cerebral symptoms of any 
degree, from mere headache or insomnia to epileptic convulsions or acute mania, or other 
serious mental signs summarised by the term saturnine encephalopathy ; impairment of 
sight ; optic neuritis; ophthalmoplegia, chiefly affecting the sixth cranial nerve; a 
tendency to gout, albuminuria and granular kidney, and the secondary effects of the latter. 
The absence of a blue line on the gums does not exclude lead poisoning in those whose teeth 
are clean; nor does its presence prove lead poisoning, for most workers in lead exhibit a 
blue line whether they have other symptoms or not. In cases of doubt, it may be necessary 
to collect an abundance of urine, evaporate it, and apply the ordinary tests for inorganic 
lead. The occupation of the patient }will often suggest the diagnosis. Salicylates are said 
to produce anemia if their administration is continued for a long period; but it is also 
possible that the anzeemia may be due to the condition for which the salicylates are being 
given, namely acute rheumatism. The diagnosis is generally obvious. 

In addition to the anemia that may result from acute rheumatism itself, there is apt 
to be pronounced anzmia in some forms of valvular heart disease, particularly affections 
of the aortic valves, whether rheumatic or syphilitic. Mitral disease, particularly mitral 
stenosis, is more likely to cause polycythemia (p. 533), unless there is fungating or infective 
endocarditis. ‘The occurrence of a progressive anzemia in chronic heart cases always arouses 
suspicion of the latter ; most cases of fungating endocarditis present symptoms of failing 
compensation which are often very difficult to distinguish from those due to the mechanical 
effects of chronic valvular disease, so that it is often difficult to distinguish a heart case 
without fungating endocarditis from one in which fungating endocarditis has supervened. 
In addition to anemia the following points would be in favour of the latter : sudden and 
radical changes in the character of the heart bruits, for instance from musical to blowing, 
and vice versa; enlargement of the spleen ; the occurrence of hzmorrhages, particularly 
subcutaneous or retinal; optic neuritis; pyrexia (Mig. 248, p. 566), whatever its type, 
provided it cannot be explained by any intercurrent affection such as tonsillitis or pleurisy 
—though the absence of pyrexia does not exclude the disease ; rigors, though these are 
often absent; and symptoms of infarction or embolism in the spleen, kidney, brain, 
intestine, retinal or peripheral vessels resulting in convulsions or paralysis ; cessation of 
pulse in one or other of.the accessible arteries such as the radial, posterior tibial or 
dorsalis pedis; acute gangrene of some part whose circulation has thus been cut off 
suddenly—a toe, or the tip of the nose for example; the development of a spontaneous 
peripheral aneurysm ; sudden hematuria ; sudden acute pain over the spleen, associated 
perhaps with a peritonitic rub. It is noteworthy that there is but little leucocytosis. 
in infective endocarditis. Cultivations from the blood obtained by aseptic venesection 
may serve to clinch the diagnosis, and also to indicate what serum or vaccine treatment 
Should be employed ; though it is remarkable how, often blood cultures are negative in 
these cases, even when the blood is obtained during a period of high pyrexia. 

It is in some cases easy, but in others relatively difficult, to be sure of the diagnosis. 
of subacute nephritis. Anemia is a prominent symptom in the chronic nephritis of young 
people, though the reverse is generally the case in the red granular kidney of later life ; for 
the differential diagnosis, see ALBUMrNURIA (p. 9). The old aphorism of “ the large 
white person with the large white kidney ” may sometimes suggest the malady. 

Many subacute or chronic maladies associated with continued absorption of microbial 
toxins have anszemia as a prominent symptom. One may mention, for instance, chronic colitis, 
whether muco-membranous, ‘ simple’ ulcerative, or tropical dysenteric (see DIARRH@A, 
p. 172); deep-seated suppuration acts in the same way, and one is familiar with the 
pallor of patients suffering from empyema; the development of this anzmia after the 
crisis of lobar pneumonia, or in connection with broncho-pneumonia, in children, not 
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infrequently suggests that an empyema has developed ; the diagnosis may be confirmed 
by the physical signs, but it will be clinched by finding pus when the chest is needled. 
Leucocytosis or a relative increase in the polymorphonuclear cells does not help in 
determining the presence of empyema so much as in other cases of suppuration, because 
empyema is nearly always secondary to lobar or lobular pheumonia, and in each of these 
there is also a polymorphonuclear leucocytosis. Other examples of chronic sepsis which 
may produce severe anemia are chronic appendicular abscess; pyosalpinx ; hepatic 
abscess; the breaking down of ovarian or uterine tumours ; chronic endometritis ; 
pyorrheea alveolaris ; infection of sinuses connected with bones or joints, particularly 
unclean tuberculous hip or knee joints ; psoas abscess ; suppurative periostitis or osteo- 
myelitis, with necrosis of bone ; secondary coccal infections in phthisis with cavitation, 
or in bronchiectasis. Chronic sepsis may produce lardaceous disease, which itself is also 
a cause of profound anzmia, with a peculiar pale yellowish or transparent appearance of 
the skin, though its diagnosis is exceedingly difficult in any but advanced cases. It is 
guessed at, as a rule, on account of there being a chronic purulent discharge from lung, 
joint or limb, or else severe tertiary syphilis. There may be enlargement of the liver and 
spleen, albuminuria, and a tendency to diarrhcea ; but even when all these symptoms are 
present, it not infrequently happens that the post-mortem examination shows that there 
was no lardaceous disease at all. . 

Rheumatoid arthritis is an indefinite group of joint diseases which differ essentially from 
osteo-arthritis (p. 846), in that with the former there are more or less severe constitutional 
symptoms, including slight pyrexia, loss of appetite and weight, pigmentation of the skin, 
and anemia. The nearest lymphatic glands, e.g., the epitrochlear when the hands are 
affected, are often enlarged and tender. The diagnosis seldom depends upon the anzemia, 
however. Probably there are many varieties of rheumatoid arthritis which will some day 
be classified upon a bacteriological basis into those due to gonococci, streptococci, staphy- 
lococci, pneumococci, Bacillus coli communis, Spirocheta pallida, and so on. ‘There are 
two types that are particularly prone to anemia, and thesé are, first, the form in which 
there is marked spindle-shaped enlargement of all the first interphalangeal joints in adults, 
whatever other joints may be affected at the same time (p. 842) ; and secondly, a general 
destructive affection of the joints in children, associated with emaciation, anzmia, enlarge- 
ment of the spleen and of the lymphatic glands, and known as Still’s disease (Fig. 169, 
p. 377). (See Jornrs, AFFECTIONS OF, p. 337.) 
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Fig. 12.—Temperature chart (morning and evening) from a case of cirrhosis of the liver, showing the 
tendency to slight pyrexia, especially in the evening. 


Cirrhosis of the liver sooner or later leads to anemia of the chlorotic type, although’ in 
the earlier stages the alcoholic patient may have a rubicund complexion ; by the time 
the anemia is pronounced there will almost certainly have been other symptoms of the 
complaint, particularly HaMATEMEsIs (p. 265), JAUNDICE (p. 324), or AScITES (p. 43). 
Patients with cirrhosis of the liver often have some evening pyrexia (Fig. 12), and they 
tend to undue pigmentation of the skin. 

Hyperlactation is a prominent cause of anemia and general ill-health, especially in 
women in towns. The cause for prolongation of the period of lactation is often an idea 
that pregnancy will not recur whilst the last infant is being suckled. The diagnosis is 
generally obvious if its possibility is borne in mind. 
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Gastric ulcer, or rather the symptoms which are often stated to be those of gastric 
ulcer, is frequently associated with anemia; the latter in a few cases is the result of direct 
loss of blood by HaMatTEMEs!s (p. 268), or, in the case of duodenal ulcer, MeL@Na (p. 75). 
A duodenal ulcer may sometimes simulate gastric ulcer, but more often it produces symptoms 
which are apt to be mistaken for gall-stones, the pain being referred to a spot about an inch 
below the tip of the ninth right rib. As a rule the pain in cases of duodenal ulcer bears a 
definite relationship to food, being greatest when the patient is beginning to be hungry, 
and relieved by the taking of food. Gastric ulcer, on the other hand, is much more difficult 
to diagnose, for even when the patients have suffered from epigastric pain coming on 
immediately after food, from vomiting which relieves the pain, and from one or more attacks 
of hematemesis, it is possible for the latter to be due to generalized oozing from the gastric 
mucosa—* gastrostaxis ”—rather than a definite measurable ulcer. When there has been 
no hematemesis the diagnosis is still more difficult, though it is noteworthy that in nearly 
half the cases in which the presence of an ulcer has been proved by operation there has been 
no history of hematemesis. It was formerly stated that gastric ulcers are common in the 
female sex between the ages of fifteen and thirty, especially in the unmarried and the 
anemic; notably amongst the servant class ; operative demonstrations of gastric ulcers, 
however, seem to show that they are really commoner in later life, and affect men as often 
as women, so that there is a very decided possibility that the gastric symptoms of anzemic 
women are not in fact due to ulcer. One meets with patients who have pain the moment 
they take food, in whom vomiting after meals is persistent, in whom the diagnosis of gastric 
ulcer would certainly have been made in former years, but in whom that diagnosis is made 
now only with considerable caution. It has become increasingly recognized that the 
vomiting and the gastric signs are often due to the anzmia itself, and result from anzemic 
dilatation of the heart. In diagnosing between this condition and that of true gastric 
ulcer, one of the best plans is to put the patient to bed, and when she has been recumbent 
for twenty-four or thirty-six hours, to see what is the effect of giving her full diet. Full 
diet will be borne quite well in cases of severe anzemia associated with gastric symptoms 
without ulcer so long as the patient remains in bed ; but if she gets up and returns to work 
before the anzemia is cured the gastric symptoms come on again directly. The vomiting 
and the epigastric pain seem to be related not so much to food as to work in these cases. 
When there is an ulcer, however, an attempt to adopt full meat and vegetable diet on the 
second day of resting in bed nearly always fails if there have been severe symptoms up to 
that time. 

Conditions in which, though the Anzmia may be severe, no obvious Lesion can 
be discovered, whilst at the same time there is nothing to suggest that the case is 
a rare or unusual one. 

Chlorosis is almost the only malady which comes under this heading, if one includes the 
milder anzmias of girls and young women as well as the severe cases of yellow-green sickness 
to which the term should strictly speaking be limited. The cases of anaemic vomiting just 
discussed might also come under the same heading. Chlorosis and simple chlorotic anemia, 
without obvious organic lesions, are affections of the female sex—absent before puberty 
and common immediately after, seldom lasting after thirty years of age, and generally not 
so long; cured as a rule. by marriage ; never fatal even when severe ; an affection of all 
classes, but mostly of indoor workers such as servant girls, and not often affecting those 
who are employed in outdoor pursuits. The diagnosis is generally easy. The patients are 
comparatively well covered though they often eat very little. Emaciation is rare in 
chlorosis, and this is probably due to the fact that the blood is less deficient in quantity 
than diluted by excess of water. The leucocytes are normal both in total number and in 
differential count. The red corpuscles are often much less diminished than might be 
expected from the appearance of the patient, the chief feature of the complaint being the 
great reduction in the hemoglobin, so that the colour index may fall to 0°5, 0°4, or even 
less. As the condition improves the red cells return to normal fairly quickly, and the 
hzemoglobin rises steadily but less rapidly. The way in which the patients react to treat- 
ment by rest in bed, by the giving of iron, by keeping the bowels open, and by living in a 
sunny atmosphere, is remarkable, and helps to clinch the diagnosis in any case of doubt. 
It has been mentioned above that there are many blood changes which are common to 
severe anemias ; it should be noted that even when the hemoglobin has fallen to 30 per 
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cent of normal in a severe case of chlorosis, the changes in the blood-cells enumerated on 
page 22 seldom appear. Chlorosis, more often than any other form of anzmia, leads to 
hemic cardiac bruits, particularly a blowing systolic bruit in the pulmonary area and a 
bruit de diable in the neck. The patients are often constipated, are apt to suffer from 
menstrual irregularity particularly amenorrhcea, which may last for months, and a tendency 
to codema of the feet. The viscera are generally normal. Chlorosis, unlike many other 
forms of severe anemia, seldom produces albuminuria. 

Cases in which the Anemia may be more or less severe, in which there may 
or may not be obvious lesions to account for it, but in which the circumstances of 
the case suggest that the disease is unusual or rare. | 

Hodgkin’s disease is often spoken of as though it were an affection in which the blood- 
count. indicates the diagnosis. This is not the case, however, the blood changes being 
merely negative, though a blood-count is essential in order to exclude leukemia by finding 
that there is no leucocytosis. At first there is no anemia ; later there is progressive anzemia 
of the chlorotic type, with finally all the changes in the red cells common to the severe 
anzemias (p. 22). There is no leucocytosis, or none of 
moment. The differential leucocyte count may be normal ; 
more often, however, there is some relative increase in the 
_lymphocytes with proportionate relative diminution in 
the polymorphonuclear cells, and when a large number of 
white corpuscles are examined occasional myelocytes and 
one or two basophile corpuscles will be detected. The 
diagnosis is made from the enlargement of the LymPHatic 
GLANDS (p. 377) and of the SPLEEN (p. 635). 

Splenic anemia is a malady in which there is con- 
siderable enlargement of the spleen, progressive ansemia 
of the simple chlorotic type, and no other very obvious 
evidence as to what is wrong with the patient. It is 
probable that more than one condition is at present 
labelled splenic anemia; a considerable number of the 
cases turn out ultimately to be cirrhosis of the liver 
(p. 633), in which enlargement of the spleen happens to 
have been the first symptom to attract attention, very 
likely years before the other effects of cirrhosis manifested 
themselves. When splenic anemia is the original diagnosis 
im a case which ultimately proves to be cirrhosis of the 
liver, the condition is often spoken of as Banti’s disease. 

Aplastic anemia has been mentioned above (p. 24), Fig. 13.—Pseudo-leukemia infantum 

: (von Jaksch’s disease). The black line 
and there are a considerable number of obscure cases of demarcates the spleen. 
severe anemia to which up to the present no definite 
labels can be attached. Some of these simulate pernicious anzemia, but all differ from 
the latter in having a colour index persistently less than 1. One can only refer to them 
as severe and even fatal un-named anzmias. 

Pseudo-leukemia infantum is a condition in which enormous enlargement of the spleen 
takes place in a young child or infant (Fig. 13), associated as a rule with more or less ascites 
and enlargement of the abdomen. So great is the splenic enlargement sometimes that the 
condition at first suggests leukeemia ; but when a blood-count is made, although the red 
cells may be very much diminished and exhibit all the changes characteristic of severe 
anemia, there is no extreme leucocytosis, so that the condition cannot be classified as a 
leukemia, and hence is termed ‘ pseudo-leukeemia infantum ;’ it has also been called ‘ von 
Jaksch’s disease.’ It generally begins at an age of less than two years. The liver is enlarged, 
but less so than the spleen. There may be severe hemorrhage from the mucous membranes, 
and there is often periodic pyrexia. The disease may be mistaken for rickets or for con- 
genital syphilis ; indeed some authorities think that it is really due to one or other or both 
of these causes in an exaggerated degree. Whether this is so or not, the prognosis is fair 
even when the anemia has reached a severe degree. The ascites may disappear, the huge 
spleen may become restored to its normal dimensions, and the patient recover completely 
in the course of months. 
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Myxedema is a condition which may be mistaken for simple anzemia, and consequently 
it is apt to be overlooked, particularly at that stage which merits the term ‘ hypothyroidism ’ 
rather than myxcedema. It is an affection of women rather than of men; it comes on 
very slowly, and sometimes it can be diagnosed only by watching the beneficial effects of 
thyroid treatment. There is generally excess of gelatinous subcutaneous tissue, which 


Fig. 14. The same patient as 27g. 15, Fig. 15.—Myxcedema: the character- 
previous to the development of myx- istic facies, illustrating the broadening of 
cedema. the features and the malar flush. (Com- 


pare Mig. 14.) 
gives the patient a puffy or oedematous appearance, especially in the face (fig. 15), hands 
(Fig. 16), and lower limbs, so that not a few cases are mistaken for nephritis. The urine 
is copious and of low specific gravity, but usually does not contain albumin ; though in 
some cases there is sufficient albuminuria to make the case still more like one of Bright’s 
disease.. The apparent cedema does not pit on pressure, or pits far less easily than it would 
if it were ordinary cedema; the 
skin becomes thickened, and the 
hair decreases in quantity and 
becomes brittle. Physical move- 
ments are lethargic, and the in- 
tellect dull, so that there is slow- 
ness of action both of body and 
of mind, symptoms that disappear 
in a remarkable way under thyroid 
treatment. In some cases the 
mental symptoms predominate to 
such a degree that some form of 
delusional insanity or dementia 
may be diagnosed, or even a 
cerebral tumour. The chlorotic 
type of anzemia which accom- 
panies myxcedema may be masked 
by a local flush over the malar 
bones, not unlike that of mitral 


: stenosis. 
: ane APA en Be age suffering from myxcedema, illustrating the Scurvy is a rare disease which 
welling Ol the soit parts, the broadening of the fingers, and their consequent 
stumpy or podgy appearance. ‘ ; Le ) lead to the most profound 


anzmia, though it seldom does so 
without also producing extensive hemorrhage into the skin, beneath the periosteum of 
the tibiz or other bones, from mucous membranes, and especially from the spongy and 
foetid gums. It is not common now-a-days, except in a mild form in children,—scurvy- 
rickets or Barlow's disease—in which tenderness of the bones associated with anemia, 
often mistaken for rickets is the main symptom. The tenderness in question is due to 
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local sub-periosteal haemorrhage, and the way in which the complaint rapidly gets better 
under suitable treatment with fresh vegetable diet helps in clinching the diagnosis. The 
severer forms of scurvy are due to prolonged deprivation of fresh food, such as is rare in 
modern practice, though it used to be common on board ships. 

Chloroma is a very rare affection, related to lymphatic leukemia on the one hand and 
to lympho-sarcoma on the other. It is associated with the formation of multiple tumours, 
especially in connection with bones, and a progressive and severe anemia of indeterminate 
type. The condition is fatal, and the diagnosis is at once suggested by the green colour of 
the neoplastic deposits. Herbert French, 


ANASSTHESIA.—(See Sensation, ABNORMALITIES OF, p. 604.) 
ANALGESIA.—(See SENsation, ABNORMALITIES OF, p. 604.) 
ANASARCA.—(See CGipema. p. 411.) 


ANKLE-CLONUS is best elicited when, the patient lying on his back, with his knees 
slightly flexed, the observer quickly, but not violently, dorsiflexes the foot, the hand being 
applied along its outer border in such a way as to keep it well outwardly rotated. The 
_ result, when ankle-clonus is present, is a series of rhythmical jerks at the ankle-joint, at the 
rate of about 7 per second—the contractions continuing as long as the pressure is maintained. 
The last proviso is important, because it often happens that a few ankle-jerks are obtained, 
varying in number from two or three to as many as twenty or thirty, but gradually tailing 
off and ceasing, although the pressure on the sole is maintained. This is sometimes spoken 
of as a ** tendency to ankle-clonus,” but for clinical purposes it is not ankle-clonus at all, 
and indicates nothing more than hypersensitiveness of the nervous system, and not organic 
disease. Ankle-clonus, on the other hand, denotes changes in the corresponding crossed 
pyramidal tract, and it is to be expected in association with increased knee-jerk and extensor 
plantar reflex. Its chief value lies in determining between functional and organic exaggera- 
tions of the knee-jerk ; the latter may be very brisk as the result of pure nervousness, but 
if it is associated with either an extensor plantar reflex or ankle-clonus, or both, the exaggera- 
tion is due to organic disease of the upper neuron, hemiplegic or paraplegic as the case 
may be. Whereas, however, the presence of maintained ankle-clonus is conclusive proof 
of an upper neuron affection, the absence of such clonus does not exclude such lesion ; 
ankle-clonus is not met with until there is a relatively large amount of lateral column change ; 
it comes later, as a rule, than the extensor plantar reflexes. Herbert French. 


ANOSMIA.—(See SMELL, ABNORMALITIES OF, p. 611.) 


ANURIA—or suppression of urine—must be distinguished from retention of urine, 
in which urine is secreted from the kidneys, but is retained in the bladder from some 
lesion causing obstruction to the urethra, such as urethral stricture or prostatic obstruetion 
in the male, or pressure or drag upon the urethra by a large pelvic tumour or a retroverted 
gravid uterus in the female. Retention of urine may also occur without urethral obstruc- 
tion in various forms of disease of the spinal nervous system affecting the lumbar centres. 
In retention of urine there is pain above the pubes, constant and urgent desire to pass 
urine, and the distended bladder forms a tense, oval, dull tumour above the pubes in the 
middle line. In many cases a previous history of obstruction to the urinary flow will be 
obtained, whilst in others the involuntary dribbling of urine from the urethra from an 
over-distended bladder at once distinguishes the case from one of anuria. 


CAUSES OF ANURIA. 
A.—Obstructive :— 
Calculus in kidney or ureter 
Vesical carcinoma involving the ureteric orifices 
Uterine carcinoma 
Large pelvic or abdominal tumours. 


B.—Non-obstructive :— 
Toxic, hematogenous or ascending. 
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In renal disease, nephritis, lardaceous disease, tuberculosis, polycystic Ce 
suppurative pyelonephritis 

Reflex, after operations or trauma, or the sudden emptying of an over-distended 
bladder. 

In. poisoning from mercury, lead, phosphorus, oxalic acid, cantharides, or 
turpentine. 

In severe collapse. 

Hysteria. 

Anuria may occur and be complete without any other symptom, and it is remarkable 
that in the obstructive forms, especially with calculus, anuria may be complete for several 
days without any other symptom—latent uremia. In the non-obstructive forms, anuria 
may be accompanied from the onset by the various symptoms of uremia, such as vomiting, 
convulsive muscular twitchings, dyspnoea, and headache. In the obstructive form there 
may be total absence of any urine secreted, or a small quantity may be passed of low specific 
gravity, and containing very little urea or solids. Albumin is absent unless there be hema- 
turia or cystitis, when pus,may be present also. The patient may complain of aching in one 
or both lumbar regions, but, with the exception that no urine is passed, seems to be in 
ordinary health.. The appetite is good and the mental state clear; but after a variable 
period, from seven to ten days, the patient becomes drowsy, the tongue dry, temperature 
subnormal, appetite deficient, and pupils small. There may be muscular twitching; the 
drowsiness gradually becomes deeper, without any true uremic convulsions, and death may 
be postponed for as long as twenty days from the onset of the anuria. This sequence is very 
different from that seen when anuria occurs from non-obstructive causes, when there is 
frequently marked disturbance of the nervous system ; headache and giddiness are followed 
rapidly by convulsions, delirium, and dyspnoea, with vomiting and small pupils, the patient 
rapidly becoming comatose and dying in a few days. 


A.— OBSTRUCTIVE ANURIA. 


Calculous Disease is the most frequent cause of obstructive anuria. It may occur 
at any age, but is commonest in men of about forty. Suppression of urine may arise from 
the impaction of a small calculus in the ureter of a kidney which is practically normal, or 
may be due to the total destruction of the renal secreting substance, which has progressed 
gradually and without marked symptoms. Between these two extremes there may be 
many stages, and the two conditions, namely, ureteric impaction and renal destruction, 
may exist at the same time. Clinically, it is rare for calculous anuria to arise from simul- 
taneous blockage of both ureters by calculi; it is less uncommon to find that one kidney 
has been destroyed by previous disease, the ureter of the remaining organ then becoming 
obstructed by a stone. Exceptionally, the blockage of one ureter may cause reflex suppres- 
sion of urine in the other kidney, especially if the function of the latter is impaired already 
by disease ; but in these cases the anuria is usually temporary. Calculous anuria may occur 
suddenly, and in patients who are apparently in good health, for it is no uncommon thing 
for a patient to go on in good health when he possesses only one functionally active kidney, 
the other having been destroyed by slow disease, or being absent ; or there may be a history 
of previous lumbar pain, hematuria, pyuria, or the passage of calculi. At the onset of 
anuria there is usually pain in the lumbar region along the course of the ureter of the side 
most recently affected ; it commonly lasts a day or so and then subsides, or it may last 
throughout the period of anuria. In addition, there is frequently a constant desire to mic- 
turate, although no urine is passed, or if the anuria is intermittent, urine of pale colour and 
low specific gravity, sometimes blood-stained, may be passed. If the anuria remains 
complete, no other symptoms may occur for several days, a feature which is common to the 
obstructive forms of anuria, but is in marked contrast to the non-obstructive variety. After 
a period of anuria lasting from seven to ten days, the patient becomes drowsy, the tongue 
is dry, there is disinclination for food, and the general symptoms of uremia may come on ; 
but in many cases the patient may die before any symptoms of uremia occur. Thus, it is 
usual to speak of a tolerant and a uremic period in obstructive anuria. The tolerant stage 
of obstructive anuria may be even further prolonged if the functional kidney be already 
hydronephrotic from previous intermittent obstruction, even to twenty days. The sudden 
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obstruction to the urinary flow in a comparatively normal kidney causes complete suppres- 
sion, whilst a partial or intermittent obstruction causes dilatation of the kidney. If such a 
kidney be the functionating organ, and become completely obstructed, the dilatation will 
increase ; and a lumbar tumour may be palpable. If there is pain on pressure over the 
kidney, or along the course of the ureter, the diagnosis is strengthened, or it may be decided 
to settle the diagnosis by immediate operation. In some cases in which one kidney has 
been destroyed gradually without pain, and anuria occurs, there may be great difficulty in 
determining which of the two kidneys is the functional organ which has recently become 
obstructed ; in these cases it is a good rule to operate upon the side on which the pain has 
occurred most recently. If the patient is not too stout, palpation may detect a distinct area 
of pain over a calculus impacted in the course of the ureter ; or on careful rectal or vaginal 
examination a calculus impacted in the vesical end of the ureter may be felt. If the case is 
seen early, evidence of ureteric calculus may be obtained by the cystoscope, when the ureteric 
orifice of the obstructed side may be seen to be congested or ecchymosed; or a ureteric 
bougie impermeable to the Réntgen rays may be passed into the ureter and a skiagram 
obtained, though it is only exceptionally that this can be carried out. Operation upon the 
side of the recent pain may be urged strongly, when the kidney can be opened and drained, 
and opportunity taken to explore as much of the ureter as can be felt by the parietal incision 
- and by catheterization from above. 

Anuria from Vesical Carcinoma implies that either both ureteric orifices are 
involved in the disease, or that the ureteric orifice of the only functional kidney is implicated. 
The condition is uncommon as a pure obstructive anuria, for in most cases the kidneys are 
already the seat of changes due in part to the back pressure and in part to sepsis, so that 
when anuria terminates a case of vesical carcinoma, it is more often due to renal disease 
than to ureteric obstruction. If the bladder has remained uninfected by septic organisms, 
the gradually increasing ureteric obstruction may first cause hydronephrosis, so that when 
the obstruction becomes complete the renal distention may increase quickly, and the sym- 
ptoms of ureemia be delayed. In cases arising from vesical carcinoma, it is very rare for the 
anuria to occur before symptoms of vesical growth are apparent, such as hematuria, pyuria, 
increased frequency and pain on micturition; but in the infiltrating type of carcinoma, 
hematuria and frequency of micturition may be absent for a long time. In all cases, careful 
vaginal or rectal examination will detect infiltration and thickening of the base of the bladder, 
and the growth can be seen through the cystoscope (Plate XVI, Fig. F, p. 284). 

Uterine Carcinoma.—Anuria is frequent in the terminal stage of uterine carcinoma, 
when the growth has extended into the cellular tissues of the broad ligament and involved 
the terminal portions of the ureters, or when the orifices of the latter are implicated in the 
direct infiltration of the growth into the bladder base. In the majority of cases dying from 
uterine cancer in the inoperable wards of the London Cancer Hospital, the kidneys are 
found to be hydronephrotic, the renal pelvis dilated, or the renal secreting tissue sclerosed; 
apart from the frequent infection with septic micro-organisms. In all cases the growth 
has reached an advanced stage, and the disease has been apparent, but it has been recorded 
that anuria has occurred before the patient has complained of any symptom pointing to the 
uterine condition. These cases might simulate other forms of obstructive anuria, but the 
diagnosis would be apparent upon vaginal examination. 

Pelvic or Abdominal Tumours, such as uterine fibromyomata or ovarian carcinom- 
ata, may cause anuria from direct pressure on the ureters, especially if a part of the tumour 
is impacted in the pelvic cavity. The cause of the anuria will be apparent on examination 
of the abdomen and of the pelvic organs. 


B.—NON-OBSTRUCTIVE ANURIA. 


Marked diminution in the amount of urine or complete anuria may occur without 
obstructive lesion of the urinary apparatus, due in many instances to disease of the renal 
secreting tissues. In many of these cases the symptoms differ remarkably from those 
seen in obstructive anuria, in that the anuria is accompanied by symptoms of uremia in a 
short time, and not after an interval of days as in the obstructive cases. | Anuria may occur 
under certain toxic conditions, as in acute fevers, or in acute poisoning by mercury, lead, 
phosphorus, or turpentine ; the history and accompanying symptoms of such cases are 
usually sufficient to point to the nature of the urinary suppression. 
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Anuria in Renal Disease.—In acute nephritis, anuria may occur early or aiter the 
disease is well established, and is usually accompanied by marked disturbance of the nervous 
system. The sudden onset of the disease after exposure to cold, or in the course of an acute 
specific fever such as scarlet fever, enteric, or pneumonia, or in hematogenous renal infec- 
tions, associated with pallor, backache, puffiness of the face and ankles, and slight pyrexia, 
together with the small amount of urine passed before the suppression becomes complete, 
are points all suggesting acute nephritis. If the urine has been tested before the onset of 
anuria, it is often of reddish-brown colour from the presence of blood, and contains abundant 
albumin, together with renal, epithelial, and blood casts. In chronic nephritis, anuria may 
occur as a late symptom in the disease, and is occasionally preceded by a period in which 
polyuria is marked. Anuria in chronic nephritis is accompanied by prominent symptoms 
of ureemia, such as headache, giddiness, convulsions, stertor, and coma, and unless the flow 
of urine is re-established quickly, death ensues. The previous history of the case, high 
arterial tension, cardiac hypertrophy, retinal changes, and signs of back-pressure, with or 
without ascites and anasarea, will point to the nature of the anuria. In other diseases of 
the kidney, such as lardaceous disease, suppurative pyelonephritis, or bilateral tuberculosis, 
anuria may be preceded by general failing health, with loss of appetite, subnormal tem- 
perature, a dry brown tongue, headache, increasing pulse-rate, hiccough, and attacks of 
dyspnoea ; frequently there may be polyuria before suppression occurs. In these cases the 
anuria is terminal, the condition of the kidneys having been known previously. With the 
occurrence of anuria there may be great restlessness, with muscular twitching, loss of 
sphincteric control, convulsions, and a gradual lapse into coma. 

Polycystic disease of the kidneys frequently terminates in anuria and uremia, but the 
diagnosis of the disease has probably been arrived at previously. The symptoms resemble 
in a great measure those of chronic nephritis, with the exception that ascites and cedema of 
the extremities are uncommon. Headache, flatulence, and digestive troubles, sickness, and 
general lassitude are symptoms of renal inefficiency, whilst arteriosclerosis, a bilateral renal 
tumour, and a low-specific-gravity urine in increased quantity, would suggest polycystic 
disease. Hzeematuria is the first symptom in not a few of these cases. 

Anuria following Operations or Trauma.—Anuria may occur in patients who have 
undergone an operation and who are the subjects of renal disease, or may occur occasionally 
even when no renal disease is present. Any extensive operation which involves a good 
deal of shock in a patient with renal disease, or in whom the kidneys have been subjected 
to back-pressure, as in uterine myomata, may succumb to anuria unless appropriate measures 
are undertaken; even an apparently trivial operation on the urinary organs may cause acute 
suppression of urine. This must be differentiated carefully from the retention of urine in 
the bladder often seen after operations such as for hzemorrhoids or for hernia. Acute 
suppression of urine may follow operations upon the lower urinary tracts, such as the passage 
of instruments, or the performance of internal urethrotomy. Anuria is particularly liable 
to occur when a catheter is passed to relieve an over-distended bladder in a case of prostatic 
enlargement or urethral stricture, the kidneys being already distended from back-pressure 
or infected with septic processes, and it must be laid down as a golden rule, that if a catheter 
is passed in these cases, the urine must be withdrawn very gradually. Anuria following 
operations upon the lower urinary tract is diagnosed by the direct relationship between the 
operation and the onset of symptoms ; by the rigors, pyrexia, and the profound prostration, 
rapidly followed by convulsive movements and coma. 

Anuria may also occur in the severe collapse following an injury, in the late stages of 
cholera or yellow fever, and occasionally as a manifestation of hysteria. It may be simulated 
by a malingerer. R. H. Jocelyn Swan. 


APHASIA.—(See Sprecu, ABNORMALITIES OF, p. 624.) 
APHONIA.—(See Sprecn, ABNORMALITIES OF, p. 628.) 


APPETITE, ABNORMAL.—Appetite may be: (1) Increased; (2) Diminished ; 
(3) Perverted. 

Increase of Appetite sometimes occurs in cases of hyperchlorhydria. The general 
condition is then well maintained, there is usually pain or discomfort in the later period of 
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digestion, relieved (temporarily) by the taking of more food. A test meal shows excess of 
hydrochloric acid. 

In diabetes, especially in its earlier stages, there is often an abnormal craving for food ; 
but in spite of large meals the patient wastes. Examination of the urine will establish 
the diagnosis. 

Intestinal parasites (round-worms and tape-worms) are believed to be a cause of excessive 
appetite in some cases. This is doubtful ; but in any case the point can always be cleared 
up by giving an anthelmintic. 

In some cases of hysteria an excessive appetite is present (bulimia). The patient is 
usually a young woman, and other stigmata of hysteria are present. 

Diminution of Appetite occurs in many forms of dyspepsia, especially when associated 
with a lessened gastric secretion. Thus it is almost constantly present in gastritis, except, 
perhaps, in the acid form. If renal disease, advanced mitral disease, or cirrhosis of the 
liver be present, secondary gastritis may be diagnosed. If there be a history of the abuse 
of alcohol or tobacco, or of indiscretions in diet, or if there be a marked defect of the chewing 
apparatus, there is probably primary gastritis. The tongue will probably be furred, and 
a test meal shows diminished acidity and probably an excess of mucus, but the examination 

of the stomach is otherwise negative. (See also INDIGESTION, p. 317.) 
Loss of appetite is also an early symptom in cases of gastric carcinoma, and should 
lead, especially in elderly subjects, to careful examination for other signs of that disease. 
There is frequently a special distaste for meat in such cases. (See INDIGESTION, p. 316.) 
In children a profound anorexia is sometimes an early symptom of tuberculosis. 

In hysterical young women complete disinclination for food (anorewia nervosa) is some- 
times met with. The diagnosis is based upon the absence of other causes of the symptom, 
the presence of other signs of hysteria, and the history of mental or emotional shock. The 
loss of appetite in such cases may amount to a complete refusal of all food, and the patient 
may emaciate to a dangerous degree. Obstinate constipation is usually present as well. 
Allied to these cases is the loss of appetite which occurs in melancholic forms of insanity. 
In such a case delusions may be present. 

Perverted Appetite may occur in the course of pregnancy, and is of no special signifi- 
eance. It is met with, too, in nervous, anzmic children, in whom it often takes the form of 
dirt-eating (pica). Here, also, it is not a sign of any diagnostic value. Perverted appetite 
is also a common occurrence in insanity ; but other evidence of mental disturbance is always 
present as well. Robert Hutchison. 


ASCITES, or the accumulation of serous fluid in the peritoneal cavity, is not a disease 
in itself, for it may be produced by a great variety of conditions. It is easy to determine 
its precise cause in some cases; in others it may be almost impossible to say during life 
what is the primary condition. One may discuss (1) Its physical signs; (2) How to 
distinguish it from other conditions which may simulate it; (3) A classified list of its 
causes ; (4) The chief points which will help in arriving at a correct differential diagnosis in 
a particular case. ; 

1. PHYSICAL SIGNS.—Inspection.—The abdomen is distended uniformly, the degree 
varying with the amount of fluid. If the quantity is large, and its accumulation has 
been rapid, the abdomen is more or less globular, the umbilical region being the most 
prominent. The skin is tense and shiny, and there may be linee albicantes. If the quantity 
of fluid is large but its accumulation has been gradual, bulging of the flanks is more marked ; 
the lower ribs may be pushed outwards, and the epigastric angle widened. If the quantity 
of fluid is small, only a slight bulging of the flanks may be noticed. The appearance of the 
abdomen depends a good deal on the position of the patient. If lying on one side, the most 
dependent part is the most prominent, owing to the fluid gravitating to that side of the 
abdomen. If the patient stands or sits upright, the hypogastric and iliac regions will be 
most bulged. The umbilicus becomes stretched transversely and flush with the surface, 
or even protruded ; it retains its position in the median abdominal line, and remains nearer 
to the pubes than to the ensiform cartilage. In tuberculous peritonitis the skin in its 
immediate neighbourhood may be reddened and cedematous, or there may be a fecal 
fistula here. In cirrhosis of the liver the veins around the umbilicus are said to be dilated, 
but the so-called ‘ caput meduse ’ is rare. The superficial veins all over the abdomen and 
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lower part of the chest may be dilated, the blood flowing in an upward direction, this reversal 
of the stream occurring mainly when the inferior vena cava is obstructed, either by the 
tension of the ascites or by something related to its cause. (See VEINS, VARICOSE ABDOM- 
INAL, p. 748.) The abdominal respiratory movements may be absent or much diminished. 
The cardiac impulse may be displaced upwards and outwards. The legs, thighs, and 
scrotum may be cedematous, and so may the loins. 

Palpation.—The abdomen may be anything between quite flaccid and very tense. 
A fluid thrill may be obtained by placing the hand flat against one flank and gently flicking 
the other with the fingers of the other hand ; the possibility of a thrill being transmitted in 
the abdominal wall should be eliminated by getting the patient or an assistant to place the 
side of his hand on the front of the abdomen, so as to stop the mural thrill at the point 
of contact with the abdominal wall. If the above precaution is taken, and a thrill is 
obtainable, it denotes the presence of fluid. 

If the liver or spleen has enlarged it sinks backwards, so that between these organs 
and the abdominal wall a layer of fluid is present ; if the hand placed on the abdomen, in 
the right or left hypochondriac region as the case may be, is suddenly depressed, this fluid 
is displaced, and the surface of the enlarged organ can then be felt. This phenomenon of 
‘ dipping ’ is almost pathognomonic of ascites. 

Percussion.—When the patient lies flat on his back the fluid gravitates to the posterior 
part of the abdomen, and the air-containing viscera float to the anterior part, so that the 
percussion note is resonant in front and dull in the flanks. As the fluid increases in quantity, 
the line of dullness creeps forward from the flanks and upwards from the pubes, and keeps 
a concave upper border ; in extreme cases the abdomen may be dull all over, particularly in 
children. 

One of the most prominent physical signs of ascites is the effect produced on the per- 
cussion note by a change in the posture of the patient. If, after examining him lying on 
the back and finding dullness in the flanks and resonance in the front, he be turned on one 
side, the uppermost flank becomes resonant and the line of dullness on the other side rises 
nearer to the median abdominal line, owing to the fluid gravitating to the most dependent 
part. If only a very small quantity of fluid is present, the abdomen may be resonant all 
over when the patient lies on his back; but if he is percussed in the knee-elbow position, 
the umbilical region may be found to be dull. 

In some cases, especially of tuberculous peritonitis, shortening of he mesentery is apt 
to be associated with the ascites ; the intestines cannot then rise, and the result is dullness 
all over the abdomen, or in very exceptional cases dullness in front with resonance in the 
flanks. Chronic peritonitis may cause the fluid to be loculated, through matting together 
of the intestines. The abdominal distention may then not be uniform, and change of 
posture may not alter the character of the percussion note. 

Mensuration.—The abdomen should be measured, fixed points being taken in front 
and behind, e.g., the umbilicus in front and the tip of the third lumbar spine behind. This 
is important in order to watch the effect of treatment. The distance of the umbilicus from 
the ensiform cartilage, pubes, and anterior superior iliac spines should also be noted. In 
ascites, the navel is nearly always nearer the pubes than the ensiform cartilage, and equi- 
distant from the two anterior superior iliac spines when the patient lies flat on his back. 

It is always important to examine the abdomen carefully after paracentesis; the 
cause of the ascites can often be discovered in this way, in the shape of tumours, or enlarge- 
ments of organs, which were previously obscured by the tenseness of the abdominal wall. 

2. DIAGNOSIS.—Ascites has to be distinguished from other conditions which may 
give rise to general abdominal distention, especially from :—Tympanites ; Ovarian and 
parovarian cysts; Gravid uterus with hydrops amnii; Distended bladder; Distention 
associated with obesity; Phantom tumour; Large abdominal cysts and solid tumours. 

Tympanites is distinguished from ascites by the following signs :—The outline of 
distended coils of intestine may be visible, and peristaltic movements may be noticed. 
There is no fluid thrill if precautions are taken to prevent a thrill being transmitted by the 
abdominal wall. The abdomen is resonant all over, both in front and in the flanks. 

Ovarian Cyst.—There may be a history of the enlargement of the abdomen having 
been noticed at an early date to be more on one side than the other, and to have arisen from 
the pelvis. The umbilicus may be nearer to the ensiform cartilage than the pubes, and 
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nearer to one anterior superior iliac spine than the other. A fluid thrill may not be obtained 
far back in the flanks, but only in front of the mid-axillary lines. There is usually dullness 
in front, with resonance in the flanks. The outline of the cyst may possibly be noticed 
during the respiratory movements. On measuring the abdomen the greatest circumference 
is usually below the umbilicus; whereas in ascites it is generally at the umbilicus. A 
vaginal examination may reveal that the uterus is drawn upwards and that its mobility is 
impaired ; whereas in ascites it is lw down and movable. If paracentesis has been per- 
formed, the nature of the ovarian fluid is characteristic, being usually thick, tenacious, 
viscid, and of a brownish or greenish colour ; whereas ascitic fluid is yellowish, limpid, and 
clear. Much difficulty arises when ovarian eyst and ascites are both present, owing to 
infection of the peritoneum by secondary deposits from the ovary. Even without this, 
however, it is by no means always easy to distinguish between ovarian cyst and ascites 
when the abdominal distention has become extreme. 

Gravid Uterus with Hydrops Amnii—In this condition it may be possible to 
make out the outline of the enlarged uterus; the tumour may vary in consistency as the 
uterine wall contracts and relaxes ; on vaginal examination the cervix is soft and patulous 
and the uterus enlarged. There will be other signs of pregnancy, the characteristic condition 
_of the breasts, foetal movements and heart sounds, and the history of amenorrhcea. There 
will be dullness in the front of the abdomen, resonance in the flanks. 

Distended Bladder.—This may reach well above the umbilicus, most frequently in 
women as the result of a retroverted gravid uterus, or in men over sixty from enlarge- 
ment of the prostate. The most important symptoms are: incontinence of urine from 
over-distention and overflow, and abdominal distention. There is generally a globular 
mass to be palpated in the middle line above the pubes and reaching up to the umbilicus 
or higher ; it is dull to percussion in front, with resonance in the flanks. The passage of 
a catheter should clear up all doubt. 

General Obesity may cause much abdominal distention. The mesentery, omentum, 
and abdominal wall may be so loaded with fat that it is difficult to make a satisfactory 
examination, and it may be almost impossible to determine with certainty the presence of 
even a moderate amount of fluid. 

Phantom Tumour.—The abdomen may occasionally be so distended in women, espe- 
cially at the time of the climacteric, that ascites, ovarian tumour, or pregnancy may be 
simulated when there is merely a phantom tumour. If an anesthetic is administered it 
often disappears, the rigid abdominal wall becomes flaccid, and it can be determined 
whether fluid in the peritoneal cavity or any abdominal tumour is present or not. 

Large Abdominal Cysts may occasionally simulate ascites, e.g., hydronephrosis, pan- 
creatic cyst, and hydatid cyst; they do not, however, cause uniform distention of the 
abdomen as a rule. They are most likely to be mistaken for simple chronic peritonitis in 
which local collections of fluid have arisen from matting together of the intestines. Hydro- 
nephrosis may be distinguished by its position and by the fact that it may vary in size, a 
decrease being associated with an increase in the amount of urine passed. Pancreatic cyst 
may be differentiated by its position in the upper part of the abdomen and by its more or 
less circular outline. If paracentesis abdominis has been performed, the character of the 
fluid and its ferments would point to the nature of the disease. 

3. CAUSES.—Having made up one’s mind that the general abdominal distention is 
due to fluid in the peritoneal cavity, one must next differentiate the cause of the ascites. 
The following is a classified list :— 


i. Diseases of the Peritoneum :— 
Non-suppurative acute peritonitis 
‘Simple’ chronic peritonitis 
Tuberculous peritonitis 
Malignant peritonitis, generally secondary to a primary growth elsewhere 
Hydatid cysts in the peritoneal cavity. 


ii. Obstruction to the main Portal Vein by :— 
Non-suppurative thrombosis 
Enlarged portal lymphatic glands :— 
Malignant Tuberculous 
Lymphadenomatous Lymphatic leukemic 
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Tumours of adjacent organs, such as :— 


Liver Duodenum 
Pancreas Colon 

Kidney Suprarenal capsule 
Stomach 


Rarities such as aneurysm of the hepatic artery 


iii. Diseases of the Liver :— 


Cirrhosis 

Perihepatitis, really part of chronic simple peritonitis 

Carcinoma Doubtful causes if the lesions are confined to the liver ; 1.e., 
Sarcoma | if there is ascites, it is probably not due to the carcinoma, 
Syphilis f ete., in the liver, but to simultaneous affection either of 
Hydatid disease | the peritoneum or of the portal lymphatic glands 


iv. Obstruction of the Inferior Vena Cava above the Hepatic Veins by :— 
Thrombosis Mediastinal growth . 
Chronic mediastinitis 


v. Chronic Failure of the right Heart (‘ backward pressure’) the result, of :— 
Valvular disease :— Adherent pericardium 
Mitral stenosis Chronic lung affections, especially : 
Mitral regurgitation Emphysema 
Aortic stenosis or regurgitation with Recurrent bron- 
secondary mitral regurgitation :— chitis 
Rheumatic or syphilitic Fibroid lung 
Congenital pulmonary stenosis (rarely) Chronic high blood pressure :— 
Chronic myocardial affections :— Red granular contracted kidneys 
Fatty degeneration | Fibroid heart Pale granular contracted kidneys 
Fatty infiltration Primary alcoho- Arteriosclerosis 
Fatty superposition | _ lic heart 


Generally as- 
| sociated 


vi. Bright’s Disease. In Bright’s disease ascites may be caused in at least four different 
ways,—namely, as the result of :— 
Part of a general dropsy | 
Acute peritonitis 
Chronic peritonitis 


Secondary to hypertrophy and dilatation 
of the heart, followed by failure of 
compensation 


vii. Severe Anemias, in which the ascites is usually the result of acute, subacute, or 
chronic intercurrent peritonitis, as in :— 
Splenomedullary leukemia 
Lymphatic leukemia | 
Hodgkin’s disease’ 
Pseudo-leukemia infantum 


Splenic anemia 
Pernicious anemia 
Aplastic anemia 

| Malaria 


4. DIFFERENTIAL DIAGNOSIS.—If ascites is the only fluid accumulation present in 
the patient; if, although there is also swelling and cedema of the legs, the ascites is known 
to have appeared first ;. or if the ascites is out of proportion to dropsy elsewhere : it is 
most probably due either to some form of peritonitis, to portal obstruction from thrombosis 
of or pressure on the portal vein, or to cirrhosis of the liver. 

If it is associated with general anasarca, that is to say, with oedema of the legs, body, 
and face, perhaps even of the scalp, and possibly with other serous effusions, the probable 
cause is acute, or acute on chronic, Bright’s disease. 

If swelling and cedema of the legs were noticed first and the ascites followed, heart 
failure from one of the causes in Group V, or obstruction of the inferior vena cava above the 
hepatic veins, would be the most likely cause ; it is important to remember, however, that 
in the slighter cases, or in those of long standing, the patient is often uncertain which swelled 
first, his legs or his abdomen, and his statements on the point may be misleading. 

If jaundice is associated with the ascites, it points to some form of portal obstruction 
as the cause, either cirrhosis of the liver, or, if the jaundice is intense, to some actual pressure 
on the portal vein and common bile ducts, generally due to malignant disease. 

If enlargement of the liver is associated with the ascites this may be due to carcinoma, 
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sarcoma, cirrhosis, perihepatitis, syphilis of the liver, or to nutmeg change the result of 
backward pressure from chronic heart or lung disease. 

If the ascites is associated with multiple abdominal tumours it suggests tuberculous 
or malignant peritonitis, or in rarer cases hydatid disease. 

i. Diseases of the Peritoneum. 

Acute Non-suppurative Peritonitis is an acute inflammation of the peritoneum analogous 
to acute ‘simple’ pleurisy with serous effusion. One seldom speaks of ascites, however, 
in connection with acute infective peritonitis such as would lead to pus formation if laparo- 
tomy were not resorted to ; and it is difficult to draw a decided line between acute peritonitis 
in which the fluid should be called ascites, and other conditions of acute generalized 
peritonitis to which the term would not be applied. There are, however, cases in which 
acute serous effusion due to non-suppurative peritonitis occurs in acute and chronic Bright’s 
disease ; or acute tuberculous peritonitis almost simulating general suppurative peritonitis ; 
whilst pneumococcal and gonococcal peritonitis may be acute in onset, and yet take the 
form of an ascitic effusion, recovery occurring without the necessity for laparotomy. It js 
probably a question of the dose of the micro-organism that affects the peritoneum, and it is 
by no means impossible that, whereas the perforation of a gastric ulcer, duodenal ulcer, 
dysenteric, typhoid, or tuberculous ulcer of the intestines, or leakage from a pyosalpinx, an 
appendicular abscess, stercoral ulcer of the colon, or a perirectal or prostatic abscess, 
generally gives rise to acute general peritonitis which would prove suppurative if it were 
not operated on, the same conditions may in some cases lead to a slighter affection with 
a severe but non-suppurative ascitic effusion ending in spontaneous recovery. Whether 
laparotomy is indicated or not in any given instance must depend upon the individual 
circumstances of the case; but it is much safer for the patient to be operated upon for 
acute non-suppurative peritonitis of the type of which we are now speaking than for 
general suppurative peritonitis to escape operation. 

Simple Chronic Peritonitis is a chronic inflammation that is not tuberculous or malig- 
nant. It may follow simple acute peritonitis, but its two commonest causes are: a former 
tuberculous peritonitis from which the tubercies have disappeared ; and the chronic inflam- 
mation which results from repeated paracentesis abdominis for any other variety of ascites. 
The latter is important ; it sometimes happens, in a heart case for instance, that both ceedema 
of the legs and ascites have been prominent symptoms, paracentesis abdominis being indi- 
cated on account of the cardiac distress ; the tapping of the abdomen may have had to be 
repeated several times, and yet ultimately the cardiac compensation has been restored, 
the patient’s general condition becoming quite good and the cedema of the legs disappearing ; 
yet in spite of this general improvement, ascites may still persist and require further tapping 
at intervals. In such a case, whereas at first the ascites was due to backward pressure 
from the failing heart, it ultimately becomes due to chronic peritonitis, the result of the 
repeated tappings. It is usually associated with perihepatitis, which indeed is only one 
of the local manifestations of chronic peritonitis. Even when all inflammation has ceased, 
the great thickening of the peritoneum over the diaphragm, liver, and spleen may have 
blocked up those pores through which the peritoneal secretions naturally drain away, so 
that the fluid keeps on re-accumulating, and necessitates repeated tapping, which in some 
cases has been performed over three hundred times. The peritoneum becomes thickened 
generally, and the intestines bound down and matted together. There may be local or 
general abdominal distention, depending on whether loculi are formed or not by the adhe- 
sions. On account of the shortening of the mesentery and matting together of the intestines 
there may be dullness all over the abdomen, so that this form of ascites is particularly liable 
to be mistaken for ovarian cyst or tumour. Albuminuria is frequent on account of interfer- 
ence with the renal circulation, and there may even be a few tube casts ; there may or may 
not be actual renal disease, but this should not be diagnosed from the albuminuria unless 
there is also high blood-pressure, retinitis, or other confirmatory sign. Abdominal pain is 
generally slight, and although there may be vomiting or constipation, there is usually neither. 

Tuberculous Peritonitis——This is the most common cause of ascites in children. There 
are several varieties, of which the following may be distinguished :— 

1. The acute ascitic form, which may simulate acute general peritonitis due to perfora- 
tion of a viscus (see above). 

2. The peritoneum may be studded all over with miliary tubercles without any caseous. 
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masses. The physical signs are those of ascites without any abdominal tumour, and it is 
not difficult to mistake it when it occurs in an adult for cirrhosis of the liver or for malignant 
peritonitis, especially that form which is secondary to ovarian tumour. In a child, the 
occurrence of ascites without cedema of the legs at once suggests tuberculous peritonitis ; 
in an older person tuberculous peritonitis is much less common. 

3. The omentum may be contracted and thickened from infiltration with caseous or 
fibro-caseous material, and a hard abdominal tumour simulating an enlarged liver may be 
felt. It may be distinguished, however, by the resonant percussion note between it and the 
costal margin, and the liver edge may be palpable above and distinct from the omental 
mass which simulates it. Ascites in cases of this kind is generally less in amount than 
in the miliary tuberculous form. 

4. The intestines may be matted together and the adhesions thickened and infiltrated 
with tuberculous deposits, so that the peritoneal cavity may be divided into several loculi 
of fluid, the abdominal distention being not uniform, and paracentesis only removing part 
of the ascites. 

5. The mesentery may be thickened and contracted, and the intestines bound down 
to the posterior parts of the abdominal cavity, so that if there is ascites there will either be 
dullness all over the abdomen, or dullness in front with resonance in the flanks, suggesting 
ovarian cyst rather than tuberculous peritonitis. After paracentesis, a more or less defined 
irregular deeply situated tumour may often be felt. 

6. When the caseation affects the mesenteric glands in particular, multiple irregular 
tumours are felt, sometimes but not always associated with ascites. 

7. Occasionally local thickenings in the abdominal wall are to be felt as the result of 
subperitoneal inflammatory deposits, a condition which may often be mistaken for rigid 
contraction of the recti muscles or for disease of the parietes rather than of the peritoneum ; 
if, however, there is ascites at the same time, tuberculous peritonitis would be very 
probable, particularly in a child. 

It will naturally depend upon the acuteness of the tuberculous process whether there 
will be pyrexia or not, and whether there will be abdominal pain and tenderness. In the 
caseous varieties, whether of the glands, omentum, mesentery, or abdominal wall, pain and 
tenderness are the rule, and the temperature generally rises to 101° F. to 104° F. each 
evening. It is not at all uncommon in such cases for redness and cedema to develop round 
the umbilicus, and for a purulent discharge to occur from the latter, or for a feecal fistula to 
develop. The commonest cause for spontaneous fecal fistula of the umbilicus is tuberculous 
peritonitis. When the active tuberculous process has become quiescent there may still 
be ascites, though the temperature is subnormal. When paracentesis is performed, it is 
advisable to inject some of the fluid into a guinea-pig, to see if the latter develops general 
tuberculosis. The nature of the case may sometimes be suggested by the presence of tuber- 
culous lesions elsewhere in the patient’s body ; for instance, in the spine, kidney, a joint 
such as the hip or knee, glands in the neck, or lupus, though very often tuberculous peritonitis 
is the only objective lesion. 

_ Ascitic Fluids—1It has been stated that chemical analyses of ascitic fluid often afford material 
assistance in arriving at a diagnosis of its cause ; but in practice only the broadest conclusions can 
be drawn. The higher the specific gravity, the larger the percentage of albumin, and the greater 
the tendency to spontaneous coagulation, the more definitely can one conclude that the condition 
is an inflammatory exudate—e.g., specific gravity 1,025, twenty parts per thousand of albumin, 
with a spontaneous coagulation. The lower the specific gravity, the smaller the percentage of 
albumin and the more definite the absence of spontaneous coagulation, the more likely is the condi- 
tion to be a non-inflammatory transudate—e.g., specific gravity 1,005, five parts per thousand of 
albumin, and no coagulation. There are, however, many intermediate cases in which chemical 
investigation of the fluid leaves one in doubt as to whether the condition is inflammatory or not. 

It has also been stated that differential analyses of the proteids are helpful, notably as to 
whether there is more globulin or more albumin present ; but it is doubtful whether this really is so. 

Microscopical examinations are more valuable than chemical; the centrifugalized deposit 
should be examined under the high power; it may exhibit many leucocytes in inflammatory con- 
ditions, polymorphonuclear cells predominating in acute conditions, small lymphocytes in subacute 
or chronic affections such as tuberculo.is peritonitis ; peritoneal cells in cases of inflammation ; 
and occasionally the diagnosis is clinched by finding actual fragments of new growth or hydatid 
hooklets (Fig. 18). The deposits may also be stained for bacteria, and sometimes tubercle bacilli, 
streptococci, staphylococci, gonococci, or pneumococci may be found. When investigating ascitic 


fluid bacteriologically, however, it is probably better to resort to cultural or inoculation methods 
than to rely solely upon films prepared from the deposit. 
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Cancerous Peritonitis usually occurs in patients over forty, and the growth is practically 
always secondary. Primary carcinoma of the peritoneum is very rare, and it is usually 
colloid and not associated with ascites. In secondary cases the omentum may be thickened 
and infiltrated, the umbilicus fixed, the urachus palpably infiltrated, and nodules and masses 
may develop all over the peritoneum. Rapid emaciation and cachexia are the rule. A 
large quantity of fluid may be present, and if it is blood-stained at the first tapping this 
is very suggestive of malignant disease. 
Ascites may be the first and only evidence 
of growth, and it may be mistaken for that 
of tuberculous peritonitis or cirrhosis of the 
liver, especially when the abdominal disten- 
tion is so marked that no nodules can be 
felt. Hvidence of a primary growth should 
always be looked for with care, especially 
in connection with the stomach, pancreas, 
colon, rectum, or ovaries. Rectal examina- 
tion should never be omitted, and if need 
be the sigmoidoscope may be used. It 
should not be forgotten that useful indica- 
tion of intra-abdominal malignant disease 
is sometimes afforded by enlargement of 
the left supra-clavicular lymphatic glands 
by secondary deposits (Fig. 17). 


: : : Enl d 
There is one variety of secondary (stands 
5 ° mare . . . taining 
malignant peritonitis which merits special | secondary. 
growth 


mention—namely, that which may result 
from a proliferating papillomatous ovarian 
cyst. The malignancy of the latter is 
sometimes relative, so that although there 
may be thousands of papilloma deposits on 
the peritoneum, causing ascites that may 
need tapping scores of times at short in- 
tervals, there may be no other secondary 
deposits anywhere. The diagnosis may be 
made as the result of careful vaginal examination, or by finding fragments of the malig- 
nant papillomata in the ascitic fluid, or perhaps the case may be regarded as chronic 
_* simple’ peritonitis until the abdomen is opened. — * 

Hydatid Cysts in the peritoneal cavity may be primary, but more often they are 
secondary to hydatid disease of the liver. The malady is rare in this country, though 
commoner in Australasia and elsewhere. The patient is generally an adult and the diagnosis 
. is often obvious, though sometimes it may be very obscure. There 
may be a large globular tumour in the liver, rarely giving the 
typical hydatid thrill; there may be Eostnopniia (p. 219), and 
an investigation of the blood serum in special laboratories may 
show the specific hydatid serum reaction. In some cases in which 
there are hydatid cysts associated with ascites it is possible to 
make the diagnosis by rectal examination ; one has felt globular 
bodies about the size of grapes in front of the anterior rectal wall, 
and when these have been pressed upon to investigate them more 
fully, they have slipped away from under one’s finger through 
being pushed up into the ascitic fluid ; after waiting a moment the 
finger has felt them come back into Douglas’s pouch. Similar mobility of spherical masses 
in the ascitic fluid may be noted elsewhere—for instance, in an iliac fossa. The ultimate 
diagnosis depends upon the detection of hooklets (Fig. 18) in the fluid obtained by para- 
centesis or by laparotomy. It is important to bear in mind, however, that the absence 
of hooklets does not exclude hydatid disease, the cysts sometimes being sterile, and in that 
case not producing hooklets. 

Chylous Ascites is not in itself a specific malady, for there is more than one condition in 
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Fig. 17.—Enlargement of the left supraclavicular glands 
in a case of abdominal malignant disease (carcinoma of the 
sigmoid colon). 


Fig. 18.—Wehinococcal 
hooklets. 
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which the ascitic fluid may appear like milk. This may result from obstruction to the 
main abdominal lymphatics, particularly the receptaculum chyli and thoracie duct; or 
from their rupture after injury to the abdomen; more often the condition is associated in 
this country, in some way which is not fully understood, with the peritonitis of chronic 
Bright’s Disease, or of leukemia. The best known tropical cause for chylous ascites is 
Filaria sanguinis hominis with elephantiasis. In rare cases the secondary deposits of 
malignant disease may be such as to obstruct the thoracic duct, and so produce the 
chylous condition of the ascitic fluid. Chyluria may or may not occur at the same time. 
There are two types of chylous ascites, one in which actual chyle accumulates in 
the peritoneal cavity as the result of direct leakage from the thoracic duct or receptaculum— 
true chylous ascites ; the other in which the condition is in the main one of ascites, but the 
fluid becomes milky-looking from little-understood chemical changes taking place in it, 
particularly in the proteids. This is termed chyliform ascites, or pseudochylous ascites. 
There is much more real fat in the former condition than in the latter ; but chyliform ascites 


is commoner than true chylous ascites. The diagnosis between the two is afforded by 
chemical and microscopical analyses of the fluid obtained by tapping, the chief points of 


distinction being as follows :— 


Chylous Ascites. 


1. The fluid tends to accumulate very 
rapidly, and in consequence large volumes are 
removed at paracentesis. 

2. Generally yellowish-white in colour and 
less perfectly emulsified. 

3. Degree of opalescence more or less con- 
stant at suceessive tappings. 

4, Possesses an odour corresponding to the 
odour of the food ingested. 

5. Microscopically the fluid contains fine fat 
globules, but very few cellular elements. 


6. Generally shows a distinct creamy layer 
on standing. 


7. Specific gravity generally exceeds 1012. 
8. Depression of freezing point about 0°51° C. 
and approximating that for chyle. 


9. Total solids vary considerably, but usually 
exceed 4 per cent. 

10. The total protein content generally ex- 
ceeds 8 grams per cent, and of this the serum- 
albumin is the largest fraction, globulin occurring 
only in traces. 

11. Mucinoid substances absent. 

12. The fat content is generally high, varying 
from 0'4 to 4 per cent.. The fat corresponds 
in all its properties to the fat contained in food. 


13. Of the lipins cholesterol is invariably 
found, and lecithin only occurs in traces. 

14. No evidence of the presence of a lipin- 
globulin combination. 


15. The salts and the organic substances 
present approximate to the values found for 
chyle obtained from the thoracic duct. 


Chyliform Ascites. 


1. Collects more slowly, the volume of the 
fluid varying with the exciting pathological 
condition. 

2. In colour a pure milky-white solution in 
the form of an almost perfect emulsion. 

3. The opalescence generally increases or 
diminishes at successive tappings. 

4. Odourless. 


5. Microscopically the quantity of free fat 
is variable ; often numerous fine, highly refrac- 
tile granules are present, and these do not give 
the reactions for fat. Cellular elements may 
be numerous and often contain fat ; sometimes 
very scanty. 

6. A cream may or may not form, but does 
not affect the opalescence; a sediment fre- 
quently settles out. 

7. Specific gravity less than 1012. 

8. Depression of freezing point ranges from 
0°56° to 0°61°, and thus corresponds to the 
figures for blood serum. 

9. Total solids rarely exceed 2 per cent. 


10. The protein constituents vary between 
1 and.38 grams per. cent, and of these the 
serum-globulin occurs in appreciable quantities. 


11. Mucinoid substances present. 

12. The fat content is generally low, and it 
may be present in traces only ; in its melting and 
chemical composition it proves to be patho- 
logical fat. 

13. The most characteristic lipin is lecithin, 
though cholesterol is occasionally present. 

14. The lecithin is mainly combined with the 
globulin, and when present is the cause of the 
opalescence of the fluid. Such fluids resist 
putrefaction. 

15. The salts and organic materials correspond 
closely to those of lymph and serous fluids. 


ii. Obstruction to the Main Portal Vein.—This is most commonly due to enlargement 


of the portal lymphatic glands by secondary deposits of malignant disease ; it is common for 
the main bile-ducts to be obstructed at the same time, so that an increasing depth of jaundice 
accompanies the ascites: When there are masses of secondary growth in the liver associated 
with jaundice, or ascites, or both, it is seldom that the hepatic masses are themselves respon- 
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sible for the symptoms, these being more often due to the associated deposits in the portal 
lymphatic glands. The diagnosis is made on discovering a primary growth, more often a 
carcinoma than a sarcoma. It is much rarer for the lymphatic glandular enlargement to be 
lymphadenomatous, tuberculous, or due to lymphatic leukemia. If ascites were a promi- 
nent symptom in any of these conditions, it would be regarded as consequent on affection 
of the peritoneum rather than on obstruction to the portal vein, unless there were deepen- 
ing jaundice at the same time. In the latter case malignant disease would be simulated. 
General enlargement of the lymphatic glands in the axillz, groins, and neck, with or without 
evidence of enlargement of those in the thorax or abdomen, together with enlargement of 
the spleen, would suggest either lymphadenoma or lymphatic leukemia ; the absence of 
positive blood changes would render the former more likely, for in lymphatic leukemia there 
is more or less considerable leucocytosis with a great relative increase in the small lympho- 
cytes up to 90 per cent or more (p. 25). Only in very rare cases do tuberculous portal 
glands cause ascites, and-when they do the diagnosis must be one of guess-work only, unless 
in association with definite tuberculous peritonitis there were jaundice suggesting obstruction 
to the common bile-duct and to the portal vein at the same time. 

Thrombosis of the portal vein may be suppurative, in which case there is no ascites, but 
a pyrexial condition with rigors and possibly jaundice, diagnosed as a rule only when there 
has been some definite inflammatory focus in the portal area, such as appendicitis, which 
might lead to infection of the portal vein. Primary thrombosis of the portal vein is rare, 
and its diagnosis can seldom be more than guessed at. It leads to marked ascites, possibly 
with simultaneous increase in any tendency there may be to piles, and without evidence of 
tuberculous or malignant disease of the peritoneum or cirrhosis of the liver. It is by a 
process of exclusion that the diagnosis of portal vein thrombosis might be arrived at, 
especially if the ascitic fluid withdrawn by paracentesis, when examined chemically, were 
found to contain a relatively very high proportion of coagulable proteids without any par- 
ticular tendency to spontaneous coagulation, and without those polymorphonuclear cells 
or lymphocytes that would be found if the high percentage of proteid were due to the 
ascites being inflammatory. 

Tumours of adjacent organs seldom obstruct the portal vein enough to cause ascites 
without presenting other symptoms which suggest the diagnosis. Sometimes, however, 
unless the tumour can be felt, great difficulty may be experienced in determining the nature 
of the case. Carcinoma of the pancreas may be accompanied by glycosuria and the passage 
of fatty stools, together with deepening jaundice, progressive enlargement of the gall-bladder, 
and a positive CAMMIDGE’S PANCREATIC REACTION (p. 100). On account of the relation of 
the tumour to the aorta, marked transmitted pulsation may be felt in it, and by inflating 
the stomach it may be demonstrated that the tumour lies posterior to the latter. Renal 
_ tumours may be difficult to distinguish from enlargement of the liver when they are big ; 
but they are generally associated with ALBUMINURIA (p. 4), Hamaturia (p. 275), or 
Pyuria (p. 574). Carcinoma of the stomach, duodenum, colon, or suprarenal capsule 
would be suggested by the position of the mass, or by the gastric or intestinal symptoms ; 
if there were ascites accompanying them, it would generally be due not to the primary 
tumour, but to secondary deposits either in the peritoneum or in the portal lymphatic glands. 

Aneurysm of the hepatic artery is a pathological curiosity, though in recorded cases it 
has produced ascites and jaundice. The commonest cause of aneurysm of the hepatic artery 
is fungating endocarditis with embolism. 

iii. Diseases of the Liver.—Cirrhosis of the Liver——When ascites is due to this the 
diagnosis is sometimes easy on account of the history of chronic alcoholism, and possibly 
of former hematemesis, melena or jaundice. There may also be acne rosacea and 
telangiectases on the cheeks, or even a bottle-nose, a furred and tremulous tongue, a 
history of morning sickness, cramps in the legs at night, nausea, loss of appetite especially 
for breakfast, epistaxis, perhaps the presence of distended veins round the umbilicus, 
hemorrhoids, enlargement of the liver, the surface of which is hard and rough and the edge 
irregular and perhaps beaded, enlargement of the spleen, icteric tinge of the conjunctive, 
and a peculiarly sallow, slightly pigmented facies, which is almost characteristic in the later 
Stages of the malady. Cirrhosis is a slowly progressive disease sometimes extending over 
twenty years or more, producing a large, smooth, unilobular cirrhotic liver with jaundice 
and a tendency to hematemesis in its earlier stages ; but later a small liver in which, in 
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addition to the unilobular fibrous tissue, there has developed a much coarser multilobular 
meshwork which, by progressive contraction, has led to the previously large, smooth organ 
becoming smaller, rougher, and harder, until it may sometimes be so small as to be no longer 
palpable. Only in the very last stage does it produce ascites. People have been known to 
be total abstainers for as long as eighteen years or more after the first symptoms of cirrhosis 
have developed, and yet to die with a granular, contracted, * hob-nail’ liver and ascites. 

Perihepatitis —A case of cirrhosis of the liver seldom survives long after it has first 
become necessary to tap the abdomen, and when paracentesis abdominis has to be performed 
more than once or twice in a case supposed to be cirrhosis, this points to the diagnosis being 
wrong, the case being one, not of cirrhosis, but of perihepatitis. This is not always so, how- 
ever, for it happens sometimes that even when the ascites was originally due to cirrhosis, 
the repeated tapping produces perihepatitis, the greatly thickened capsule of the liver 
being the result of multiple tappings for what was at first cirrhotic ascites. It is exceedingly 
difficult to be certain of the diagnosis of simple perihepatitis ; the condition is really only part 
of a chronic peritonitis. The capsule of the liver becomes much thickened, and it contracts 
and distorts the organ, and rounds the edge, or else turns it up or under, in a way which is 
characteristic. It is only if this curled-under or turned-up edge can be detected that the 
diagnosis of perihepatitis can be made with certainty. Syphilis is possibly the cause of the 
malady in some cases. 

Ascites associated with carcinoma or sarcoma of the liver is usually accompanied by 
intense jaundice, and there is always doubt as to whether these symptoms are not due 
rather to coincident affection of the portal lymphatic glands than to the deposits in the liver 
itself. The latter becomes much enlarged, very hard, the edge often coming well below the 
umbilicus. Probably the largest livers that occur are due to secondary carcinoma or sar- 
coma. They may reach a weight of 22 Ib. or more. Besides being very hard, the liver may 
be tender, and umbilicated nodules may be felt on its surface. Primary growth of the liver 
is exceedingly rare, and though it leads to progressive and deepening jaundice, it does not 
often produce ascites. Secondary growth is so much more common, that it is important to 
look for the primary growth elsewhere with great care before primary growth in the liver is 
diagnosed. Retinal and rectal examination should not be omitted ; and Cammidge’s pan- 
creatic reaction (p. 100) should be tested, in case the primary growth be in the pancreas. 

Syphilis may produce local peritonitis over a gumma; it may also lead to general 
chronic peritonitis and thus to ascites. The diagnosis is made upon the history, upon the 
signs of syphilis elsewhere, and upon Wassermann’s serum reaction. 

Hydatid disease of the liver seldom of itself causes ascites, though it may be associated 
with coincident affection of the peritoneum with ascites (p. 49). 


We may now pass on to consider those cases in which, if the history is correct, there has 
been swelling of the legs before, or at any rate not later than, swelling of the abdomen ; and 
if one follows the classification as given on pages 45 and 46, one comes next to :— 

iv. Obstruction of the Inferior Vena Cava above the Hepatic Veins.—This is rare, 
and will seldom be diagnosed unless there is either (1) clear evidence of extension of throm- 
bosis to the inferior vena cava from a previous thrombus in one leg, associated with exten- 
sion of cedema up the back, followed by albuminuria and perhaps hematuria when the 
renal veins are involved, and then by ascites, together with varicose distention of the 
abdominal veins and reversal of the blood-stream in them: or (2) a history or the physical 
signs of chronic mediastinitis, which generally results from recurrent attacks of pleurisy 
and pericarditis, especially rheumatic, or of intrathoracic new growth, which is distinguished 
from chronic mediastinitis by the shorter history and by the w-ray appearances. (Mig. 42, 
p.105.) (See VEINS, VARICOSE THORACIC, p. 750; and VEINS, VARICOSE ABDOMINAL, p. 748.) 

v. Chronic Failure of the Right Side of the Heart (Backward Pressure).—Ascites 
as the result of backward pressure in chronic heart and lung disease is nearly always preceded 
by swelling and cedema of the legs. Careful examination of the heart and lungs, a history 
of acute rheumatism, or of recurrent winter cough, or an abundant and offensive periodic 
expectoration, may suggest valvular disease of the heart, chronic bronchitis and emphysema, 
or fibroid lung with or without bronchiectasis, to account for the ascites. Nutmeg liver 
also results in these cases, the enlargement varying with the degree of heart failure, the 
surface of the organ being smooth, sometimes pulsating synchronously with the heart, 
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tender, with a well-defined edge which may reach below the level of the umbilicus in the 
right nipple line. The urine is apt to contain albumin, and when the heart failure has 
reached an advanced degree it may be exceedingly difficult to say whether it is due to primary 
valvular disease, primary lung disease, primary kidney disease, primary arterial disease, 
or to primary affection| of the muscle of the heart. The importance of casts in the urine 
in the differential diagnosis has been referred to under ALBUMINURIA (p. 6), where the 
significance of the blood-pressure, of retinal changes, and so forth, are also discussed. 

The valvular heart lesion most apt to be mis-diagnosed in connection with ascites is 
mitral stenosis; for by the time the heart failure has reached a sufficient degree to cause 
ascites, characteristic bruits, especially the presystolic, become no longer audible in many 
eases. The heart beats very rapidly and irregularly, no bruits may be audible at all. Mitral 
stenosis may still be suggested by the characteristic appearance of the face, with its yellowish 
pallor of the forehead, and around the nose and mouth, with bright or dark red coloration 
of the lips and over the malar bones and upper portions of the cheeks ; or by the history of 
acute rheumatism or chorea, though absence of such a history by no means excludes valvular 
heart disease. It may, however, be impossible to say whether there is mitral stenosis or 
not until the patient has been kept in bed, given digitalis, and watched for a week or more, 


until there is some degree of recovery of the cardiac compensation ; by which time the 


characteristic bruits of mitral stenosis very often return with the increasing force of the 
heart’s beat. 

Some of the hardest of heart-failure cases to diagnose with certainty are those due to 
chronic affections of the myocardium or to adherent pericardium. In each case the diagnosis 
is arrived at mainly by a process of exclusion. Chronic myocardial degeneration seldom 
occurs in young people, or at any rate it is much commoner in middle life and later. The 
symptoms are those which are common in all varieties of chronic heart failure (p. 418), what- 
ever the cause of the latter. There may or may not be the systolic bruit of mitral regurgita- 
tion, or an aortic systolic bruit due to atheroma of the aortic valves, but upon the whole 
the physical signs do not suggest valvular disease ; the urinary changes and the absence of 
casts do not suggest nephritis or granular kidney ; the blood-pressure may not suggest 
arteriosclerosis ; the lung signs do not suggest bronchitis and emphysema, or fibroid lung : 
so that some myocardial affection is all that is left to diagnose. If there is a history of the 
drinking of much alcohol, particularly beer, primary alcoholic heart may be suspected, though 
this is less common in England than in Germany. Fatty superposition would be suggested 
if there was general obesity with shortness of breath on ordinary exertion ; whilst overload- 
ing of the surface of the heart seldom occurs without some fatty infiltration at the same time. 
Fatty degeneration is more likely after a long febrile illness, or chronic poisoning by phos- 


_ phorus, arsenic, or lead, or by the hypothetical toxins of severe anzemias, such as pernicious 
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or aplastic anemia. Fibroid heart is very difficult to distinguish from fatty heart, but it is 
the more likely in a syphilitic patient, particularly if the patient is not obese and if there 
is syphilitic aortic regurgitation or angina pectoris. : 
Adherent pericardium is not in itself an explicit term, for there are three different condi- 
tions which come under the one heading ; there may be (1) Adhesions between the parietal 
and visceral layers of the pericardium; (2) Adhesions between the parietal pericardium 
and the structures around it, particularly the pleurz, diaphragm, and chest wall; or (8) 
Adhesions both of the parietal to the visceral layer of pericardium and of the parietal layer 
to the structures outside it—really a form of chronic mediastinitis. It is clear that the 
physical signs will differ according to which of these three things has happened. That 
which ought to be implied strictly by the term adherent pericardium is adhesion of the 
parietal to the visceral layer, without any other adhesions whatever, and of this condition 
there are no positive physical signs at all, nor need there be any symptoms. The diagnosis 
is generally made by guess-work, the patient being known to have had pericarditis, or being 
suspected of having had it because of having suffered from acute rheumatism with severe 
complications, and the heart now being found much larger than it ought to be in proportion 
to the apparent valvular disease as indicated by the bruits. It is common, however, for the 
parietal and visceral layers of pericardium to be universally adherent without the heart 
being big, and without there being any ill effects at all, the condition being met with post- 
mortem in patients who die of something quite different. It is only when the parietal layer 
has become adherent to the visceral layer when the heart was already dilated at the time of 
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the pericarditis that symptoms subsequently accrue, the result rather of the inability of the 
already big heart to maintain sufficient hypertrophy than of any intrinsic interference 
with its action by the adherent pericardium itself. It quite often happens, indeed, that 
when there has been rheumatic myocardial affection without pericarditis, the big heart that 
results is out of all proportion to the valvular disease, and yet in the post-mortem room no 
abnormality of the pericardium is found. 

The following points in connection with heart disease in children are as true as most 
aphorisms : mitral stenosis is almost unknown before puberty, whatever the bruits that 
suggest it ; heart disease never proves fatal before puberty unless as the result either of the 
severity of the acute inflammation of valves, muscle, or pericardium, or else from adherent 
pericardium. Fatai mechanical failure of the heart before puberty in a patient who presents 
no symptoms of rheumatic reinfection points to adherent pericardium. 

Adhesions between the parietal pericardium and the structures outside it, without any 
adhesion between the parietal and visceral layers within the pericardium, are exceedingly 
common, generally resulting from former pleurisy. The former inflammation must have 
extended outside both the pericardium and the pleure, so that it was really a mediastinitis ; 
but clinically the condition is seldom spoken of as mediastinitis, because it is of very little 
importance, and in itself produces no symptoms ; the physical sign which might suggest it 
is deficiency in the movement of the position of the cardiac impulse to the left or to the right 
as the patient rolls from one side to the other. 

The third variety of adherent pericardium, namely that in which there are adhesions 
between the parietal and visceral layers and between the parietal layer and the chest wall, 
pleurze, and other structures outside it, is really a combined condition of adherent pericar- 
dium and mediastinal adhesions which, when an extreme degree is reached, becomes what 
is known as chronic mediastinitis. Here again, it is possible for neither symptoms nor 
physical signs to present themselves, the condition being found unexpectedly in the post- 
mortem room. It is this condition which is generally diagnosed under the name of adherent 
pericardium. There will be a history of former pericarditis, pleurisy, or both, probably 
rheumatic. The heart will be large out of all proportion to any valvular disease that is 
present, without there being other obvious cause for its hypertrophy and dilatation, such as 
nephritis, arteriosclerosis, hard work, alcoholism, fatty or fibroid heart, or chronic lung 
disease. If the parietal pericardium is adherent both to the pleure and to the diaphragm— 
particularly the latter—there will very likely be retraction of the lower left ribs posteriorly, 
synchronous with the heart-beat ; it is this physical sign—systolic retraction of the lower 
left ribs—which is generally regarded as pathognomonic of adherent pericardium ; it is 
really evidence, of course, of adhesions outside rather than within the pericardium. The 
sign needs to be looked for with some care; the observer watching the posterior profile 
of the left chest from the patient’s left side, small movements obviously due to cardiac and 
not respiratory action are to be seen in the ninth or tenth intercostal space in the line of 
the angle of the scapula, or just outside this; irregularity in the heart’s action often render- 
ing these visible only now and then—perhaps only when a strong heart-beat happens to 
coincide with the most favourable phase of respiration. The sign, however, is far from 
uncommon. Another physical sign which is regarded by some as indicative of general 
pericardial adhesions, is an ingoing impulse in the third or fourth intercostal space half-way 
between the left nipple and the left border of the sternum, synchronous with an outgoing 
impulse nearer the apex, giving an oscillating or see-saw appearance to the precordial 
region—some of the intercostal spaces moving inwards at the same time as others move 
out with the heart-beat. As a matter of fact, the probable explanation of the ingoing 
movement nearer the sternum when the part of the heart which is nearer the apex causes 
the ordinary outgoing impulse, is the visible withdrawal of the hypertrophied right ventricle 
as it contracts. This see-saw appearance in the precordial region is indicative therefore 
of great hypertrophy of the right ventricle ; it does not indicate what is the cause of this 
hypertrophy, though amongst its causes would be adherent pericardium. A _ similar 
appearance is often seen in cases of extreme mitral stenosis of long standing, even when 
there is no adherent pericardium. 

Bright's Disease may produce ascites in more ways than one; the effusion may for 
instance, simply be part of a general anasarca, the accumulation of the ascitic fluid in the 
peritoneal cavity corresponding precisely with its accumulation in the subcutaneous tissues ; 


ATAXY . 55 


or the Bright’s disease may lead to acute or chronic peritonitis of the types described above ; 
or, especially in chronic cases associated with pale or red granular contracted kidneys, there 
may be failure of the dilated and hypertrophied heart, with ascites, which may be very 
difficult to distinguish from that of primary heart disease ; especially as the greater part of 
the associated albuminuria is now the result of the heart failure rather than of the renal 
sclerosis ; and casts may seem unduly few in proportion to the albumin. If the blood- 
pressure is very high the diagnosis is more likely to be arteriosclerosis or granular kidney 
than primary heart-failure, though, curiously enough, the blood-pressure is generally above 
normal in heart-failure from any cause, even when the pulse is as irregular and feeble as it 
often is in the late stages of mitral stenosis. This terminal rise of blood-pressure in heart 
cases probably results from the partial asphyxia. 

Severe Anzmias often cause ascites, but they do not give rise to much difficulty in 
diagnosis, because the sub-acute or chronic peritonitis which is the cause of the ascitic 
exudate in these cases arises, as a rule, comparatively late in the disease, after the diagnosis 
has been made on other grounds, by blood-counts and otherwise. (See ANaMIA, p20; 
SPLEEN, ENLARGEMENT OF, p. 628 ; LympHatic GLAND ENLARGEMENT, p- 376.) One need 
not do more here than refer to the huge enlargement of the spleen without lymphatic elan- 


dular enlargement, and the great leucocytosis with a large portion of myelocytes, in spleno- 


medullary leukemia; the considerable leucocytosis, the enlargement of the lymphatic 
glands and probably of the spleen, and the great relative increase of the small lymphocytes, 
in lymphatic leukemia ; the enlargement of the lymphatic glands and of the spleen, and the 
absence of any positive blood changes, beyond anemia of the chlorotic type without leuco- 
cytosis, in Hodgkin’s disease; the enlargement of the spleen, the absence of lymphatic 
glandular enlargement, and the occurrence of a progressive and ultimately severe anzemia, 
of the simple chlorotic type without leucocytosis, but with an occasional myelocyte and 
basophile corpuscle, in splenic anemia (which often, as the course of the disease goes on, 
turns out to be cirrhosis of the liver); the profound anemia and the high colour-index 
without leucocytosis, in pernicious anemia; the severe anemia suggestive of pernicious 
anemia, but with a persistently low colour-index, in aplastic anemia; and the splenic 
enlargement with profound chlorotic anamia without leucocytosis, in pseudo-leukceemia 
irfantum. Herbert French. 


ATAXY is the term used to describe voluntary movements which are imperfectly 
controlled or co-ordinated. It is displayed in its simplest form by infants under the age 
of one year. In pathological states, it is often a symptom of great diagnostic importance ; 
but before its value as a localizing sign of disease can be utilized, it is necessary to 
appreciate broadly the physiological mechanism by which co-ordination is brought about, 
and the possible situations where a lesion is able to disturb the smooth working of that 
mechanism. For the proper co-ordination of voluntary movement, impulses from the 
muscles, tendons, joints, and skin of the part which is moved must reach the brain. These 
impulses are of two kinds :— 


1. Sensory afferent impulses which are carried to the cerebrum by way of the peripheral nerves, 
the posterior columns of the cord, the fillet, and finally from the basal ganglia to the cortex in the 
neighbourhood of the motor area. These impulses cross from one side of the body to the opposite 
hemisphere, the crossing taking place in the medulla. 

2. Non-sensory afferent impulses, so-called because they never reach consciousness, pass 
from the peripheral structures concerned in movement, by way of the peripheral nerves and the 
ascending cerebellar tracts of the cord, to the cerebellum, and principally to the cerebellar lobe of 
the same side of the body. In some manner which is not perfectly understood, but in which preser- 
vation of muscular tone is probably concerned, the co-operation of the cerebellum is required if 
movements initiated in the motor area of the cerebrum are to be carried out in a co-ordinate manner. 


Not only must these two sets of impulses reach the brain, but the parts of the brain, 
cerebral and cerebellar, which form their destination, must also be intact if voluntary 
movement is to be carried out with accuracy and co-ordination. 

From the clinical point of view it is necessary to ascertain in the first place whether a 
patient is ataxic, and in the second whether the ataxy can be attributed to the loss of the 
sensory or non-sensory afferent impulses. In some cases the ataxy is obvious ; in others 
it can be detected only by the careful application of certain tests. For instance, a patient 
may walk into a well-lighted room with perfect ease and without anything remarkable 
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in his gait, but if he is asked to walk along a line, placing one foot exactly in front of another, 
he may at once display his lack of co-ordination. Such ataxy is just as important from a 
diagnostic standpoint as the imperfect attempts of an advanced tabetic patient to walk 
even when supported by companions on either side. It is the quality and not the quantity 
of a defect which gives the needed information. ; 

The co-ordination of movements performed by the upper extremities must also be 
investigated with the same care. The patient may handle his stick in quite a natural 
manner, but if asked to unbotton and button his coat, to touch the tip of his nose with the 
tip of his finger, to write, etc., he may fail to convince the observer that his control of fine 
movements is up to the normal standard. 

Having ascertained the existence of ataxy, the next step is to decide whether it, 1s 
dependent on the loss of sensory or non-sensory afferent impulses, or on the imperfect 
function of the cerebrum or cerebellum. If the ataxy is due to loss of sensory impulses, 
it will be increased by the loss of visual impulses brought about by closing the eyes. It 
will also be possible to demonstrate the loss of sensory impulses by asking the patient to 
describe the position of a limb with his eyes closed after it has been moved by the observer. 
When these two tests are positive, it may safely be assumed that the lesion affects the first 
set of impulses or their cerebral destination. 

If, on the other hand, the ataxy is uninfluenced by closing the eyes and the patient 
is perfectly accurate in describing the position of his limbs, it is probable that the cerebellar 
tracts are at fault, or the cerebellum itself. 

For further localization of the lesion in any particular case it will be necessary to take 
into account concomitant phenomena. 

Interference with the passage of impulses necessary for proper co-ordination may be 
provoked by lesions in (1) The peripheral nerves ; (2) The spinal cord; (3) The brain-stem ; 
(4) The cerebrum ; and (5) The cerebellum. Let us now consider the effect of lesions in these 
different regions, and the diagnostic evidence as to their localization afforded by ataxy. 

1. Peripheral Nerves.—aA severe lesion of a peripheral nerve must lead to ataxy of 
movements performed by the muscles to which it is distributed ; severe lesion will also 
paralyze the muscles, however, and thus prevent any ataxy being demonstrated. Less 
severe lesions, such as occur in slight cases of peripheral neuritis, allow of some voluntary 
movement, so that ataxy becomes demonstrable. Thus a case of peripheral neuritis of 
alcoholic or diphtheritic origin may show impaired strength, together with ataxy in all 
four limbs. The diagnosis of a peripheral nerve affection in such a case will depend on 
the following points: In the first place, the symptoms will be found to be symmetrical, 
and in the affected limbs the impairment of strength will be most marked in the extensors 
of the wrists and ankles. Secondly, slight anesthesia to cotton-wool may be detected 
over the glove and stocking areas. With regard to pain (p. 606), there may be blunted 
cutaneous sensibility to the prick of a pin over the same area, but almost constantly, deep 
pressure on the affected muscles will establish the fact that these tissues are abnormally 
sensitive. This is a most important point in diagnosis, because it strikes an essential 
distinction ‘between cases of ataxic peripheral neuritis, sometimes described as pseudo- 
tabes, and cases of true spinal tabes, in which it is an almost invariable rule to find 
diminution or loss of painful sensibility on squeezing the muscles. In the third place, the 
tendon reflexes will be markedly diminished or completely absent, while the plantar reflexes 
will probably be unobtainable. Finally, the use of electrical currents upon the muscles 
will show that the response to faradic currents is materially lessened or abolished, and that 
the contraction excited by the make and break of the galvanic current may be of the slow, 
worm-like type so characteristic of the reaction of degeneration (p. 582). 

The ataxy of peripheral neuritis has in itself no reliable characteristic to distinguish 
it from ataxy due to spinal disease. That it is due to a lesion of the peripheral nerves is 
concluded not from the nature of the ataxy, but from the presence of other symptoms 
also referable to interference with the functions of the nerves. The gait is unsteady, and 
the patient keeps his legs apart in order to lessen the tendency to lose his balance. The 
clumsiness of the upper extremities may be demonstrated by his inability to bring the 
first finger of one hand accurately into apposition with that of the other, or to touch the 
tip of his nose with either. Both the unsteadiness of gait and the awkwardness of the 
fingers are exaggerated if he attempts to walk, or carry out movements with his hands 
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when his eyes are closed. A tendency to high-steppage will be noticeable in walking if, 
in addition to the ataxy, there is well-marked paresis of the dorsiflexors of the ankles. In 
such a case the patient is obliged to lift the feet to an unusual height in order to clear the 
ground. 

2. Spinal Cord.—The ataxy due to disease of the spinal cord is seen best in tabes 

dorsalis, in which malady degeneration of the posterior column ascending tracts occurs 
early, and in which, consequently, the patient does not receive the normal impulses from 
the muscles, tendons, and joints so necessary for the preservation of his sense of position 
and movement. Contrary to popular ideas, gross ataxy is met with only in a small pro- 
portion of the cases of this disease, and it is often necessary to apply delicate tests to 
demonstrate its presence. The patient’s gait may not be remarkable in good daylight, 
but he may complain of its uncertainty in the dark, or he may be obviously ataxic with his 
eyes closed. Another patient may have noticed nothing amiss with his walking in the 
ordinary way, but if he is asked to follow a line on the floor, placing one foot exactly in 
front of the other, his impaired power of balance will become apparent, especially if he is 
directed to accomplish this test with his head raised and his eyes fixed on something in 
front of him instead of upon his feet. 
In cases of moderate ataxy the gait and stance of the patient are remarkable for the 
wide base he assumes, and his tendency to guide his feet by means of his vision. Romberg’s 
sign can be obtained easily. This sign is not diagnostic of tabes, as is so often assumed, 
but is merely used for the purpose of ascertaining whether the removal of visual impulses 
will convert a condition of stability into one of instability. Many if asked to describe 
Romberg’s sign, reply, ‘‘ You direct the patient to put his feet together and close his eyes ; 
if he sways or falls, the sign is present.” This is obviously incorrect, because the patient 
may sway even before his eyes are closed. In order to test a patient for this sign, he must 
be directed to stand with his feet as near together as he is able to do with steadiness, and, 
having established his stability in that position with open eyes, he must be told to close 
the latter. If he sways or tends to fall, it is clear that he had been depending on his visual 
impulses, and that, without their aid, the impulses derived from his legs and trunk were 
insufficient for the preservation of his equilibrium. We have in this test, therefore, a 
valuable method of ascertaining whether the function of the posterior columns is being 
carried out normally. 

To judge from the descriptions given in some text-books, the typical gait of tabes is 
one in which the legs are thrown into the air and the feet brought to the ground with a 
more or less noisy stamp. As a matter of fact, this type of gait is seen only in a small 
proportion of cases, and is rarely observed except when the patient is depending for support 
either on a couple of sticks or on one or two attendants. In other words, he has become 
so ataxic that he cannot walk unsupported, and, being supported, he no longer attempts 
to control the exuberance of his leg movements by means of his sight. 

Tabetic ataxia in its moderate and extreme degrees can be demonstrated when .the 
patient is at rest in bed, by asking him to carry out accurate movements with his hands 
and feet, with and without the aid of his vision. In slighter degrees the fact that the ataxia 
is dependent on interference with his sense of position and movement may be proved by 
asking him to describe the position of a finger or toe which the observer moves in different 
directions. Sometimes it is as well in testing this sense in one limb to ask the patient to 
place the corresponding limb in the same position, when the error will be made more obvious. 

The diagnosis of tabes cannot be made from the character of the ataxy alone, since in 
other diseases, such as Friedreich’s ataxy, disseminated sclerosis, or combined degeneration 
of the cord, there is or may be sclerosis of the posterior columns resulting in similar 
inco-ordination. It is important, therefore, to remember that in tabes the posterior roots 
are affected also, and that there is very often some interference with other afferent impulses, 
especially those which convey sensations of pain from the muscles and skin, and those 
which are concerned with the deep reflexes and the maintenance of muscular tone. Thus, 
in this disease one of the earliest symptoms is relative analgesia to pin-pricks and to deep 
pressure on the muscles in the lower extremities ; at the same time it must not be forgotten 
that the tabetic phenomena may be limited to the upper extremities (cervical tabes). 

In Friedreich’s atawy, disseminated sclerosis, and other spinal disease, as well as in some 
cases of tabes, the ataxy due to the lesion of the posterior columns may be complicated 
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and intensified by the fact that there is also interference in the path of the non-sensory 
afferent impulses, which pass from the extremities to the cerebellum vid the ascending 
cerebellar tracts in the spinal cord. If this form of ataxy is present, the help which the 
patient derives from vision for the purpose of controlling his inco-ordinate movements is 
largely discounted, and he may be as ataxic with open as with closed eyes. 

In some lesions, such as those resulting from syringomyelia or new growths, only one 
side of the cord may be affected, and a Brown-Séquard form of paralysis be exhibited (p. 487). 
If the paralysis is not complete, some ataxy may be observed in the paretic limb. 

3. The Brain-stem.—Lesions of the medulla, pons, or crura may produce ataxy if 
they interfere with the passage of either sensory afferent impulses to the cerebrum or non- 
sensory afferent impulses to the cerebellum. The cerebellar impulses can be interfered | 
with only at the medullary level ; that is to say, before they have passed into the cerebellum 
vid the inferior peduncle. A good example of hemiataxia of this origin is afforded by any 
case of thrombosis of one posterior inferior cerebellar artery. This uncommon condition 
affects the structures on one side of the medulla, and is characterized by hemiataxia of the 
homolateral limbs, together with loss of sensibility to pain, heat, and cold, on the contra- 
lateral side. The ataxy is of the cerebellar type; that is to say, it is not associated with 
loss of sense of position and movement in the affected limbs, and is little influenced by 
closure of the eyes. Above the medulla, lesions which are capable of producing ataxy by 
interfering with the sensory impulses from the muscles, joints, and tendons, usually cause 
paralysis of the same parts, so that the co-ordination is more latent than real, and therefore 
of little diagnostic importance. 

4. The Cerebrum.—From the basal ganglia to the cortex, the path of the afferent 
impulses necessary for co-ordinate movements lies near to that of the efferent impulses 
from the motor area, and it is only rarely that lesions affect the sensory fibres and leave 
the motor intact. Every now and then, however, a patient complaining of loss of use of the 
limbs on one side, is found on examination to be suffering from impaired sense of position 
and movement in those limbs rather than from paralysis. His co-ordination may be fairly 
good so long as he can utilize his vision, but with closed eyes he has no notion of the position 
of his arm or leg, and no knowledge of the nature of objects placed in his hand (astereognosis). 
This may even be the case when other sensory stimuli, such as those of touch, pain, and 
heat, are appreciated perfectly. A similar condition may be observed during recovery 
from a slight hemiplegic ‘ stroke,’ the patient displaying a degree of clumsiness and 
awkwardness with his fingers quite out of proportion to his loss of voluntary power. A 
process of re-education for finer movements, similar to the education of early life, is necessary 
before he is able to overcome this form of ataxy. 

Ataxic movements are not uncommon in the subjects of infantile hemiplegia. The 
hand on the affected side may be permanently clumsy and incapable of carrying out the 
delicate manipulations necessary for writing, sewing, etc. In other cases all voluntary 
efforts are interfered with by the constant presence of involuntary movements of an 
athetotic, choreiform, or tremulous character, sufficient to prevent their attaining any 
dexterity. 

Whatever the nature of the lesion, cerebral ataxy is generally characterized by its 
hemiplegic distribution, and by its increase when the eyes are closed; generally the loss 
of impulses subserving the sense of position and movement, and often of other sensory 
impulses, can be demonstrated by suitable tests. 

5. The Cerebellum.—Cerebellar ataxy may be unilateral, as in some cases of tumour 
of one lateral lobe, or bilateral, as in the acute cerebellar atawia of children due to encephalitis. 
In unilateral cases the ataxy is most marked on the same side as the lesion, and is associated 
with hypotonia and some paresis of the affected limbs. On the other hand, it is important 
to note that the reflexes on the affected side are normal, that the ataxy is not accompanied 
by any loss of sense, of position and movement, and that closure of the eyes does not 
materially increase the patient’s disability. The ataxy often differs from that due to 
disease of the posterior spinal column in that it is complicated by vertigo. This may take 
the form of a sensation of rotation on the part of the patient, or of rotation of surrounding 
objects, sometimes of both. The vertigo and the ataxy are generally much less noticeable 
in the recumbent position. The cerebellar gait resembles that of a drunken man; the 
patient reels from side to side, with a general tendency to deviate or fall to the side of the 
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lesion if only one lobe is affected. He is unable to balance himself properly on the homo- 
lateral foot, and his manual dexterity is impaired, so that he may be unable to feed or 
clothe himself. The ataxia is not always limited to the trunk and limbs, but may affect 
the tongue, lips, palate, and vocal cords, so that their movements may be controlled 
imperfectly, and a characteristic * cerebellar articulation’ attracts attention. Finally, a 
lesion of the cerebellum sufficient to cause ataxy nearly always causes nystagmus also, 
which, in disease of one lobe, is more marked during deviation of the eyes to that side. 
6. Hysterical Ataxy.—Ataxy is sometimes hysterical, and may then be the only 
disorder of function exhibited by the patient, or may be associated with hysterical hemi- 
plegia, paraplegia, hemianesthesia, etc. The diagnosis depends partly upon the absence 
of signs of organic disease, partly on the presence of other hysterical stigmata, and partly 
- on its character. For example, we may cite the case of a boy who, when lying in bed, was 
able to feed himself and to carry out all movements of his upper and lower limbs with 
perfect accuracy, but who, when placed on his feet and told to walk, displayed the wildest 
inco-ordination and loss of equilibrium. It was noticeable, however, that he always reached 
some chair or bed on which to collapse finally, even when placed in the middle of the room 
at some distance from any support. It would, of course, be unjustifiable to apply this 
-last test before the observer was satisfied from careful examination that there were no 
signs of organic disease. E. Farquhar Buzzard. 


ATHETOSIS.—(See Conrractions, p. 131.) 


ATROPHY, MUSCULAR.—Muscular atrophy is often merely part of a general 
wasting of the whole body, due either to chronic lesions such as carcinoma, sarcoma, tuber- 
culosis, syphilis, malaria, ulcerative colitis, marasmus, starvation, hepatic abscess, cirrhosis 
of the liver, diabetes, anorexia nervosa, or to acuter maladies, such as diarrhoea and vomit- 
ing, ptomaine poisoning, typhoid fever, dysentery, cholera, and so forth. The history, 
and the other symptoms in the case, will 
usually serve to indicate these. If any doubt 
remains as to whether the atrophy is neuro- 
trophic or not, the electrical reactions will 
be tested; there will be no reaction of 
degeneration (R.D.) when the atrophy is 
merely part of a general wasting, whereas if 
—as might be the case in a diabetic patient, 
for instance—there is peripheral neuritis in 
addition, this will be indicated by a partial 
or complete R.D. (See RrEAcTION oF DE- 
GENERATION, p. 582.) 

In the next place, the atrophy may be 
the result of disuse. Organic disease of the 
nervous system may or may not be present 
at the same time; the patient may be bed- 
ridden from locomotor ataxy, for example, 
or from general paralysis of the insane ; and 
the muscles of the limbs may consequently 
become so thin that peripheral neuritis or 

degeneration of the anterior cornual cells 
may be simulated, and a determination of 
the absence of R.D. may be the only means 
of excluding these. It is important to re- 
member that in the primary muscular dys- 
trophies, whether of the pseudo-hypertrophic, 
the juvenile, the infantile, the facio-scapulo- Fig. 19.—Atrophy of the muscles of the left shoulder 
humeral or Landouzy-Dejerine or other te ie eels former eS oa 
types, there is no reaction of degeneration, 

the electrical responses and the superficial and deep reflexes remaining normal in type, 
though they diminish in degree as the amount of muscle grows less and less, until finally 
there is no muscle to respond at all. The primary muscular dystrophies (p. 513) are 
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comparatively easy to diagnose, however, on account of their insidious onset in children, 
their slow but progressive downhill course, their occurrence in different members of the 
same family, the absence of sensory disorder, and the absence of R.D. They are distin- 
guished from the infantile paralysis which results from acute anterior poliomyelitis (Fig. 19) 
by the latter having a sudden onset, R.D. at its height, whilst the resultant wasting does 
not advance progressively, but after recovering to a certain degree, tends to remain 
stationary. 

Peripheral neuritis is distinguished from primary muscular dystrophy by the history 
and course, and by the presence of R.D. at some period of the malady. Two other affections 
that may be confused with a primary muscular dystrophy, particularly as they also are 


Fig. 21.—Tooth’s peroneal type of neuro-muscular 


Fig. 20.—Tooth’s peroneal type of neuro-ruscular 
dystrophy—early ; the patient is the younger brother dystrophy : the patient is sister to the boy in fig. 


of the girl in Fig. 21. Note the plantar-flexion’ of 
the big toes and the dropping of the feet; the 
calves are not yet wasted. 


20; her malady is in a much more advanced stage 
than is his, wasting having extended to the calves, 
thighs, hands and forearms. 


hereditary, begin insidiously at an early age, and slowly advance—are Friedreich’s ataxy, 
and Tooth’s peroneal type of progressive muscular atrophy. Each of these may cause talipes, 
moreover, and therefore simulate infantile paralysis, except that in the latter the talipes is 
generally one-sided, whereas in the other two it is bilateral. In Friedreich’s ataxy (see 
p. 512) there is no real wasting, but rather a lack of development. Tooth’s peroneal type 
of progressive muscular atrophy is apt to come on after some febrile malady such as measles 
or whooping-cough, the first thing noted being inability to dorsiflex the big toe, which 
hangs down in a way that is the exact converse of its erect position in Friedreich’s ataxy 
(Fig. 20); the paresis takes months or years to spread to the rest of the legs, and finally 
to the hands (Fig. 21), the slowness of the progress and the absence of sensory symptoms 
showing that it is not peripheral neuritis, whilst the R.D. in the affected muscles excludes 
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a primary muscular dystrophy. The lesion is in the anterior cornual cells and starts in 
the lumbar enlargement. The knee-jerks are retained until the quadriceps of the thigh 
is involved. 

Local muscular atrophy may be due to disease of the parts beneath, as in the case of 
the pectoralis major, the supraspinatus, the deltoid, the infraspinatus, and other shoulder 
muscles when the underlying lung is the site of active phthisis. Similar local atrophy 
results very quickly from acute and subacute affections of joints, especially in the muscles 
whose origin is above the affected joint. The gluteal atrophy associated with tuberculous 
hip-joint is well known ; similarly, knee-joint disease leads to thigh atrophy, elbow disease 
to atrophy of the muscles of the upper arm, and so on. The same applies to the effects 
of fractures, new growths, sprains, and splints ; the atrophy is sometimes so rapid that 
some think it cannot be due simply to disuse, but must have a neuropathic factor also. 
The affected muscles present no R.D., however. One particular form of paralysis 
associated with the use of splints merits special mention, namely, Volekmann’s paralysis 
of the forearm. (See Paratysis or THE Uprer EXTREMITY, p. 506.) 

Hemiatrophy of the face or trunk is generally congenital, and the diagnosis is not 
difficult (see p. 494). 

If it can be decided definitely that there is some nervous cause for muscular atrophy, 
the best proof of which is the detection of partial or complete R.D., the diagnosis lies 
between one or other of the following conditions :— 


1. Causes in the Spinal Cord.— 
Progressive muscular atrophy { A few cases of transverse { Tooth’s peroneal type of pro- 


Amyotrophic lateral sclerosis myelitis gressive muscular atrophy 
Syringomyelia Acute anterior poliomyelitis 
2. Causes in the Peripheral Nerves. 
Tumours of the cauda equina | New growth Gummata, etc., involving the 
Pelvic tumours involving the | Accessory cervical rib, etc., cranial or other nerves 
lumbo-sacral plexus | pressing on the brachial | Injury to peripheral nerves, 
Sciatica | plexus including the effects of callus 
Aneurysm | | after fractures 
Peripheral neuritis, of which the following are some of the causes :— 
Certain inorganic chemical Certain severe anemias : | Beri-beri 
substances, notably Pernicious anzmia | Syphilis 
Lead Spleno-medullary leukemia Typhoid fever 
Arsenic Lymphatic leukemia | Influenza 
Mercury Hodgkin’s disease Oral sepsis 
Splenic anemia Certain constitutional diseases 
Certain organic chemical com- Certain microbial or _ allied sometimes attributed to 
pounds, notably toxins endogenous poisons : 
Alcohol Diphtheria Gout 
Ether Leprosy | Diabetes mellitus 
Carbon bisulphide Malaria | Pregnancy 
Naphtha Chronic pyemia Other causes as yet undeter- 
Infective endocarditis mined. 


In arriving at a diagnosis in a particular case, it is important not to use the term 
‘neuritis ’ until all the other possible lesions have been excluded. Tooth’s peroneal type 
of progressive muscular atrophy and acute anterior poliomyelitis have already been 
discussed. The latter is sometimes regarded as essentially a disease of early life, but it is 
important to remember that it is by no means impossible for it to affect an adult, in whom 
the symptoms and results may be precisely similar to what they would be in a child. 

Progressive muscular atrophy is a disease of adults. It shows no particular tendency to 
occur in several members of the same family. It begins insidiously, and advances slowly 
for months and years, affecting first the small muscles of the hands, causing atrophy with 
R.D. in the interossei and in the muscles of the thenar and hypothenar eminences ; the 
peculiar deformity described as ‘ main-en-griffe ’ results (p. 109). In the course of months 
the paresis spreads from the hands to the forearm, and later to the upper arm. Disease 
of the peripheral nerves, such as the ulnar, is excluded by the fact that the paralyzed 
muscles are not all supplied from the same nerve trunk—the thenar muscles supplied by 
the median being affected equally with the hypo-thenar supplied by the ulnar. All the 
muscles below the wrist are involved more or less together, then all the muscles below the 
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elbow, and so on; this paralysis of associated groups of muscles as distinct from muscleés 
supplied by the same nerve, at once suggests a progressive degeneration of the anterior 
cornual cells of the cervical enlargement of the cord. Disease of the brachial plexus 
would be excluded first by the fact that the lesion is bilateral and symmetrical, and 
secondly by the absence of pain or other sensory disturbance. The pathology of the disease 
is analogous to the nuclear cell-degeneration in the medulla oblongata that leads to bulbar 
(labio-glosso-pharyngo-laryngeal) paralysis ; and indeed, progressive muscular atrophy 
may either follow or be followed by bulbar paralysis. 

If, at the same time that there are the signs of progressive muscular atrophy in the 
hands, there is also spastic paresis of the legs, with no wasting, but increased knee-jerks, 
ankle clonus, and extensor plantar reflexes, the onset having been quite gradual, without 
sensory disorder, and without bladder or rectal trouble unless the disease has reached quite 
a late stage, the condition is amyotrophic lateral sclerosis. 

It is important that the character of the onset and the absence of sensory symptoms 
be insisted on, in order to exclude syringomyelia and anomalous cases of transverse myelitis. 
Syringomyelia is rare, but it has one very characteristic feature, namely, the preservation 
of ordinary cutaneous sensibility with the loss of power of distinguishing heat from cold, 
or pain from touch, in some part of the limbs or trunk. There need be no other symptom 
than this dissociation of sensations, or skin lesions in the paresthetic parts may be a 
prominent feature—Morvan’s disease ; if the enlargement in and around the central canal 
of the cord displaces and destroys the anterior cornual cells in the lower part of the cervical 
enlargement, progressive muscular atrophy is simulated ; if at the same time the bulging 
of the central canal and the changes around it cause compression of the crossed pyramidal 
tracts, there will be all the motor symptoms and signs of amyotrophic lateral sclerosis, the 
diagnosis being only possible when the sensory symptoms are typical. 

It is generally stated that transverse myelitis causes spastic paraplegia without muscular 
wasting or R.D. This is in the main true, because the few anterior cornual cells destroyed 
by the transverse softening of the cord in the commonest site, namely, the dorsal region, 
correspond to an intercostal or abdominal segment, the wasting of which is difficult to 
detect. If, however, the transverse myelitis occurs so high up as to involve the lower part 
of the cervical enlargement—to involve the cord yet higher up is incompatible with. life, 
because both the intercostals and the phrenic nerves would be paralysed—a certain number 
of the anterior cornual cells sending motor nerves to the hands and arms would be destroyed, 
the result being a main-en-griffe like that of progressive muscular atrophy ; and the 
simultaneous interference with the crossed pyramidal tracts would produce a picture 
identical at first sight with amyotrophic lateral sclerosis. Not only, however, would there 
very likely be impairment of all forms of sensation as well as paresis, in a case of transverse 
myelitis, but instead of the onset being gradual and the progress a steady advance downhill, 
as in progressive muscular atrophy or amyotrophic lateral sclerosis, the onset would have 
been comparatively rapid, followed by a cessation or even by an improvement if the patient 
lived. Similarly, if transverse myelitis occurs so low down as to involve the lumbar enlarge- 
ment of the cord, it would cause, not spastic paraplegia with increased knee-jerk, ankle 
clonus, extensor plantar reflex, no wasting and no R.D.; but absence of knee-jerk, no 
ankle clonus, no extensor plantar reflex, marked muscular atrophy of the legs, with R.D., 
paresthesia, bladder and rectal trouble. The involvement of the sphincters in such a 
case would be of considerable aid in excluding peripheral neuritis ; whilst Tooth’s peroneal 
type of progressive muscular atrophy and acute anterior poliomyelitis would be excluded 
not only by the paresthesia, but also by the history of the mode of onset and the course 
of the malady. 

A tumour involving the cauda equina is rare, but it is not altogether difficult to diagnose. 
It may be more difficult to determine the nature of the mass—gumma, glioma, primary 
sarcoma, secondary sarcoma or carcinoma—than its site. The onset of symptoms is 
generally gradual, and one leg is affected either earlier than, or more than, the other. 
Weakness in the leg, together with severe pains both in it and in the lower part of the 
lumbar region of the spinal column, will be followed by muscular atrophy and R.D. 
Sciatica may at first suggest itself, until it is found that neither the pains nor the paresis 
correspond to one single nerve; and when the disease progresses and the other leg is 
affected, anesthesia supervenes upon the paralysis. The site of the pain over the region of 
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the cauda equina is an important point in the diagnosis, whilst rectal and possibly vaginal 
examinations are essential for the exclusion of a pelvic mass—such as carcinoma of the 
rectum, uterus, or ovary, a fibromyoma, a cyst, a sarcomatous, gummatous, tuberculous, 
or inflammatory mass, or even a displacement of the womb—which, by interfering with 
the nerves at the back of the pelvis might produce very similar symptoms. Sacro- 
iliac joint disease can generally be excluded by the fact that the pains are not definitely 
referred to the joint, whilst any wasting that might be associated with disease of that 
joint would not be accompanied by R.D. 

Sciatica (p. 438) does not always give rise to wasting of the corresponding muscles ; 

but sometimes it does, and occasionally it may do so bilaterally, with R.D. The localiza- 
tion of the pain, tenderness, and atrophy to the parts supplied by the great sciatic nerve, 
_ without affection of other nerves and muscles in the leg or calf, would point to sciatica, 
_ especially if the lesion was unilateral, and if the patient, though unable. to flex his thigh 
to a right angle with his abdomen at the same time that he keeps his knee extended, can 
extend his leg backwards at the hip-joint in a way that would be impossible if he had a 
psoas abscess ; and if he is able to bear firm backward pressure on the knee when the leg 
of the affected side is flexed and outwardly rotated in such a way that the foot lies across 
the opposite knee—a test which will exclude hip-joint disease. 
When the lesion is a thoracic aneurysm or neoplasm, or <n accessory cervical rib pressing 
on or involving the brachial plexus, the wasting is almost certain to affect one arm only, 
or one arm much more than the other, and the diagnosis will be made by physical examina- 
tion of the thorax, assisted by the w-rays. 

The only cranial nerve paralyses that are likely to be associated with marked atrophy 
of muscles, are those of the seventh with facial atrophy (p. 493), and of the twelfth with 
atrophy of the tongue. 

Injuries to peripheral nerves, or inclusion of the latter in callus, will generally be 
diagnosed by the history, and by the fact that in distribution the muscular atrophy and 
R.D. correspond accurately with one or more of the peripheral nerves that may have been 
divided or otherwise injured. 

If all the conditions described above can be excluded, it is probable that the cause 
of the muscular atrophy is some variety of peripheral neuritis. To merit this diagnosis, 
the affected muscles should be multiple and symmetrical ; partial or complete R.D. should 
_ be obtained ; there may or may not be sensory changes ; the reflexes, both superficial and 
deep, are for a short time exaggerated, and then become deficient or disappear altogether 
for the time being. Wasting may be extreme, but the tendency is for slow recovery to 
ensue, improvement beginning to set in some three or four months after the neuritis ceases. 
Sometimes the nature of the case is obvious, but it is often easier to diagnose peripheral 
neuritis than to discover its exact cause. The different conditions that may produce it 
are enumerated above. In diagnosing between them the history is very important. For 
instance, if the patient has never been abroad leprosy and beri-beri are unlikely, whereas if 
he has been abroad amongst lepers, and if he has areas of anesthesia without much 
paresis, with or without the characteristic nodules and bosses of subcutaneous infiltration 
(Fig. 173, p. 404), followed by ulceration and necrosis, the diagnosis of leprosy will at 
once suggest itself. The chief difficulties will perhaps be to exclude syringomyelia on the 
one hand and tertiary syphilis on the other. The good effects of treatment by potassium 
iodide and mercury may assist in detecting syphilis, and Wassermann’s reaction may be 
positive ; in syringomyelia there is little or no loss of cutaneous sensibility like there is in 
leprosy, though there is loss of power to distinguish heat from cold, and pain from touch. 
The ultimate test of leprosy would be to excise a small portion of the affected tissue and 
to examine it for the acid-fast leprosy bacilli. 

Beri-beri is sometimes seen in this country, generally in patients who have come into 
port in a ship from the East ; several of the crew have generally been affected at the same 
time, some may have died; the peripheral neuritis and muscular wasting will often be 
associated with oedema, and there is often a history that the dietary has consisted of 
decorticated rice. 

The presence or absence of glycosuria will serve to diagnose or exclude diabetic 
neuritis. Loss of knee-jerk in diabetes mellitus is comparatively common, but extensive 
peripheral neuritis is much rarer. It is associated with pain and paresthesia as well 
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as paresis and muscular atrophy, and it affects the limbs, especially the legs, rather than 
the trunk. 

Gout as a cause of peripheral neuritis is always open to doubt, for often the neuritis 
of a gouty subject is really due to the indulgences that brought on the gout. Difficulty 
may also arise in attributing a neuritis to pregnancy even when the patient is, or has been 
recently, pregnant. 

In the case of blood diseases it is important to bear in mind that these are usually treated 
with arsenic, so that the peripheral neuritis may be due to the treatment rather than the 
disease. This will be rendered the more probable if there are or have been other symptoms 
of subacute or chronic arsenical poisoning, such as coryza, nausea, vomiting, abdominal 
colic, diarrhoea, headache, pigmentation of the skin not unlike that of Addison’s disease, 
hyperkeratosis of the palms and soles, or herpetiform eruptions. With arsenical neuritis the 
limbs are involved most, particularly the legs, and there are pains and paresthesia as well 
as paresis. The blood diseases may themselves cause peripheral neuritis, however, just as 
severe anzmias, such as pernicious anemia, may cause degeneration in other parts oL the 
nervous system also, notably in the long tracts in the spinal cord, with consequent sensory, 
ataxic, or paretic symptoms, varying with the parts involved. If the peripheral neuritis 
occurs early in the blood disease, the latter may not come to mind as a_ possibility. 
A blood-count is essential (p. 24). Oligocythemia with high colour index, no leuco- 
cytosis, a relative lymphocytosis, and the presence in blood films of a preponderance of 
megalocytes, are changes characteristic of pernicious anemia, in addition to which the 
primrose-yellow skin may be typical. Great increase in the total number of leucocytes up 
to anything from 50,000 to 1,000,000 per c.mm. would suggest leucocythemia: if this were 
the spleno-medullary form, myelocytes would probably be 30 per cent or more of all the 
white cells seen in films, whilst in the lymphatic form the lymphocytes would similarly 
amount to 90 per cent; in both forms, particularly the spleno-medullary, the spleen and 
liver would be big, whilst in the lymphatic type there would probably be general enlarge- 
ment of the lymphatic glands. 

Hodgkin’s disease or lymphadenoma suggests itself when the spleen and many of the 
lymphatic glands are enlarged, without any characteristic blood changes—at most a simple 
anemia without leucocytosis, with relative lymphocytosis, and an occasional myelocyte, 
basophile corpuscle, and nucleated red cell in films. Splenic anemia is a doubtful entity, 
the name being applied when there is simple anzemia with apparently idiopathic enlarge- 
ment of the spleen. Many such patients ultimately turn out to have cirrhosis of the liver 
—Banti’s disease. Peripheral neuritis in such a case may well be alcoholic. 

Malaria will be diagnosed by the history, and by the discovery of the hematozoa in 
the blood (p. 29). The difficulty may be to exclude alcohol as a cause for the neuritis in 
a patient who has also suffered from severe malaria. 

Infective endocarditis is sometimes so chronic and insidious that it escapes detection. 
Points to lay stress on are summarised on p. 34. 

It may not be easy to convince onself that some other cause of chronic pyemia, whether 
uterine, pelvic, pulmonary, oral, or otherwise, is the cause of peripheral neuritis in a given 
case. The same applies to syphilis, especially if the patient is also addicted to alcohol. 

Influenza is not to be diagnosed as the cause until every other possible explanation has 
been exhausted ; it is too easy to attribute things to influenza. Peripheral neuritis from 
typhoid fever generally arises as a direct sequel of a typical attack confirmed by Widal’s test, 
so that the diagnosis is not difficult as a rule. It has the same type, sensory and motor, as 
arsenical neuritis. 

Diphtheria is one of the most important of all the causes, and if the diphtheria itself 
has been slight, it may have been overlooked entirely, especially as the neuritis develops 
two or three weeks or longer after the sore throat. It is important, therefore, to lose no 
time in taking cultivations from the throat in all doubtful cases of peripheral neuritis ; it 
may still be possible to find the causal organisms in swabbings. The nature of the case 
may be suggested at once, however, if there has been a nasal alteration in the voice (p. 589), 
or if there is an inability to swallow liquids owing to: their regurgitation through the nose— 
evidence of paralysis of the palate that is almost characteristic of diphtheria; the pupil 
reflexes are also apt to. be affected, and the patient may be thought to have an error of — 
refraction because paresis of the ciliary muscle renders accommodation difficult or 
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impossible for the time being. The Symptoms may stop at the palate and eye; but in 
bad cases—perhaps as the result of a toxin different from that which directly affects the 
palate—paralysis and extreme atrophy of the limbs, without much sensory disorder, follow. 
The vagus nerves may be involved, causing tachycardia, and perhaps death ; equally 
serious may be the involvement of the phrenic nerves, with weakness or paralysis of the 
diaphragm. 

In regard to the various chemical substances that may produce peripheral neuritis, 
inquiries into the patient’s occupation may assist the diagnosis. Workers amongst india- 
rubber come in contact with carbon bisulphide fumes, this compound being used to dissolve 
the rubber. Naphtha is used extensively in some trades. The use of a chemical may not 
always be obvious until careful inquiries are made—for instance, one may not at first see 
what a person who prepares rabbit skins for conversion into hats has to do with mercury, 
until it is learned that mercurials are used to preserve the pelts. Mercurial neuritis is 
characterized by a remarkable tremor of the hands and arms, in addition to the muscular 
atrophy in the arms and legs; there are not many sensory symptoms as a rule. Lead 
neuritis is easily diagnosed when it causes the characteristic wrist-drop, though a similar 


Fig. 22.—Wrist-drop aftec diphtheria, similar to that of plumbism. 


paralysis of the hand may be due to other forms of peripheral neuritis such as diphtheritic 
(Fig. 22), or to the result of compression of the musculo-spiral nerve by callus or 
crutch-head, or by sleeping with both arms across the arms of a chair— Saturday night 
palsy’; in plumbie wrist-drop all the muscles supplied by the musculo-spiral nerve beyond 
the triceps become paralyzed, except the supinator longus and the extensor ossis metacarpi 
pollicis, and there is no sensory disorder ; the escape of the supinator longus distinguishes 
: wrist-drop due to plumbism from that due to compression of the musculospiral nerve ; the 
diagnosis is confirmed by finding a blue line upon the gums and the other signs of lead 
poisoning described on p. 34. The difficulty arises in less typical cases in which the lead 
Causes generalized peripheral neuritis in both legs and arms, perhaps without any other 
symptoms, without even a blue line upon the gums if the teeth are kept clean. The source 
of the lead may be very far from obvious—it may be some obscure thing, such as a hair- 
wash, or the result of water contamination due to electrolysis in water-pipes, the result of 
leakage in an electric main. In case of doubt it may even be worth while to analyze the 
feeces or evaporate down a large bulk of urine and apply the ammonium sulphide test for 
lead to the residue: a drop or two of the latter, allowed to fall into a tall glass full of 
ammonium sulphide, will cause a white trail to develop in the fluid as the drop descends. 
Arsenical neuritis has been mentioned above (p. 64); it may arise in patients who are 
D 3 
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taking arsenic in medicinal doses, for instance for chorea or pernicious anemia, or the 
poison may be taken unawares, as in the Manchester epidemic, in which fatal results followed 
contamination of beer with arsenic. It has even been held that alcohol itself is no cause of 
peripheral neuritis, and that those patients who have developed it as the result of long- 
continued drinking to excess—possibly without a single actual intoxication in the popular 
sense—owe the nerve trouble and generalized muscular atrophy, not to the chemical sub- 
stance C,H ,O, but to other bodies associated with it. Clinically, however, it is sufficient 
if the diagnosis of the cause of peripheral neuritis can be narrowed down to alcohol in some 
form or other, and for this to be possible an accurate history is essential. The greatest 
difficulty arises in the case of secret drinkers, especially women who may appear to be above 
suspicion. The neuritis is ushered in with pains and cramps in the limbs, followed by 
wasting which may reach an extreme degree ; the trunk and limbs sometimes look like 
those of a person who has been starved to death ; if arsenic is suspected, a portion of hair 
should be sent for chemical analysis ; the hair of a person taking arsenic stores the latter 
in proportions sufficient to allow of its detection. 

It only remains to add that there will always be some cases in which the cause of the 
peripheral neuritis fails to be found. Herbert French. 


ATROPHY, OPTIC.—(See Opnruatmoscoric APPEARANCES, NOTES ON, p. 416.) 


ATROPHY, TESTICULAR.—When one testis is smaller than the other, it is first 
necessary to determine which is the abnormal one ; for when one is slightly enlarged, it may 
be regarded erroneously as normal and the other as too small. Some inequality may be 
physiological, as is the case with paired organs generally. Physiological atrophy of the 
testes is apt to occur in advanced life; it may begin as early as fifty, though many old 
men have testicles of normal size. 

A testis in an abnormal position, in the inguinal canal or elsewhere, is subject not only 
to such causes of atrophy as may affect one normally situated, but may also be inhibited in 
erowth from compression by surrounding parts. 

The causes of atrophy of a normaily situated testis may be grouped under three main 
headings, as follows :— 


1. Interference with the Blood Supply :— 


Compression of the spermatic cord, as by an | Venous stasis, the result of varicocele. 
inguinal hernia, a spermatocele, or an ill- | As a sequel of operation in the region of the 
fitting truss. spermatic cord, such as those for the cure 

Compression of the testicle by affections of of varicocele, spermatocele, or hernia. 
the tunica vaginalis, such as hydrocele or | Elephantiasis. 
hematocele. 

2. Atrophy, after Orchitis or Epididymitis, due to such causes as— 
Gonorrhcea Mumps Gout 
Tubercle X-rays Syphilis 
Injury Typhoid fever Influenza (?) 


3. Neurotrophic Causes, especially after injury to the brain or spine. 


It has been stated that the atrophy may result from iodide of potassium ; this is 
difficult to prove, for it seldom happens that this drug is given unless there is already some 
other possible cause, particularly syphilis or orchitis. 

In the differential diagnosis between the above causes the history is in most instances 
very important. 

The cause in any of the cases in Group 1 will generally be obvious. It is only necessary 
to bear in mind that an operation for varicocele, for instance, may have been performed 
successfully, and the patient may thereafter contract an orchitis followed by testicular 
atrophy for which the operation may be blamed unjustly. 

As regards Group 2, it is very doubtful whether influenza ever really produced either 
orchitis or testicular atrophy. There may be a definite history of gonorrhea, followed by 
orchitis, which preceded the atrophy, and then diagnosis is easy. It is to be remembered, 
however, that by no means every orchitis is gonococcal. If mumps, typhoid fever, gout 
and injury are borne in mind, these causes of orchitis and testicular atrophy will be 
recognized more often than they are. Mumps is particularly apt to be overlooked ; orchitis 


AURA “ 


may be the sole evidence of this complaint. If the patient is seen when the orchitis 
is active, bacteriological examination of any urethral discharge is essential to the dia- 
gnosis, which depends on whether gonococci are detected or not. If gonorrhcea can be 
excluded, then the diagnosis of the nature of the orchitis is arrived at by considering 
the evidence as to gout, mumps, and so on. 

It is sometimes stated that orchitis may result from strain, atrophy resulting in due 
course. ‘There are a few cases in which, apparently as the result of great bodily exertion, 
especially the lifting of heavy loads, inflammation of the testicle follows ; but it is difficult 
to say that in these cases the strain alone produced the symptoms ; there is the possibility 
that there may have been residual gonorrhoea in the prostate or posterior urethra, the 
action of the strain being merely to light up the latent inflammation. It is possible that 
sometimes the latent infection is not gonococcal, but due to other organisms, such as staphy- 
lococci or streptococci, whilst recent observers record the bacillus coli communis as the 
causal organism in some cases of ‘ spontaneous °” orchitis. 

There remain a number of cases, however, in which there is no clear history of orchitis, 
the latter having been relatively slight. Testicular atrophy will then seem to have arisen 
idiopathically, and it is important to remember how often it is the result of former injury, 
»such as a kick at football, a blow from a cricket ball, contusion from falling astraddle on a 
fence or bicycle, and so on. The injury may date back to boyhood, many years before 
_ testicular atrophy is noticed, and it will often be difficult to prove that the latter was really 

due to the former. | 

Apart from obvious tuberculous epididymo-orchitis, transient enlargement of a testis 
is to be observed, if looked for, in tuberculous subjects ; whether this can be regarded as a 
definite tuberculous orchitis or not, it sometimes results in atrophy. 

The w-rays are a possible cause of testicular atrophy, and all users of w-rays should be 
careful to have a suitable lead shield. That sterility can result from repeated applications 
of these rays is well known. 

As regards Group 3, the history as a rule gives the diagnosis. Remarkable instances 
have been recorded in which, within a few months of injury to the brain or spinal cord, 
particularly after injury to the lumbar vertebre, or the occipital region of the skull, the 
glandular elements of the testicle have disappeared. A case of Kocher’s exemplifies 
this: A man, age 41, the father of four children, fell on his head from a considerable 
height. At first he did not appear to be greatly damaged, but presently twitchings 
occurred, and the patient became unable to work. From this time on his sexual powers 
diminished greatly, and his beard and pubic hair fell out. EKighteen months later this hair 
was gone completely, and about five years after the accident the left testicle was the size 
_of a hazel nut, the right the size of a bean. Herbert French. 


AURA is the term applied to the immediate prelude of an epileptic seizure. It is 
recognized in some form or another in about 30 or 40 per cent of epileptics, and with rare 
exceptions always takes the same shape with every attack in each individual. An aura 
may be motor, sensory, psychical, visceral, or related to some special sense. <A motor aura 
may be represented by an involuntary movement of a limb or a part of a limb; in other 
cases it takes the form of a general movement such as running. A sensory aura is common, 
and is described as a pain, a numbness, or a tingling in some part of the patient’s body. A 
psychical aura is often expressed as a vague apprehension, or an indescribable feeling, or a 
sense of unreality. A visceral aura is frequent, usually as an ‘ epigastric sensation’ or 
queer feeling starting in the region of the stomach and rising to the throat, or less often as 
a peremptory desire to go to stool. An aura of special sense may be olfactory, visual, 
auditory, or gustatory ; a pleasant or unpleasant odour or flavour may be perceived by the 
patient, or some alteration in vision may warn him of the onset of a seizure, or he may 
hear voices or some particular kind of sound. 

The aura of epilepsy is, in relation to diagnosis, important from at least two points 
of view. In the first place, it often affords a clue to the particular locality in the brain 
from which the ‘fit’ or ‘storm’ originates and spreads. This may not be of much 
value in the case of idiopathic epilepsy, because there is no method at present known to 
us by which the seat of the disease can be treated successfully. In the case of Jacksonian 
epilepsy, on the other hand, the knowledge of the locality in which a fit is generated some- 
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times, although unfortunately not often, allows of benefit being obtained from surgical 
assistance. For instance, an aura may be the first symptom of the presence of an intra- 
cranial growth. A tumour of the uncinate region of the temporo-sphenoidal lobe may be 
revealed by the presence of signs of increased intracranial pressure and the repeated 
occurrence of an olfactory aura, followed by a vague, dreamy state of consciousness. A 
lesion of one occipital lobe may be suspected from the occurrence of epileptiform fits 
immediately preceded by an aura in which there is loss of sight in the opposite visual field. 
An aura of pain starting in the left foot, spreading up the left side of the body, and 
terminating in a generalized convulsion, suggests a lesion in the post-Rolandic region of the 
right parietal lobe. Such instances of the importance of an aura as a localizing sign in 
diagnosis might easily be multiplied, but a general knowledge of the functional anatomy of 
the brain will suffice to supply other examples of a similar kind to the reader’s mind. 

In the second place, the importance of recognizing a subjective sensation as an aura, 
and so recognizing the existence of epilepsy in its simplest and sometimes earliest form, 
can hardly be over-estimated from the point of view of treatment. Whena patient describes 
himself as being liable to subjective sensations occurring at intervals, and for which he 
cannot account, careful inquiry should be made as to their nature. The chief characteristics 


of an aura are: (1) Its spontaneous development without cause, generally during good | 


health ; (2) The suddenness of its onset ; and (8) The identity of each sensation with the 
last. It should be understood clearly that an aura may occur alone, or may be followed 
by momentary loss of consciousness (petit mal), or by loss of consciousness with convulsions 
(grand mal). In some cases an aura may be repeated with frequency for many months 
before a typical epileptic seizure supervenes, and if recognized as such during this stage, 
it is reasonable to expect that treatment will have more chance of success than at a later 
period, when the * habit ’ of convulsions has been established firmly. 

Finally, it should be emphasized that in cases of epilepsy the recurrence of an aura, 
even without further manifestations of the disease, is evidence that the morbid tendency is 
not controlled completely, and that discontinuance of treatment will lead to the reappearance 
of more serious attacks. E. Farquhar Buzzard. 


BABINSK’’S SIGN—consists in a modification of the plantar reflex. In testing the 
latter the patient should be lying upon his back, with his legs very slightly flexed and each 
foot everted so that its outer border lies comfortably in contact with the bed or couch ; 
the sole should be warm and dry ; the ankle should be gently but firmly grasped by one of 
the observer’s hands, to prevent the undue dorsiflexion of the whole foot which often makes 
it difficult to decide which way the toes themselves move, whilst the outer side of the sole is 
firmly and steadily stroked from the heel forwards with some such instrument as the butt 
end of a pencil. In healthy adults the big toe and the other toes will become plantar-flexed ; 
when the great toe becomes dorsiflexed instead, it presents the extensor plantar reflex, or 
Babinski’s sign. Whichever way the other toes move, it is with the direction of movement 
of the big toe alone that Babinski’s sign is concerned. It is noteworthy that if Babinski’s 
sign is present, the fact is usually ascertained with ease ; when there is any doubt as to 
which way the great toe moves, the plantar reflex is seldom really extensor. 

The great value of the sign is in distinguishing between functional and organic affections 
of the nervous system. If the patient is a fully conscious adult with paresis of one 
or both legs, the existence of an extensor plantar reflex is proof that the lesion is organic. 
The converse is not true; for with locomotor ataxy, and with lower nenron affections 
such as infantile paralysis, Tooth’s peroneal type of progressive muscular atrophy, peripheral 
neuritis, Landry’s acute ascending paralysis, and primary muscular dystrophies, the plantar 
reflex is flexor if it is obtainable at all. 

Babinski’s sign is seen best when there is a lesion in the crossed pyramidal tract. Thus 
it is present in cases in which tumour, abscess, hemorrhage, thrombosis, or embolism have 
caused hemiparesis or hemiplegia by affecting either the pyramidal cells themselves in 
the motor cortex or the pyramidal fibres in the internal capsule ; in cases of cerebellar 
tumour, owing to the fact that this, by compressing the medulla, nearly always causes 
lateral sclerosis of the cord as well ; and in cases of disseminated sclerosis, transverse myelitis, 
either primary or due to compression, ataxic paraplegia, Friedreich’s ataxy, amyotrophic 
lateral sclerosis, primary lateral sclerosis, some cases of syringomyelia, and in those cases 
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of irregular sclerosis of the cord that may be associated with severe oligocythemias such as 
pernicious anemia. The differential diagnosis of these conditions will be found under 
HeMIPLEGIA (p. 202) and ParapLecta (p. 510) and elsewhere. Babinski’s sign is not found 
in those cases of hysteria that sometimes simulate one or other of the above conditions : 
provided always that the patient is a conscious adult. This proviso is important, because 
the plantar reflex may be extensor without there being any decided changes in the cord 
or brain in infants and quite young children; also in a considerable proportion of older 
children suffering from chorea; and also sometimes in adults during deep sleep, or under 
conditions of unnatural unconsciousness such as that due to a general anesthetic, or acute 
alcoholic intoxication, or such affections as epilepsy, ureemia, concussion, saturnine encephalo- 
pathy, and in some other forms of coma. These exceptions, however, scarcely detract 
from the great value the sign has as a means of distinguishing between organic and functional 
paralysis of the legs of the upper neuron type. Herbert French. 


BACILLURIA.—(See Bacrerturta, infra.) 


BACTERIURIA (see Plate XXVIII, p. 614) is a comprehensive term employed to 
indicate that the urine when freshly voided contains micro-organisms. Bacilluria is a term 
of similar import, but is restricted to those cases in which rod-shaped bacteria are present. 
The vaginal segment of the female urethra and the anterior portion of the male urethra are 
normally inhabited by certain non-pathogenic bacteria (chiefly cocci, such as Streptococcus 
brevis, Staphylococcus albus, also varieties of Bacillus wxerosis, etc.), which are, of course, 
present in urine obtained under ordinary conditions, and so constitute what may be termed 
physiological bacteriuria. Bacteriuria as a pathological condition due to some lesion of 
the urinary system posterior to the urethra can only be recognized with certainty by the 
examination in the laboratory of a catheter specimen of the urine collected with the most 
scrupulous attention to asepsis ; for, on the one hand, a perfectly clear acid urine may be 
heavily loaded with bacteria, and, on the other, a urine may owe its turbidity either to 
purely physico-chemical causes, or to the growth in it of bacteria which have gained access 
after its exit from the urethra. Moreover, although the identity of the infecting organism 
may be suspected from general clinical considerations, cultivation experiments are essential 
in order to settle the matter beyond doubt. 

Bacteriuria may be persistent and may indicate either general or local infection. It is 
a rare symptom of general infection, save one of such intensity that an acute nephritis, 
associated with a definite hematuria, has supervened. Usually its appearance indicates 
a local infection of the urinary tract; it then occurs with greatest frequency in young 
children and pregnant women, when the micro-organism concerned is usually B. coli, and 
_ the site of the infection the pelvis of the right kidney. It is, however, met with at all ages 
and in both sexes, and many different bacteria have been recorded as the causative factors, 
and whilst the infection is commonly due to some particular micro-organism, the possibility 
of multiple infection must not be forgotten—the most usual being a double infection due 
to B. coli communis and Streptococcus pyogenes longus. 

When intermittent, bacteriuria may indicate a general infection, or a local infection 
of some area distant from the urinary tract, as, for example, a tonsillitis or a dental abscess, 
and often in an obscure case of pyrexia a bacteriological examination of the urine will well 
repay the trouble involved. Intermittent bacteriuria, particularly of the staphylococcic 
type, is often associated with kidney calculus, and it is also not uncommon in eases of 
rheumatoid arthritis. 

Bacteriuria may be a symptom in :— 


A. General Infections, with or without associated nephritis, due to :— 


Streptococcus pyogenes longus | Staphylococcus pyogenes au- | B. coli communis 
Pneumococcus | reus B. paratyphosus 
Gonococcus | B. typhosus Micrococcus melitensis 


B: Local Infections :— 
Nephritis, pyelonephritis, or ureteritis due to :— 


B. coli | B. pneumonie (Friedlinder’s | Staphylococcus pyogenes 
B. tuberculosis bacillus) | aureus 
B. pyocyaneus | Streptococcus pyogenes longus | Pneumococcus 
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Cystitis due to :— 


B. coli | B. typhosus | Staphylococcus pyogenes au- 
B. tuberculosis Streptococcus pyogenes longus reus 

Prostatitis due to :— 
Bcolnes | Staphylococcus pyogenes au- | Streptococcus pyogenes longus 
Gonococcus reus 

Urethritis due to :— 


Gonococcus | Pneumococcus | Micrococcus catarrhalis 
Staphylococcus aureus or albus | Streptococcus pyogenes longus 


In the above table the various micro-organisms are, speaking generally, arranged in 
the order of their frequency. 

Finally, a slight and transitory bacteriuria due to B. coli communis, and one usually 
passing off without any treatment, can frequently be observed following operative measures 
upon the rectum or anus, Or the organs of generation. 

In general infections the urine is either normal in appearance, or by reason of its admix- 

ture with blood may present any tint from * smoky ’ to bright red. The reaction is usually 
acid: often a degree of acidity is recorded which if present in an artificial culture medium 
would inhibit the growth of the infecting micro-organism. Albumin is present, varying in 
amount from a trace to 7, 8, or more parts per thousand, and microscopical examination 
of the centrifugalized deposit shows blood-cells, renal tube-casts, and renal epithelium, in 
addition to the infecting bacterium. The clinical symptoms presented by the patient are 
those of the general systemic infection. 
+ In local infections of the genito-urinary tract where infection is due to one species of 
micro-organism only, the urine presents a somewhat similar appearance ; blood, however, 
may be entirely absent, while pus when measured by the centrifuge may vary in volume 
from a trace to 10 or 20 per cent of the total bulk of urine. In the early stages of a local 
infection, however, microscopical examination of the deposit may merely show the presence 
of leucocytes slightly in excess of normal, so that without the use of the microscope the fact 
of pyuria may easily be missed altogether. 

Occasionally, and particularly in adult cases, it may be noted that the urine passed — 
during the day is neutral or faintly alkaline—the change in reaction then being due to 
physiological causes. In those cases where the urine is strongly alkaline the alkalinity is 
due to ammonia resulting from the decomposition of urea, not by the pathogenic infecting 
organism but by non-pathogenic saprophytes which have gained access to the urine, either 
after it has been voided or whilst still intra vesicam. In the latter instance the contamina- 
tion may have taken place as a result of careless instrumentation, or (as in the female) by 
continuity of surface, but it also frequently occurs owing to the passage of micro-organisms 
through the inflamed bladder wall from the lumen of the adjacent large intestine. 

The clinical symptoms associated with bacteriuria due to local infection vary enor- 
mously with different patients. Frequency of micturition, scalding, dull aching pains in 
one or both loins, with tenderness on deep pressure over the kidney or ureters, pains in the 
perineum and hypogastrium (according to the situation of the primary infection), severe 
rigors, pyrexia (Mig. 193, p. 456), anorexia, nausea, and vomiting are amongst those 
commonly observed. It is important to remember its relatively common occurrence in 
children, in whom there may be hardly any symptoms at all, or perhaps general delicacy 
or ill-health, or gastro-intestinal disturbance, without any special urinary symptoms 
attracting notice. The urine generally contains only a trace of albumin, and no obvious 
pus ; the diagnosis then depends upon bacteriological investigation of a catheter specimen, 
the need for which will be suggested by the discovery of a decided excess of leucocytes in 
the centrifugalized deposit from the specimen first collected during the routine examination 
of the patient. Jno. Eyre. 

BALDNESS.— Alopecia, or baldness, may vary in degree from slight thinning to 
complete loss of the hair. ‘There are three main varieties of simple baldness or alopecia, 
namely: (1) Congenital, (2) Senile, and (3) Premature. 

Congenital Alopecia is seldom complete, and the hair may be lanugo-like. I the 
latter case the diagnosis is certain, as it also is when the baldness is accompanied by 
developmental defects in the skin or its appendages. When there is complete absence of 
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the hair, not only of the head but also of the eyelids, face, trunk, armpits, and pubic regions, 
the diagnosis is obvious. 

Senile Alopecia needs no description. 

Premature Alopecia may be (a) idiopathic or (b) symptomatic. The former, much less 
frequent than the latter, and due to no recognizable cause except heredity, usually begins 
between the ages of twenty and thirty-five ; in many cases at the vertex, like senile baldness, 
but often at the temple, when it extends backwards elliptically. Symptomatic premature 
baldness may be either temporary or permanent, gradual or rapid, and is dependent upon a 
ereat variety of local or constitutional causes, including seborrhea of the scalp, psoriasis, 
chronic eczema, erysipelas, ringworm, favus, lupus, erythematosus, syphilis ; it is also a sequela 
of fevers or other acute systemic diseases, and sometimes of a severe shock to the nervous 
system such as may result from a sudden and unexpected bereavement or the like. When 
it occurs as a sequel to fevers, in syphilis, ringworm (except after severe kerion), erysipelas, 
and eczema, the loss of hair is usually but temporary ; in seborrhcea, favus, lupus erythema- 
tosus, morphoea, and folliculitis decalvans, it is generally permanent ; it is always so when 
the hair-follicles have been destroyed. 

The most important form of symptomatic baldness is that which is associated with 
seborrhea, whether of the oily or of the dry kind. Seborrhceic alopecia has the same 
distribution as idiopathic baldness. Another form of symptomatic baldness is the condition 
known as alopecia areata, in which the hair falls out in more or less circular smooth white 
patches, generally of irregular distribution. Usually the patches continue to spread for a 
time, and may run into others, denuded areas of irregular outline thus being formed, with 
a surface white and smooth as a billiard ball. The hairs at the edges of the patches are 
looser than the others, and among them may be seen short stumps that have atrophied 
close to the root, so that they resemble a note of exclamation (!). In rare cases the hair 
falls out not in patches but more generally and very rapidly ; and soon the whole scalp 
may be bared, and even the hair of the whole body may be lost, and with it the nails of 
the fingers and toes. The affection with which alopecia areata is most easily confounded 
is ringworm of the trichophytic variety : the differential diagnosis between the two affections 
will be found under FuNGous AFFECTIONS OF THE SKIN (p. 246). Alopecia areata may 
also be confused with another form of symptomatic baldness, namely, alopecia cicatrisata, 
the pseudo-pelade of Brocq, in which depressed islands of baldness, round or of irregular 
shape, occur on the scalp, the patches usually spreading and coalescing into large, smooth, 
shiny areas; these are cicatricial ; there is destruction of the follicles so that the hair is 
never restored ; there are normal-looking hairs on the bald areas, and the note-of-exclama- 
tion stumps of alopecia areata are absent. The bald patches sometimes met with in 
secondary syphilis may be distinguished from those of alopecia areata by the co-existence 
of other syphilitic symptoms, by the positive Wassermann’s serum reaction, and by the 
effects of specific treatment. The bald areas of lupus erythematosus are in greater or less 
degree cicatricial, there is destruction of the follicles, and a border which is slightly or 
distinctly inflamed. Folliculitis decalvans is cicatricial also, and at the edge of the bare 
patches a small red papule or patch of erythema can be seen surrounding each follicle. 

Malcolm Morris. 


BEARING-DOWN PAIN.—(See Pain, BEARING-DOwN, p. 426.) 


BLACK SPECKS BEFORE THE EYES are of two types: (1) Moving, (2) Fixed. 

Moving Black Specks are practically always due to musce volitantes. 'The aqueous 
and vitreous humours are not absolutely homogeneous ; in both there are minute particles 
in most persons, and these throw shadows upon the retina which are referred by the patient 
to points in the visual field outside him. They seem to be in front of his eyes, interfering 
with what he wishes to look at; yet when he tries to locate them definitely by looking 
directly at them, they immediately float away, as it were, from his direct field of vision 
to a peripheral part. He can never focus them, and yet he may beconscious of seeing them 
all the time. Only few persons in perfect health are troubled in this way, for although 
the muse volitantes may be present all the time, the mind neglects them and fails to 
notice them. When the eye is tired by close work, however, or the patient is suffering 
from brain-fag, worry, insomnia, biliousness or other similar condition, they may attract 
his notice very much and make him fear that he is developing some serious lesion such 
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as a cataract. Microscopists often find them a great nuisance. After a rest or a holiday 
they will cease to obtrude themselves upon the patient’s notice, but he will notice them 
again when he gets overworked or run down. In a similar way musce volitantes may be 
troublesome in those who are suffering ill health due to almost any organic cause, especially 
if it is associated with ANz&MIA (p. 20). The way in which the specks float away when an 
attempt is made to focus them is characteristic. 

Fixed Black Specks.—When, on the other hand, the patient notices a black spot or 
spots in his field of vision, always present and always in exactly the same relationship 
to the point upon which he is focussing his eye—not floating away into different parts of 
the field of vision like musce volitantes—a careful examination of the eye with the ophthal- 
moscope, assisted perhaps by the perimeter to map out the abnormal blind spot with 
accuracy, will generally reveal some organic lesion in the eye to account for them. An 
opacity in the cornea from old keratitis, or synechize from adhesions due to old iritis, or 
a cataract, may be seen, or tiny white patches at the macula indicative of incipient albumin- 
uric retinitis of grave omen; or a small detachment of the retina; or a melanotic sarcoma 
of the eyeball; or early optic neuritis; or a thrombosed retinal vein; or an embolized branch 
of a retinal artery ; or a hemorrhage into the vitreous ; or a scotoma from localized optic 
atrophy, such as is met with sometimes in cases of disseminated sclerosis. Special ophthal- 
mie experience will be needed to diagnose between these different conditions, although 
the ophthalmoscopic appearances (p. 415) of some of them are pathognomonic. 

Herbert French. 


BLEEDING GUMS.—A spongy, bleeding condition of the gums, attaining such a 
degree that the teeth become covered by the exuberant blood-oozing tissues, was a 
prominent feature of scurvy, a serious and often fatal disease which used to be common 
on sailing ships when fresh food was necessarily absent from the diet for weeks or even 
months at atime. It is now rare in its full development, but is still found in a mild form 
amongst children—infantile scurvy, or Barlow’s disease—as the result of long-continued 
feeding with tinned milk without fresh food. Its chief features are anzmia and tenderness 
of the long bones due to hemorrhages under the periosteum ; in severer cases, besides 
sponginess and bleeding of the gum with more or less general stomatitis, there may be 
purpura and other hemorrhages. The diagnosis is suggested by the diet history, and 
confirmed by the benefit that follows the addition of fresh milk and, in older children, 
fresh vegetables. A similar condition may arise in adults whose circumstances compel them 
to live on tinned foods. There are, however, many other causes of bleeding of the gums 
besides scurvy. The differential diagnosis is generally easy, but sometimes very difficult. 
The first point to determine is whether the gum condition is due to local changes only, or 
whether it is part of a more general condition. 


(A). Bleeding Gums due to General Conditions or preceded by Lesions else- 
where than in the Mouth :-— 


Scurvy | Purpura (see Purpura, p. 552) | Febrile or asthenic_ states 
Splenomedullary leuksemia _ Syphilis accompanied by sordes, e.g., 
Lymphatic leuksemia Mercurialism pheumonia, typhoid fever, 
Hodgkin’s disease Todide poisoning the later stages of malignant 
Pernicious anemia _ Phosphorus poisoning cachexia, general paralysis, 
Aplastic anemia Arsenic poisoning acute yellow atrophy of the 
Splenic anemia | Lead poisoning liver, and so forth 
Hemophilia Dyspepsia 

(B). Bleeding Gums due to purely Local Conditions :— 
Injury, e.g., by tooth brush Epithelioma Gangrenous stomatitis 
Dental caries Actinomycosis (canerum oris, phage- 
Tartar Acute or chronic stomatitis | deena oris, noma oris) 
Pyorrhecea alveolaris not obviously due to any of | Tuberculous gingivitis 
Alveolar abscess the causes already men- Erythema bullosum, dermatitis 
Papilloma tioned, pese. | herpetiformis, pemphigus, 
Epulis Aphthous stomatitis | affecting the mouth as well 
Myeloid sarcoma Uleerative stomatitis as the epidermis 


A. Bleeding Gums due to General Conditions.—Many of the above conditions are 
discussed under other and more prominent symptoms, so that here we need refer to them 
but briefly (see SpLeEN, ENLARGEMENT OF, p. 628; ANZMIA, p. 20; PURPURA, p. 552; etc.). 


painful swelling of lips, gums, 
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A blood-count is required to diagnose or exclude leukaemia or pernicious anemia. The 
family history may suggest hemophilia. Splenic anemia, Hodgkin’s disease, and aplastic 
anemia attract attention more on account of the enlargement of the spleen (p. 628), 
or of the lymphatic glands (p. 876), or of the anzemia (p. 20), than because of spongy 
gums. Purpura (p. 552) is itself a symptom and not a disease. 

Syphilis, particularly in its secondary stage, may produce stomatitis, pharyngitis, 
laryngitis, and gingivitis, with bleeding, even when no mercurial treatment has been 
adopted ; the secondary roseola may still be present, or the history may be obvious. 
Difficulty arises mainly in women and children, and when the chancre has been extragenital 
(Fig. 23). Wassermann’s serum 
test may be tried, or the Spiro- 
cheta paliida (Plate XXVIII, 
Fig. J, p. 614) looked for in scrap- 
ings from the mucous lesions. 

Mercury is very liable to 
cause profuse salivation and acute 
stomatitis, with distressing and 


tongue, and cheeks ; swallowing 
may become impossible, the glairy Fig. 23.—Primary syphilitic sore on the lower lip, 

saliva hangs in strings from the 

protruding tongue and bulging lips, the mucosa bleeds on the slightest touch, and the 
patient is the picture of abject misery. Some persons are far more intolerant of mercury 
than others, but its worst effects have occurred when the remedy has been employed when 
the teeth are carious, or the mouth unclean, and when there is albuminuria (syphilitic 


nephritis). The diagnosis depends upon a knowledge of the drugs that are being given 


or, in occupation cases, of the chemicals that the patient has been working with. 

Iodides may cause profuse coryza, due to conjunctival, nasal, and oral catarrh, but 
the amount of bleeding that accompanies it is slight. The nature of the drugs being taken 
will suggest the diagnosis, or if there is doubt as to the drugs, the urine may be tested for 
iodides. 

Phosphorus used to produce very severe stomatitis, going on to necrosis of the jaw— 

‘phossy jaw ’—not infrequently ending in death as the result of fatty degeneration of 
the liver and heart ; this is uncommon since restrictions have been laid upon the use of 
crude yellow phosphorus in the manufacture of matches. The occupation generally serves 
to suggest the diagnosis. 

Arsenic and lead are both rare causes of bleeding gums; occupation, or medical 
prescription, or habits as regards drinking, may suggest the diagnosis, and there may be 


other signs of the poisoning, particularly pigmentation of the skin, vomiting, diarrhcea, 


hyperkeratosis of the soles and palms, and generalized peripheral neuritis in the case of 
arsenic ; and the symptoms given elsewhere (p. 24) in the case of lead. Arsenic may be 
found in excess in the hair, or lead may be detected in the feces or in the residue from a 
bulk of urine. 

Febrile and asthenic states only cause sordes and bleeding gums when the patient has 
already been ill some while, or when the nursing has been remiss ; the diagnosis will depend 
on symptoms other than those connected with the gums. 

B. Bleeding Gums due to Local Conditions.—When care has been taken to exclude 
general causes of bleeding of the gums, differentiation between the various local causes is 
not difficult. Some patients are alarmed by the symptom, when its cause is nothing more 
than the use of a new tooth-brush whose bristles have slightly lacerated gums that are 
accustomed to an older and softer brush. The history will indicate other forms of local 
injury—an ill-fitting tooth-plate, perhaps. Hamoptysis may be simulated. 

Dental caries may be obvious, or it may be hidden away between adjacent teeth and 
yet be irritating the gum enough to cause it to bleed with undue readiness when the teeth 
are brushed. Tartar is obvious on inspection. Pyorrhewa alveolaris, also known as 
suppurative gingivitis or Rigg’s disease, is the result of septic infection extending down into 
the sockets, loosening the teeth, causing the gum margins to recede by erosion, and leading 
to a purulent discharge from between the gums and the teeth, This condition may be 
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present even when the external aspect of the teeth seems perfect ; a very fine probe may 
sometimes be passed painlessly down into the tooth-socket between adjacent teeth where 
the suppurative process has been progressing unsuspected, and out of the reach of the 
tooth-brush. The gums bleed on the slightest touch in severe cases, the breath is foul, and 
the constant swallowing of pyogenic organisms and their products leads to dyspepsia, 
anemia, chronic ill health, listlessness, functional nerve disorders, and sometimes more 
acute symptoms of general pyemia, especially multiple infective synovitis and arthritis. 
Neurasthenia and depression ultimately ensue in many Cases, and sometimes very severe 
and even fatal anzemia or purpura. 

The diagnosis of alveolar abscess is generally obvious, though infection of a benign or 
malignant new growth may simulate it for a time. Microscope examination of the excised 
tumour is the only certain way of diagnosing the nature of an odontoma, papilloma, simple 
epulis, myeloid sarcomatous epulis, or epithelioma of the gum. 

Actinomycosis is rare in man; but the jaw, gum, or cheek are parts least uncommonly 
affected. The chronic nature of that which partakes of the characters partly of a neoplasm 
and partly of an abscess, in a person who has had occasion to put straws, cotton, or other 
vegetable products into his mouth, may suggest the diagnosis, which will be confirmed by 
the finding of the ray fungi in the purulent discharge, or in sections from parts excised. 
Minute grey or yellowish specks in the pus are 
said to be characteristic, but they are not always 
seen, and it is by microscopical examination that 
the diagnosis is made with certainty (see Plate 
XXVIII, Fig. S, p. 614). 

Stomatitis in its various degrees may have a. 
general cause, such as mercurialism (see above) ; 
or it may be due to purely local infection with 
micro-organisms. It might perhaps be classified 
bacteriologically—the variety spoken of as thrush 
being due to the oidiuwm albicans, for instance. 
Clinically, however, it is more often classified by ~ 
its degree—into acute catarrhal, ulcerative, and 
gangrenous. All these affect the mucosa of 
cheeks, lips, tongue, and palate, in addition to 
the gums, and any of the inflamed parts bleed 
readily. The first degree is characterized by red- 
ness, swelling, tenderness, and pain, with inability 
to move the tongue about in order to eat and 
swallow, swelling and protrusion of the lips, foul- 
ness of the breath, and very often salivation. 
There may or may not be localized greyish or 

Fig. 24.—Cancrum oris. white aphthous patches ; these are commoner in 

children. When ulcers occur, these are generally | 

multiple and shallow, very painful, with more or less glazing of the ulcerated surface, 

and acute hyperemia of the margins. The gangrenous form is better known as cancrum 

oris (Fig. 24), fortunately rare, though sometimes seen in ill-cared-for children who have 

contracted measles or some other acute debilitating fever. The cheek is affected first, a 

dusky-red or black spot appearing within and without, spreading rapidly and leading to 

sloughing and perforation of the cheek, gangrene of the gums and jaw, falling out of the 

teeth, a very foul nauseating odour of the breath, and death from utter exhaustion. The 
diagnosis is generally obvious. 

Tuberculous gingivitis is rare, but when it does occur it is very severe. The nature 
of the bleeding gums will be suggested by the co-existence of phthisis, and tubercle bacilli 
may abound in smears from the gum. 

Erythema bullosum, dermatitis herpetiformis, and pemphigus—particularly the first—may 
affect mucous membranes as well as the skin, especially the mouth, colon, and vagina. 
The result as regards the mouth is very distressing ; the crusts and resultant inflammation 
of lips, gums, tongue, cheeks, palate, fauces, and pharynx, may make it impossible for food 
to be taken orally, and the patient loses weight rapidly and becomes very ill. The mucous 
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membrane everywhere bleeds on the slightest touch, and the condition is pitiable. There 
is generally pyrexia. The diagnosis is, as a rule, easy, for the mucous membranes are 
seldom attacked unless the skin is affected also (see BULL&, p. 86 and EOSINOPHILIA, 


p. 218). Herbert French. 
BLEEDING NOSE.—(Sce EPiIsTAxis, p. 220.) 


BLEEDING, UTERINE.—(See Menorruacta, p. 385 ; METRORRHAGIA, p. 390; and 
METROSTAXIS, p. 392.) 


BLINDNESS.—(See Vision, DErects oF, p. 757.) 
BLISTERS.—(See Buti, p. 96.) 

BLOOD, COUGHING UP OF.—(See Hemoprysis, p. 285.) 
BLOOD IN THE URINE.—(See Hamarurta, p. 275.) 


BLOOD PER ANUM.—Blood may be passed per anum whenever bleeding takes 
place from any part of the alimentary canal. If it comes from a point high up, as from 
the stomach or duodenum, it is usually altered in appearance, so that black, tarry stools 
are passed (melena) ; if it comes from the colon or from the lower end of the ileum, it 1s 
passed as red blood, easily recognizable as such. If the quantity is very large it may be 
bright red even in the case of lesions high-up ; the colour depends on the rapidity of passage 
through the bowel and the consequent extent to which the digestive juices have acted 
- upon it. 

Recognition of the actual presence of blood, pure or mixed with the motions, is not 
often difficult, except when the quantity is small. The typical tarry stools of hamorrhage 
high up in the alimentary tract are unlike anything else. The black colour is much more 
pronounced than the pigmentation of the stools caused by iron or bismuth sulphide, which 
produce rather a slaty or dirty greyish-black tint ; while the viscid consistency of the 
hemorrhagic stool is also characteristic. Administration of charcoal by the mouth may 
produce deep black stools, and eating bilberries is also said to do so. In case of doubt, 
the chemical and_spectroscopical tests for blood may be applied ; for which purpose it is 
best to acidulate the faces strongly with acetic acid and to extract the acid mixture with 
ether; a clear solution of blood-pigment is thus obtained, suitable for the spectroscope 
or for the guaiacum test. In some cases blood corpuscles may be recognizable under the 
microscope if a portion of the feces is rubbed up with physiological saline solution. Grains 
of charcoal will be distinguishable under the microscope if this substance has been taken. 

The conditions associated with the passage of blood per anum may be divided con- 
veniently for diagnostic purpose into: (1) Those in which large quantities of altered blood 
are passed (true melena); (2) Those in which large quantities of red or unaltered blood are 
voided ; (3) Those in which small amounts of such blood are seen ; and (4) Cases of so-called 
occult hemorrhage, only recognizable by chemical or other special tests. The conditions 
classed under headings (2) and (3) necessarily overlap, inasmuch as the exact quantity of 
blood discharged is very variable ; the former comprise, roughly speaking, affections of 
the bowel; the latter, lesions about the rectum and anus. 

Large quantities of altered blood may escape in cases of ulceration of the stomach 
or duodenum. It is usually mixed with acid gastric juice, and thus blackened. Such cases 
are generally associated with pain after meals, vomiting, heematemesis, and increased acidity 
of the gastric juice. Tenderness will be elicited on pressure over the epigastrium, most 
often ata point rather to the right of the middle line and about four inches below the 
xiphisternal junction in the pyloric region. Distinction between lesions of the stomach 
and of the duodenum is difficult ; but in gastric ulceration the pain usually arises within 
an hour after meals, and is relieved by vomiting ; in duodenal ulcer, it often reaches its 
acme about three or four hours after a meal, and it may at first be relieved by taking food 
(‘hunger pain’). In gastric ulcer, the greater part of the blood which escapes is likely 
to be vomited ; in duodenal, most of it to be passed per anum. Duodenal ulceration is 
most common in men. The symptoms of gastric ulcer are much more common in women ; 
but it has been shown that in many such instances no actual ulcer can be found, the blood 
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escaping apparently by a process of oozing through the mucous membrane—a condition 
referred to as gastrostaxis. Evidence obtained from post-mortem findings shows the two 
sexes to be about equally liable to this affection. 

Large quantities of unaltered or but slightly altered blood may be passed in cases of 
ulceration of the small intestine, as in enteric fever, tuberculosis, or the peculiar lesions 
associated with chronic interstitial nephritis. The phenomena of enteric fever need not 
be detailed at length—initial headache, epistaxis, and fever ; fullness of the abdomen and 
possibly diarrhoea, rose spots, enlargement of the spleen, mental dullness or delirium ; 
leucopenia, and Widal’s agglutinative reaction in the blood. Tuberculous ulceration of 
the intestine seldom, if ever, occurs apart from tuberculosis of the lungs, and it is a rare 
cause of profuse intestinal hemorrhage. It is associated with pain and tenderness in the 
abdomen, and with emaciation and signs of pulmonary disease. Tubercle bacilli may be 
found on examination of the faeces. | 

Chronic Bright’s disease may be associated with hemorrhage from the bowel as from 
other parts of the body. The absence of other causes, such as ulceration ; the existence of 
high blood-pressure and enlargement of the left ventricle, the cardiac impulse being dis- 
placed outwards and downwards ; and the constant or occasional appearance of albumin 
and renal tube casts in the urine, with weakness, anemia, and perhaps epistaxis, will point 
to this cause. 

Bleeding into the pancreas and embolism or thrombosis of one of the mesenteric vessels 
may both lead to moderate hemorrhage from the bowel. In both alike there will be 
symptoms of sudden abdominal pain and constipation with collapse, closely resembling 
the phenomena of intestinal obstruction. A certain diagnosis can hardly be made without 
laparotomy.. Patients who suffer from pancreatic apoplexy are usually fat. Blocking 
of a mesenteric vessel by embolism is most likely to occur in sufferers from some form of 
cardiac disease, especially malignant or ulcerative endocarditis (p. 34). 

In the peculiar condition known as Henoch’s purpura (p. 556) there occur attacks of 
colic, constipation and vomiting, with passage of blood per anum. ‘The symptoms may 
closely simulate intestinal obstruction or intussusception, and may be indistinguishable from 
mesenteric embolism. A diagnosis may sometimes be made when other phenomena of 
bleeding are present, such as hzematemesis, hematuria, petechia in the skin, or epistaxis, 
or by concomitant affections of joints (hemorrhagic arthritis): the patient is generally 
young; a history of previous attacks may also be obtained. 

A good deal of blood may be passed per anum in some cases of general hemorrhagic 
conditions, such as profound anzmia, leukemia, and purpura hemorrhagica. The general 
appearance of the patient, and examination of the blood (p. 24) will suffice to distinguish 
the two former; and in the last there will probably be visible haemorrhages in the skin 
and bleeding from other mucous surfaces. 

The possibility of the rupture of an aneurysm into the stomach or bowel may be men- 
tioned for the sake of completeness ; a diagnosis can only be made by recognition of the 
pulsating aneurysmal swelling, and the condition will probably be rapidly fatal. 

In infants, considerable quantities of blood may be passed per anum owing to septic 
infection of the umbilical cord, the hemorrhage arising either from an actual ulcer of the 
stomach or duodenum, or from a purpuric condition caused by bacterial toxemia; in a 
few such cases running a rapidly fatal course the passage of dark or bright blood per rectum 
in increasing quantities is almost the only symptom, and the cause of the bleeding is not 
clear even when searched for at autopsy ; the fatal symptom may develop within a day 
or two of birth (Melezena neonatorum). 

Hemorrhage of moderate degree is usually associated with disease of the large 
intestine, though occasionally profuse bleeding may occur in such affections. The blood 
is bright in colour and generally mixed with mucus. In tropical dysentery there is severe 
tenesmus and great frequency of defscation, only blood-stained mucus in small quantities 
being passed when the disease is well established. In ulcerative colitis, which appears to 
be a bacillary dysentery of temperate climates, there are the same diarrhoea, frequency 
of defecation, and wasting as characterize the tropical malady, but tenesmus is less marked 
and the stools are usually more feecal. Some cases of ulcerative colitis closely simulate 
enteric fever ; they may be distinguished by the absence of Widal’s reaction, and by recog- 
nition of the ulcers in the lower part of the large bowel by means of the sigmoidoscope. 
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Examination of the stools in cases of tropical dysentery may reveal the presence of 
the Ameba histolytica (Fig. 25). This large organism measures some 30 to 40 p in diameter, 
and is distinguished from the harmless Ameba coli by its well-developed clear outer layer 
of ectoplasm, by its small and eccentrically placed nucleus, and by the presence of ingested 
blood-corpuscles within| its substance. 

In the search for amoebz a flake of mucus should be spread out as thinly as possible 
on a slide, and if the organisms are very scanty, the addition of a drop of 1 per cent watery 
methylene blue is of assistance, as it stains the pus and epithelial cells at once, whilst for 
a time the amcebe resist taking up the stain and also retain their activity : they thus stand 
out clearly amid their blue surroundings as light refractile motile bodies. In such a pre- 
paration examined directly after it is made, it is possible to detect them with a very low 
power, such as a Zeiss A or a half-inch lens, a higher power being turned on to verify the 
find. With some practice they may also be seen in unstained mucus with the low power 
as small glistening particles, the condenser being fully lowered for this method of examina- 
tion, and any likely object being scrutinized further by a } inch lens. Full doses of 
ipecacuanha or emetine should not be given before the stools are examined microscopically, 
or a negative result is likely to be obtained in amcebic cases, just as in malaria after quinine 
has been taken. The stools should 
always be examined as fresh as 
possible, preferably within an hour 
of being passed. In cool climates the 
specimen may be kept at blood-heat 
for a short time and the slide warmed. 
The organisms should always be seen 
in active motion before a positive 
diagnosis is made, for there are often 
large mucoid cells present, especially 
in bacillary dysentery, which may 
easily be mistaken by the inexperi- 
enced for inactive amcebe. 

In bacillary dysentery the patho- 
genic organisms belong to a group of 
closely allied bacteria classed under 
the title B. dysenterie. They are 
short, rod-shaped bacteria, with 
rounded ends, somewhat resembling Fig. 25.—(aa “Ameceba histolytica (after Jiirgens); (b) Ameba coli, 
B. typhosus, but non-motile. These motile form ; (b’) Ameeba coli, encysted (after Casagrandi and Barbagallo). 

oe : (N) Nucleus; (N’) Nuclei after division; (C) Blood corpuscles. (High 
bacilli grow on ordinary laboratory — power, 
media, do not coagulate milk, and do 
not form indol. They are not stained by Gram’s method. The exact bacteriology of 
ulcerative colitis is undetermined, but organisms resembling B. dysenterie have been 
isolated by some observers. 

Malignant disease of the intestine may give rise to some degree of hemorrhage. Ina 
typical case of cancer of the large bowel, an elderly person has suffered from gradually 
increasing weakness, wasting, and constipation. Attacks of colicky pain may supervene, 
and some enlargement of the abdomen may be noticed. Blood may be present in the 
motions from time to time, but is not often a marked feature. Examination of the 
abdomen may reveal vermicular movements of the hypertrophied bowel, which tend to 
pass in a definite direction along the course of the colon, and to cease at a particular point. 
Here a definite tumour may be palpable; but as the flexures of the colon are favourite 
seats for neoplasms, it often happens that the growth is situated deeply in the pelvis or 
beneath the lower ribs, and cannot be felt. There is little or no fever unless there are 
extensive secondary deposits, especially in the liver, which may become greatly enlarged. 
Acute intestinal obstruction may finally occur. The diagnosis is often assisted either by 
the sigmoidoscope or by the use of a-rays after a bismuth meal (p. 125). 

As contrasted with the above, non-malignant ulceration of the colon is likely to have 
a more marked onset, with pain, frequency of defecation, and loose motions. The stools 
often contain considerable quantities of blood mixed with mucus. The body temperature 
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is raised, often to a high degree (103° F.), pain is more constant, and tenderness may be 
elicited all along the course of the large intestine. Often the ulceration extends into the 
sigmoid flexure of the colon, and may be visible on examination with the sigmoidoscope. 

In intussusception, blood and mucus are passed without feecal matter accompanying 
them. The condition is commonest in infants and young children. There are usually 
symptoms of severe illness, with screaming, drawing up of the legs, frequent pulse, and 
some collapse ; rarely the condition may be encountered with but few grave signs. A 
rectal examination is essential, as in many cases the intussusceptum may be felt with the 
finger ; a careful palpation of the abdomen will usually reveal an elongated tumour, which 
may sometimes be felt to harden and relax again with the peristalsis of the gut. 

In infants, simple colitis may give rise to the appearance of blood and mucus in the 
motions, but there is generally some fecal material passed at the same time, which is not 
the case in intussusception after the contents of the colon below the intussusception have 
been evacuated. In simple colitis the motions are frequent and loose, and they may contain 
mucus. In milder cases they may be green and slimy, but in the more severe they are 
brownish and very offensive, and in the worst cases consist of little more than a dirty serous 
discharge. The child’s temperature will probably be raised ; the pulse is frequent, and 
there may be vomiting. A collapsed condition may occur at a late period of this malady— 
rarely, in acute choleraic cases, it may ensue within the first twenty-four hours. In intussus- 
ception, on the other hand, collapse usually eccurs quickly ; and there is absolute con- 
stipation, with passage only of a small amount of blood-stained mucus. The only cases 
which can give rise to a difficulty of diagnosis are the rare instances in which intussusception 
is present without severe symptoms; and here rectal and abdominal examination will 
probably reveal the true condition of affairs. By means of rectal examination in an infant 
a considerable area of the abdomen can be investigated, especially if an anesthetic be 
administered. In all cases of doubt in intestinal affections accompanied by bleeding this 
procedure is urgently demanded. 

The intense diarrhoea accompanying arsenical poisoning may be accompanied by the 
passage of traces of blood and mucus. The condition will be distinguished by its rapid 
onset, some half-hour or so after a meal, by the epigastric pain, tenderness, and vomiting, 
followed by collapse, with rapid irregular pulse, and clammy skin. A chemical examination 
of the vomited matters should be made in suspected cases, by Reinsch’s or Marsh’s test. 

Traces of blood smeared over the motions are suggestive of piles, which may be seen 
on inspection if external, and felt by the examining finger if internal to the: sphincter. 
Occasionally a sharp attack of bleeding may occur from this cause if a varix be ruptured. 
The condition is usually accompanied by a sense of fullness, weight, and even pain in the 
rectum, and the patient may be conscious of ‘“‘ something coming down ”’ and having to 
be replaced after defecation. 

Some amount of blood may arise from an anal fistula, which may also lead to a dis- 
charge of mucus and of pus. Inspection and digital examination will discover this 
affection, the external opening of the fistula being close to the margin of the anus, the 
internal often just above the border of the sphincter. 

Cancer of the rectum does not usually give rise to much hemorrhage, but traces of blood 
may be passed from time to time, and sometimes a sanious discharge occurs. The main 
symptoms are usually wasting and cachexia ; eradually increasing difficulty in defecation ; 
and rarely, alteration in the size and shape of the feecal masses, which may be thin or ribbon- 
like. Sometimes alternating periods of diarrhcea and constipation occur ; or there may 
be morning diarrhoea, the matter passed being thin fluid. Pain in the sacral region generally 
occurs at some period of the disease, and it may radiate down the thighs. The growth may 
be seen by means of the speculum or sigmoidoscope, and also felt by the examining finger. 

Rectal polypi are common in children, and may rarely be encountered in adults. They 
give rise to frequent bleeding, which may occasionally be considerable in amount. The 
patient may be conscious of something present in the rectum giving rise to a sensation 
of fullness and frequent desire to defecate. Digital examination will reveal the existence 
of a pedunculated tumour, or rarely of multiple tumours. Occasionally a polypus may 
protrude at the anus after defsecation, and must be distinguished from prolapse of mucous 
membrane by examination with the finger. 

Another condition affecting the rectum which may be signalized by free bleeding is 
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that of papilloma or villous tumour. The symptoms will closely resemble those of rectal 
polypi, but the blood is likely to appear in large quantities. Digital examination may 
discover a soft, velvety patch on the rectal wall, and the examining finger will be with- 
drawn covered with blood. The growth may be seen by means of a speculum as a soft, 
vascular mass, bleeding'on the slightest touch. The condition is uncommon. It is likely 
to occur at an earlier age than cancer, but the latter is not unknown in persons under 20 
years of age. 

Simple prolapse of the anal mucosa will lead 
to slight haemorrhage. The condition is often 
seen in children, and may be recognized on in- 
spection of the anus, when a red globular swell- 
ing of everted mucous membrane is_ visible. 
Adults will be conscious of having to push the 
part back after passing a motion. Such prolapse 
often accompanies piles. 

Ulceration of the rectum, of venereal origin, 
occurs chiefly in women. Bleeding is not usually 
a very marked feature, but attacks of hamor- 
Thage may take place. The condition is recogniz- _ Fig. 26.—Ova of Bilharzia hematobia: one exhibit- 
able by digital examination, and by inspection Pea aed oie ah ene pga 
through a rectal speculum or the sigmoidoscope. 

The ulceration usually extends right down to the anus, whereas there is nearly always an 
interval of normal mucosa between the anus and an ulcerating cancer of the rectum. 

The parasite called Bilharzia hematobia may occur in the rectum, though less 
frequently here than in the bladder. Its presence gives rise to the passage of mucus 
and blood per anum. There may be discomfort in the rectum and frequency of defeca- 
tion. Infection is contracted abroad, especially in Egypt—a fact which may lead to a 
suspicion of the presence of the affection in patients 
who have resided out of England. Diagnosis can 
only be made by finding the ova of the parasite in 
the faces. Their well-known shape—oval with a 
pointed spike at one end, or rarely at the side (fig. 
26)—renders them unmistakable objects under the 
microscope. 

In children the presence of thread-worms (Oavy- 
uris vermicularis) in the rectum may lead to the 
discharge of small amounts of mucus coloured by a 
trace of blood. The worms will be seen readily on 
inspection of the child’s motions. They are white, 
about the thickness of coarse thread, and 3} to 3. in. 
in length. 

In some cases the actual cause of even much 
blood being passed per anum remains undiagnosable, 
and occasionally the cause seems to be ‘ vicarious 
menstruation,’ notwithstanding the doubts held by 
many as to the possibility of the latter. The follow- 

' ing is a very suggestive case from the practice of 

Be hocks: i es Hee Partie worn: fice Dr. Reuell Atkinson: “A giri, age 134, very tall for 
ws Bee retenitory Methods. her age, menstruated regularly for more than a year. 
Dr. Herbert French.) I was sent for because she was passing blood per 

anum ; that was on April 9. The blood was quite 

bright and in considerable quantity ; there was no other symptom except a little nausea 
and vomiting of frothy mucus. She complained of pain, mostly over the pubes on each 
evacuation, but none at other times. No abdominal tenderness or distention. No tem- 
perature. Nothing to be felt per rectum. On April 14 she passed a large dark, semi- 
digested clot. About the 24th she ought to have menstruated and did not. The blood 
continued to be passed until the 28th. Just a trace on the 29th. None since. She has 
remained well, menstruation has recurred regularly, and there has been no repetition of 
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Fig. 28.—Ankylostomum duodenale. Ova at different Fig. 29.—Ankylostomum duodenale. ‘Two-cell stage of 
stages. Near the centre is an ovum of Trichocephalus dispar developing ovum (x 200). (By permission, from Dr. Haldane 
(x 50). (By permission, from Dr. Haldane and Dr. Boycott’s and Dr. Boycott’s paper in The Journal of Hygiene, Vol. ili.) 
paper in The Journal of Hygiene, Vol. lii.) 


SPECTRAL ABSORPTION BANDS. 
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Fig. 30.—Oxyheemoglobin. 


Fig. 31.—Reduced hemoglobin. 


Fig. 32.—Carboxyhemoglobin. 


Fig. 33.—Hematin in alkaline solution. 


Fig. 34.—Acid hematin. 


Fig. 35.—Methzemoglobin. 


(| Fig. 36.—Urobilin. 
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the passage of blood per rectum, and she seems to be a normal girl. What was the 
cause of the bleeding, and where did it come from? Was it an instance of vicarious 
menstruation ? ” 

Occult hemorrhage is the term applied to the presence of minute traces of blood 
in the motions, revealed only by chemical or spectroscopical examination. It may occur 
in any lesion of the alimentary canal in which there is breach of surface, as in ulcer, cancer, 
or severe inflammation. Such hemorrhage will also be present constantly in cases of 
infection with the parasitic worm Ankylostomum duodenale (Fig. 27). This condition, 
which is met with in persons who have resided in certain parts of the tropics such as India, 
or who have worked in mines or tunnels in which the soil has been contaminated by fellow- 
workers suffering from the disease, leads to profound anemia; and the ova of the worms 
may be found in the feces by microscopicai examination (Figs. 28 and 29). The tests for 
occult bleeding may be applied in cases of difficulty when there is reason to suspect ulcera- 
tion or cancer. No meat or meat-extracts must be administered for a day or two before 
the test is made, lest the haemoglobin present in them should vitiate the results. The 
existence of any bleeding from the gums must also be excluded. One of the simplest 
methods of detecting occult hemorrhage is to rub up some of the feeces with water, acidify 
with strong acetic acid, and then shake out with about 1 volume of ether; the latter 
extracts the hematin, and the characteristic bands may be detected in the ethereal extract 
by means of the spectroscope (see Figs. 83 and 34). W. Cecil Bosanquet. 


BLOOD, VOMITING OF.—(See Hamaremesis, p. 265.) 


BLOOD-PRESSURE, ABNORMAL.—Blood-pressure cannot be gauged accurately 
with the finger ; when instruments of precision are used to verify opinions expressed as 
the result of merely feeling the pulse, it is astounding how erroneous digital impressions of 
pulse-tension and blood-pressure are. It is most important nct to diagnose an abnormality 
of blood-pressure until the latter has been measured instrumentally. There are four main 
kinds of blood-pressure, namely, maximum systemic arterial ; minimum arterial ; mean 
arterial ; and venous. Instruments have been devised for measuring all these, but clinic- 
ally the only really important variety is the maximum systemic arterial blood-pressure. 
This may be either abnormally low or abnormally high, but no stress should be put upon any 
but considerable departures from the normal. Healthy individuals who have not been 
kept in bed have an average pressure in early adult life of 120 to 1830 mm. Hg. Children 
have less than this, though at this early age it seldom happens that anything is to be learned 
by measuring the blood-pressure. As years advance, the blood-pressure tends normally to 
Tise, so that at fifty or sixty a reading of 150 or 160 mm. Hg, or thereabouts, which in a 
younger person would indicate disease, would be normal. 

Abnormally high blood-pressure may reach figures such as 320 mm. Hg, and any- 
thing from 170 mm. Hg upwards is essentially abnormal, whatever the age of the patient. 
It nearly always indicates rigidity of the vessels as the resuit of arteriosclerosis, and it is 
very often associated with renal degeneration, which, as time goes on, ultimately becomes 
red granular contracted kidney. Curiously enough, and contrary to what might be expected, 
the maximum systolic blood-pressure is higher than normal in cases of heart failure such as 
result from mitral stenosis, even when the pulse is so irregular and feeble that it can only be 
felt with certain beats, and when one would have thought that there must be a fall in the 
blood-pressure ; the cause for the rise in such cases is probably the partial asphywvia acting 
upon the vasomotor centre ; similarly, a rise of blood-pressure, even to 220 mm. Hg or 
more, may accompany the asphyxial attacks of Raynaud’s syndrome. Cases of melancholia 
have abnormally high blood-pressures ; when the melancholia improves, the pressure falls, 
and may return to normal when the patient recovers from the mental symptoms. The 
chief importance of high blood-pressure is in diagnosing arterial or renal degeneration, 
with consequent tendency to apoplexy or to chronic heart failure. It should be remembered 
that any patient who is kept in bed tends to have a diminution in the blood-pressure, and 

this applies to arterio-sclerotic patients as well as others ; a person may have a blood- 
pressure of 250 mm. Hg or more when up and about, and yet when he is kept in bed the 
_ pressure may fall to 150 mm. Hg, to rise again when he returns to active life. Prolonga- 
tion of the first sound at the impulse or a ringing accentuation of the aortic second 
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sound, may serve to indicate that there is a high blood-pressure when no instrument 
is at hand to verify the fact. 

Abnormally low blood-pressure of moderate degree may be observed in many different 
circumstances associated with asthenia ; it is apt to accompany Graves’s disease ; and exces- 
sive smoking of cigarettes ; but in itself a low maximum systemic blood-pressure is seldom 
of diagnostic significance excepting in Addison’s disease. In a case in which the degree of 
pigmentation of the skin or of mucous membranes may leave doubt as to whether Addison’s 
disease is the diagnosis or not, a blood-pressure so low as 80 mm. Hg would be confirmative 
of the diagnosis, although there are cases of Addison’s disease in which the blood-pressure 
may be no lower than 110 mm. Hg. Herbert French. 


BLUE. SCLEROTICS.—(See Fracrurr, SPONTANEOUS, p. 242.) 


BLUE-BRAIN.—(See Dreap FINGERS, p. 162.) 
BOILS. 


(See PUSTULES, p. 557.) 


BONE, SWELLING ON A.—(See SwELLInG ON A BONE, p. 667.) 
BONES, SPONTANEOUS FRACTURE OF.—(See Fracture, SPONTANEOUS, p. 242.) 


BORBORYGMI are gurgling noises in the abdomen produced by peristaltic move- 
ments of the bowel acting upon the mixed gaseous and fluid contents. With the stetho- 
scope applied to the abdomen they may be heard in all normal persons, varying in intensity 
at different phases of digestion. When a meal has been taken after a period of fasting, 
the passage of the intestinal contents through the ileoceecal valve may be heard distinctly 
with the stethoscope placed over the right iliac fossa some six hours or less after the meal ; 
but it is seldom possible to decide what precise portion of the bowel is responsible for the 
production of borborygmi heard elsewhere. 

Normally, these sounds should not be audible either to the patient or to other persons ; 
but occasionally even in health they may be heard quite loudly. In some individuals 
indeed, especially in women, the sounds become annoyingly obtrusive, and they may even 
acquire a pathological degree. They may be very loud when a person is beginning to get 
over-hungry. It may be very difficult, however, to decide exactly as to their cause ; some- 
times the patient seems to be otherwise perfectly healthy. More often there is evidence of 
functional nerve disorder or hysteria, so that the borborygmi may be due to functional 
errors in the intestinal peristalsis or in the secretions within the bowel. They may be 
associated with FLATULENCE (p. 240), though by no means necessarily so. Observation 
of the patient may detect air-swallowing ; intestinal putrefaction is indicated by excess of 
indican in the urine, or by a high ratio of organic to inorganic urinary sulphates ; fermenta- 
tion of carbohydrate is suggested when there is no evidence of air-swallowing, when urine 
analyses do not confirm any suspicion of proteid putrefaction, and when the borborygmi 
are increased by carbohydrate foods. 

Borborygmi are apt to be increased in asphyxial conditions, and may be very marked 
in cases of heart failure with cyanosis. 

The absence of borborygmi may sometimes be important, for one of the first effects of 
peritonitis is to inhibit peristalsis ; without peristalsis borborygmi cannot be produced, 
and therefore, if peritonitis is suspected, the presence of well-marked borborygmi on auscul- 
tation of the abdomen is an argument against there being general peritonitis, whilst com- 
plete silence of the abdomen is in favour of this diagnosis. Herbert French. 


BRADYCARDIA, or undue slowness of the pulse-rate, is compatible with health, 
some individuals having a normal pulse-rate of 50, whilst in a few it does not exceed 40 or 
even 30 per minute. Occasionally bradycardia of this kind is found in more than one 
member of the family. It is important to auscultate the heart to exclude the possibility 
of the rate of the pulse as felt at the wrist not being the same as the rate of the heart-beat ; 
often, particularly with mitral stenosis, by no means every pulse wave becomes palpable 


at the wrist, and the rate may then seem to be slow when perhaps in reality It is twice the 
apparent rate. 
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Absolute slowness of the pulse-beat, as distinct from its relative slowness in proportion 
to the pyrexia, is best seen in the symptom-complex termed Stokes-Adams’ disease, the 
‘phenomena of which are syncopal attacks associated with epileptiform convulsions, coma, 
stertor, and cyanosis, the rate of the heart-beat being found to have dropped to a half or 
even to less than half of that which is natural. These symptoms are due to difficulty in 
the transmission of the contraction-stimulus from the auricle to the ventricle along the 
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Fig. 37.—Hlectro-cardiogram showing complete heart-block. The auricular waves (P) recur 
at equal intervals, but bear no relationship to the ventricular waves. At X the auricular and 
the ventricular waves are simultaneous. 


auriculo-ventricular bundle of His. The inhibitory factor is not the same in all cases, but 
is*often associated with arteriosclerosis and degenerative changes in the bundle of His, 
together with myocardial degeneration and atheroma of the coronary arteries ; or to syphilis 
of the bundle of His or to destruction of that bundle by a gumma, sarcoma, or carcinoma. 
The diagnosis is apt to be that of epilepsy until the fact has been established that the pulse- 
rate falls during an attack to about half the normal; but when this observation has been 
made, the difference between Stokes-Adams’ disease and ordinary epilepsy is clear. The 
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Fig. 38.—Hlectro-cardiogram to illustrate one-in-two heart-block. It will be noticed that the 
auricles and ventricles are both beating perfectly regularly, but the auricle notches (P) are twice as 
numerous as the ventricle notches (R). Only every second auricular beat was followed by a ventri- 
cular beat. The illustration is from the same patient as Fig. 37, but upon a different occasion. He 
sometimes exhibited partial heart-block as above, and sometimes complete, as in Wig. 37. 


phenomena are those of ‘ heart-block ’ the diagnosis of which in its lesser degrees cannot 
be made without careful instrumental records of the venous and arterial pulses and of the 
cardiac movements, made either by means of the polygraph, or better still the electro- 
eardiograph. Considerable slowing of the pulse-rate has also been noted in some cases of 
uremia, even without heart-block; both in the chronic type of the affection and during 
uremic coma. Bradycardia is by no means constant in uremia however. 

Increased intracranial pressure sometimes causes bradycardia in certain cases of 
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cerebral hemorrhage, tumour or abscess, and in the early stages of tuberculous meningitis ; 
in other forms of meningitis, and in the later stages of tuberculous meningitis the initial 
bradycardia changes to tachycardia. If in a given case there is otitis media or some 
other local infective focus which might produce a cerebral abscess, pyrexia with a pulse- 
rate of 50, 55, or 60 is an argument in favour of intracranial abscess ; the other complications 
of otitis media, especially lateral sinus thrombosis, mastoid abscess, or suppurative 
meningitis, produce a rapid pulse-rate instead of a slow one ; the reverse is not true, for it 
is not possible to exclude cerebral abscess merely on the ground that there is no bradycardia. 
Cerebral tumour can generally be distinguished from cerebral abscess by the greater length 
of the history, the more pronounced optic neuritis, or the absence of predisposing cause to 
cerebral abscess, such as otitis media or bronchiectasis ; whilst cerebral hemorrhage is more 
rapid in its onset, is less likely to have marked optic neuritis, and if there is pyrexia it is 
apt to be extreme, reaching the level of hyperpyrexia ; generally the patient is an elderly 
man who has either high blood-pressure, albuminuria, or other evidence of degenerated 
arteries or granular kidneys. 

In myxedema the pulse-rate is seldom fast, and it may be abnormally slow. 

Certain drugs are apt to slow the heart markedly when they have been administered 
in full doses over a long period, the three most important being digitalis, strophanthus, and 
sodium salicylate : the diagnosis depends on knowledge of the medicine the patient is taking. 

Jaundice is generally stated to cause marked slowing of the pulse-rate: it is true that 
artificial introduction of bile salts and pigments into the circulation in animals slows the 
heart, but clinically in man it is rare to find jaundice and absolute bradycardia associated. 

Herbert French. 


BRADYPNEA, or undue slowness of breathing, is not a very common symptom, 
but it may be met with in marked degree under various conditions, of which the following 
are-the chief :— 


1. As an Effect of certain Drugs or Poisons :— 


Chloroform Chloral Sulphonal | Aconite 
Opium Chloral hydrate Trional Antimony. 
Morphia Butyl chloral hydrate | Tetronal | 
Alcohol Veronal | Medinal 
2. Cerebral Compression resulting from :— 
Depressed fracture of the Pontine hamorrhage | Cerebellar abscess 
skull Cerebral tumour Osteoma of the cranium 
Meningeal hemorrhage Cerebral abscess | Gumma of the meninges. 


Cerebral hemorrhage Cerebellar tumour 


3. Shock or Collapse from :— 


Severe injury Operations 
Sudden onset of acute illness Excessive loss of fluid from choleraic diarrhcea. 


4, Caseous Bronchial Glands. 
5. Functional Conditions :— 
Hysteria | Epilepsy | Catalepsy | Trance. 
6. Uremia. 
7. Diabetes Mellitus with impending Coma (‘ Air-hunger ’). 


Although bradypncea may result from any of the above causes, it is not constant in 
most of them, and in the majority it is an incident which, even if present, is not of 
diagnostic importance. This applies particularly to the conditions mentioned in Groups 
(1) and (2), in many of which the patient is likely to be at least stuporous, and perhaps 
completely comatose (see Coma, p. 117). The cerebral lesions will-be indicated by associ- 
ated headache, vertigo and vomiting, and confirmed by the discovery of optic neuritis 
(Plate XIX, Figs. K, L, p. 416). 

Now and then, in the ease of a child suffering from tuberculous meningitis, one comes 
across a curious type of slow breathing, in which two or perhaps three short respirations 
occur in quick succession, followed by so long a pause that the patient may appear to be 
dead. This type, known as Biot’s breathing, does not resemble Cheyne Stokes’ breathing 
(p. 107) clinically at all, but it is probably related to it pathologically. It occurs in those 
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who are approaching death, but may be present for a day or more before death actually 
occurs. 

If the bradypneea is due to a poison, the circumstances of the case may suggest this, 
and it may be confirmed by chemical analysis of the gastric contents or of the contents 
of adjacent bottles ; though there may be the same difficulties of deciding whether the 
patient is *‘ drunk or dying,’ as are discussed on p. 118. One important point is not to 
conclude forthwith that the presence of sugar in the urine indicates diabetic bradypncea 
and coma, for numbers of patients suffering from deep alcoholism have sugar in their urine 
for the time being; generally, however, without acetone (p. 3) and in a low specific 
oravity urine. 

In cases of shock or collapse the existence of bradypncea will be overshadowed by the 
other symptoms in the case, and it is not in itself important. 

The slow breathing that results sometimes from caseous bronchial glands differs from 
most of the above in that it affects patients, generally children, who are not acutely ill ; 
though delicate, they may even be going to school, and yet their respiration rate may be 
as slow as 12 or even 10 to the minute for weeks or months. There is generally tachy- 
cardia at the same time. Many such children shake off their delicacy in the course of 
a year or two, for the majority of cases with caseous bronchial glands get well without 
being diagnosed ; but the relationship between this bradypnoea and affection of the glands 
has been established repeatedly in patients dying from accident or other causes, During 
life the diagnosis may be established by finding the shadow of the caseous glands in the 
thorax with the x-rays (Fig. 61, p. 149). 

Little need be said about the functional conditions in which bradypncea may occur. 
Old people tend to breathe much more slowly than young unless there is shortness of breath 
from emphysema, bronchitis, or myocardial affection. Epileptics breathe normally 
between their attacks ; but during a seizure they cease breathing altogether for the first 
twenty seconds or so—the tonic stage—and then their respirations start slowly and 
stertorously ; the bradypnoea may then cease suddenly, or it may persist in minor degree 
during the period of post-epileptic stupor. Hysteria may produce almost any symptom ; 
bradypncea is possible though tachypncoea is more common; the diagnosis depends upon 
other features of the case (p. 465). Catalepsy and trance are both mental conditions, 
diagnosed by watching the case or by the history ; in catalepsy the movements of respira- 
tion may be very slow, but they are obvious ; in trance, on the other hand, the breathing 
movements may be apparently absent altogether for days or weeks, the patient lying 
motionless like one dead. The chief difficulty is to exclude actual death ; the thermometer 
helps much—the body does not become cold ; the heart sounds may be just audible even 
though the pulse cannot be felt ; and the fact that some respiration is taking place may 
be recognized by holding a bright mirror close to the nostrils and mouth, when a slight 
dimming from condensation of expired air will be seen. In very exceptional cases, how- 
ever, death is simulated so closely that the patient has been upon the point of being 
buried before the mistake bas been discovered. 

Uremia may be associated with breathing that is either rapid, or normal, or slow ; 
the latter is exceptional ; but in some cases of uremic coma bradypneea is pronounced. 
Cerebral compression by a hzemorrhage, abscess, or tumour may be simulated, and a 
knowledge that the urine contains albumin and tube casts, and that the blood-pressure is 
high, will not always decide between them. Recurrent convulsive seizures would point 
to uremia to some extent, but they may also occur from gross brain lesions, and optic 
neuritis may also be common to both. To clinch the diagnosis of uremia it may be 
necessary to test blood or cerebrospina! fluid to see if it contains excess of urea. 

Diabetes mellitus is liable to cause the most characteristic bradypncoea of all—the 
‘air-hunger’ of diabetic coma. This is not a dyspnoea, as the name might suggest, but 
a condition of extremely deep slow breathing with a maximum respiratory excursion both 
in the intake and in the output of air. The ‘hunger’ for air is one of getting the 
maximum of air in and out with each deep slow breath, rather than one of getting in as 
many breaths as possible in a given time. The patient becomes increasingly drowsy, and 
generally complains of pains in the upper half of the abdomen. The breathing rate begins 
to fall from 18 to 16, to 14, and progressively down to perhaps only 6 to the minute. 
There is a long pause between each breath, and then inspiration starts and, without any 
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hurry, the stuperose patient goes on drawing air deeper and deeper into his chest until 
he cannot expand it to take in any more; the head is often thrown slowly back during 
the process, the mouth slowly opens wider and wider as the head goes back ; then there 
is a pause at the height of inspiration before an equally deep, slow, solemn expiration 
follows, and the head comes forward and the mouth closes partially until the next slow 
deep inspiration is in progress. The patient seldom lives much longer than forty-eight 
hours after this onset of air-hunger and diabetic coma, but the air-hunger is sometimes 
seen in cases not yet comatose. It may then pass off for a time, but it is always a sign of 
grave danger, and it is the most characteristic of all the forms of bradypnca. 

Herbert French, 


BREAST, DISCHARGE FROM.—(See Discuarcr From THE NIPPLE, Pp. (Sle 
BREAST, PAIN IN.—(See Parn In THE BREAST, p. 429.) 


BREAST, SWELLING OF THE.—(See Swerrinc, Mammary, p. 685.) 


BREATH, FOULNESS OF THE.—This is due to one or other of four main groups 
of conditions, namely, septic and putrefactive changes within the mouth or nose; septic 
or putrefactive changes within the lungs ; smoking or the ingestion of substances, such as 
garlic or onions, whose products are excreted by the lungs or saliva; and severe toxic 
conditions, especially those affecting the alimentary canal or peritoneum. 

When the foulness of the breath is not habitual, but occurs as the result of recent illness, 
there will be symptoms of the latter which point to the diagnosis quite apart from the con- 
dition of the breath, and one need merely indicate as possible causes such things as typhoid 
fever, general peritonitis, post-puerperal sepsis, intestinal obstruction, and a host of other 
conditions of this kind in which, even though the mouth be clean, there may be foulness of 
the breath, such tendency being greatly exaggerated if sordes have been allowed to collect. 

Foulness of the breath due to the ingestion of foodstuffs such as onions or garlic is 
familiar enough ; there are certain drugs, for instance guaiacol or paraldehyde, which may 
produce a similar symptom without the patient’s friends realizing why the breath should 
be so tainted. 

Foulness of the breath due to lung conditions will nearly always be indicated either 
by the abundant and putrid sputum, or by the abnormal physical signs in the thorax. 
The condition may be due to phthisis with secondary infection of the cavities by pyogenic 
organisms, fetid bronchitis, bronchiectasis, gangrene of the lungs, empyema or other abscess 
which has ruptured into the lung. The cases which give rise to most difficulty in differential 
diagnosis are those in which an empyema has been situated deeply, for instance between 
the lower lobe and the diaphragm, or between two lobes, without reaching the surface ; 
there may be absolutely no abnormal physical signs, and the diagnosis has to be made from 
the symptoms and history. The patient has generally had some obscure febrile illness, 
possibly with cough, but without much expectoration, until one day, after a particularly 
severe bout of coughing, a large quantity of pus—perhaps a teacupful or more—has been 
brought up suddenly, since when, at intervals of hours and days, there has been similar 
expectoration of quantities of putrid pus. Deep-seated empyema without abnormal physical 
signs most resembles bronchiectasis or bronchiolectasis, but is distinguished by the sudden 
way in which the first large quantity of purulent expectoration came on. In both cases 
there may be clubbing of the fingers, the sputum contains pus corpuscles and pyogenic and 
non-pyogenic micro-organisms other than tubercle bacilli, but no elastic fibres indicative 
of lung destruction. 

Gangrene of the lung produces an unmistakable stench of the worst kind ; the detection 
of elastic fibres in the sputum, after boiling with caustic soda to destroy other tissue 
elements, clinches the diagnosis. 

Phthisis with cavitation may produce foulness of the sputum, but hardly ever the stench 
of gangrene, unless gangrene has supervened. It is distinguished from bronchiectasis and 
from hidden empyema by discovering tubercle bacilli in the sputum. The chief difficulty 
arises when the tuberculous part of the malady has ceased, the cavities formerly excavated 
by the tuberculous process having been usurped by secondary pyogenic organisms. 
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Foul breath is due in the great majority of cases to local decomposition in the mouth, 
often diagnosable on simple inspection in the form of tartar, septic gums, carious teeth with 
decomposing food particles in them, pyorrhea alveolaris, or stomatitis (p. 542); or it may 
be that the nose or throat are at fault rather than the mouth, as the result of necrosis of the 
nasal bones, purulent hypertrophic or atrophic rhinitis, ozeena, septic tonsillitis or other varieties 
of Sore THROAT (p. 618); very vile foulness of the breath occurs with Vincent's angina 
(p. 614), and with squamous-celled carcinoma of the mouth or tongue; in children the 
possibility of some foreign body having got impacted in the throat, nose, or nasopharynx 
should not be forgotten. 

It is only when all such local conditions have been excluded, and when there is no acute 
illness nor any lesion of the lungs, that one can attribute foulness of the breath to constipation 
‘or to dyspepsia. It is sometimes very difficult to find out why the patient’s breath is not 
sweet, and indeed there are some persons in whom all the functions of the body seem to be 
normal, and the mouth clean, and yet the breath is foul. If there are any symptoms of 
gastro-intestinal disorder, especially flatulence or constipation, one is inclined to attribute 
the condition of the breath to the stomach or the bowels ; but when there are no symptoms 
of error in these, it is more than likely that the trouble is due to some local condition not 
discovered on ordinary inspection, particularly putrefaction of food particles which may 
become impacted between the teeth even in persons who use both tooth-brush and mouth- 


wash daily. Herbert French. 


BREATH, SHORTNESS OF.—This is a very common complaint which should be 
differentiated carefully from difficulty of breathing, the latter term being reserved entirely 
for cases of obstruction in the main air-passage, the larynx, and trachea—diphtheria, 
growths, and, very much more rarely, pressure from without being the main causes. Short- 
ness of breath is, in the patient’s mind, a conscious quickening of the respiratory movements 
to supply a conscious need of air. The following are chief causes :-— 

Increased Need for Owygen.—Fevers and other septic processes inducing excessive 
oxygen requirements. Exercise in health—temporary shortness of breath. 

Diminished Supply of Oxygen.—(1) Blood conditions in which the red corpuscles 
cannot carry a sufficient charge, or do not yield up their supply with sufficient ease ; 
(2) Cardiac conditions of inefficiency of circulation ; (3) Pulmonary conditions of diminished 
surface of contact, or ease in contact, of air and blood in alveoli; (4) Atmospheric con- 
ditions of diminished partial oxygen pressure in the alveoli of the lung; (5) Deformities 
of the chest mechanically preventing the expansion of the lung. The diagnosis of these 
conditions is not difficult when once attention is drawn to the possibility of their occurrence, 
but we must advert briefly to each of them to indicate the guides to the cause in a case 
not at once obvious. 

Fevers and Septic Conditions.—The thermometer and the obvious illness of the 
patient will generally indicate these ; nor indeed is shortness of breath a common complaint 
in such patients, their minds being filled with other ideas. 

Exercise in Health.—Here it is necessary to be sure of the health; it may or may 
not be that the person is merely out of condition, and undertakes exercise which only a 
trained athlete can perform properly. The only way to avoid mistakes is to ask, Does 
the shortness of breath soon disappear ? and then to make a careful examination of the 
patient to see if any of the undermentioned causes are at work :— 

1. Blood Conditions.— These include : (i) Simple loss of blood ; (ii) Anaemia simplex ; 
(iii) Anzemia, severe, pernicious or leukemic ; (iv) Polycythemia ; (v) Some pathological 
constituent, as in diabetes, uraemia, Graves’s disease, etc. 

The actual laboratory diagnosis of the blood condition is simple enough if we decide 
to have it examined. The points that may lead us to have this done would naturally come 
in the following order. A history of loss of blood is pretty sure to be volunteered—piles, 
excessive menstruation, obvious trauma, loss at parturition, etc.; suspicion is very likely 
to be aroused by the colour of the patient’s face, especially when coupled with a primary 
complaint of shortness of breath. Diabetes and uremia are likely to show other signs, and 
the urine will give the clue to the diagnosis. Never omit to have the blood examined if 
the cause of a shortness of breath is not apparent on simple physical examination ; indeed, 
one must go farther, and say if some easily diagnosable condition is not present ; for it 
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must be remembered that blood conditions are the very ones to be the exciting cause of 
cardiac inefficiency, which by itself is often hard to diagnose if there be no obvious bruit 
or irregularity in rhythm. 

2. Cardiac Conditions.—Inefficiency in circulation. These include: (i) Valvular 
disease (acute and chronic); (ii) Muscular weakness (fatty, fibrosis, ete.); (iii) Nerve 
conditions (arrhythmia ?) ; (iv) Pericarditis and pericardial effusion. 

i. Valoular Disease. —If a bruit be present, it may fairly be assumed that the heart is a 
factor in causing shortness of breath, but unless some other tell-tale sign be present it must 
not be assumed that it is the:only factor, for it is very common to find patients with bruits 
who will not confess to shortness of breath. 

ii. Muscular Weakness——We cannot under the present heading give all the points in 
connection with ‘morbus cordis sine murmure’; it must, however, be stated that a 
diminution in the muscular energy of the heart is a most important contributory factor in 
producing shortness of breath in all pathological conditions of the blood, including renal 
affections and diabetes, in convalescence from acute disease, and in acute pericardial 
affections ; it is, perhaps, the commonest cause of all of shortness of breath. Want of 
tone in the sounds, likeness of the first to the second sound, and irregularities in rhythm, 
are the principal points to look for. The urine should be examined with care, both for 
albumin and tube-casts ; the ophthalmoscope should be used in the detection of albuminuric 
retinitis ; and it is often wise to measure the systemic blood-pressure to find out whether 
it is greatly above the normal or not. In this connection fat wants special mention ; fatty 
degeneration of heart muscle, and overloading of the heart with interstitial fat will both 
cause shortness of breath, and it is practically impossible to differentiate the two with 
certainty during life. In very stout individuals the latter is of course to be suspected, but 
the former cannot be excluded ; in fact, when such a patient complains of shortness of 
breath, his case requires the greatest acumen to decide the cause and then the treatment. 
The previous general health affords the strongest clue, coupled with the history of the onset 
of the shortness of breath. In a stout subject, as indeed in all other patients in whom I 
am trying to judge the question, *“* Am I dealing with a case of cardiac insufficiency without 
a bruit ?”’ I adopt the following simple plan. I listen with the stethoscope to the heart, 
counting the pulse frequency and noting the sounds while the patient is sitting in a chair 
in the course of conversation, and again do the same while he is standing. I then make 
the patient hurry in his movements, run upstairs, or several times across my consulting 
room, and again repeat my observations on frequency, rhythm, and sounds; I then get 
him to lie down on a sofa whilst I make another examination on the same points. It is 
thus possible in three or four minutes to get most valuable information as to the response 
of the heart to increased work, as well as to relief from work, and to draw pretty accurate 
conclusions as to its muscular efficiency, which after all is the chief point to be considered. 

I roughly assume that there is an average difference in health of about five beats per 
minute between sitting and standing, that effort should increase this difference to somewhere 
about fifteen to twenty beats a minute, and then in about three minutes a reasonably healthy 
heart should resume its resting frequency from such mild exertion as mentioned above. 
If exertion removes a ‘ resting’ irregularity in rhythm, I assume the heart is muscularly 
in a reasonable state of health. 

iii. Nerve Conditions—Local pressure on the nerves may cause cardiac arrhythmia 
and breathlessness, but these will have other signs and symptoms easily discoverable ; 
general nervousness and neurasthenia are often characterized by shortness of breath on 
exertion or excitement, there being frequency of the beat without any arrhythmia. 

iv. Pericardial Diseases ——A differential diagnosis between these and a hypertrophy 
or dilatation of the ventricles may be demanded for other reasons, but qua shortness of 
breath, there is no difficulty in determining that either cardiac or pericardial trouble is the 
cause. 

3. Pulmonary Conditions.—These, again, will be fairly obvious on proper examination, 
including, as they do, every disease of the lung ; but we would specially draw attention to 
the possible presence of a quiet pleural effusion, which not very infrequently is so insidious 
as to give rise to no complaint but that of shortness of breath. Again, in the early days 
of phthisis, it may be that a cough and shortness of breath are nearly all that is complained 
of. Bronchitis, advanced tubercle, bronchopneumonia, lobar pneumonia, and acute 
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pleurisy, are all easily recognizable causes of shortness of breath. The only intrinsic 
affection of the lungs not at once easily discoverable is emphysema without its usually 
accompanying bronchitis ; the shape of the chest, the deficiency of vesicular sounds, the 
increased resonance to percussion will generally give a clue. 

4. Atmospheric Conditions need no diagnosis; partial asphyxia by bad air, high 
mountains, and caisson work, are the three chief alterations in gaseous surroundings. All 
are obvious. 

5. Deformities of Chest are again obvious ; Pott’s curvature is the chief one. They 
derive their importance from the fact that commonly one lung is hors de combat almost to 
start with, and hence a very slight affection of the other may cause great difficulty in 
breathing. Fred J. Smith. 


BREATHING, CHEYNE-STOKES.—(See CuryNe-Srokres REsPIRATION, p. 107.) 
BREATHING, SLOW.—(See Brapypnaia, p. 84.) 
BRITTLE BONES.—(See Fracrurr, SPONTANEOUS, p. 242.) 


BRUITS, CARDIAC. 


I.—SYSTOLIC BRUITS. 


(A). Systolic Bruits in the Mitral Area.—When a definite systolic bruit is audible 
over the mitral area which corresponds to that portion of the chest wall lying immediately 
over the cardiac apex, its cause is sometimes obvious. If, for example, a person who has 
previously had an attack of rheumatic fever presents a bruit. with its point of maximum 
intensity over the cardiac apex, conducted outwards into the left axilla, there being lost, 
and heard again near the inferior angle of the left scapula, then such a bruit is almost 
certainly due to organic disease of the mitral valve causing regurgitation through it. This 
is confirmed by finding that the heart is enlarged, the area of cardiac dullness increased, 
and the apex beat displaced downwards and to the left. Such enlargement points to the 
cardiac condition not being of recent origin ; bulging of the preecordia, often seen in children, 
is additional evidence in the same direction. 

In some cases, however, the diagnosis is not so obvious, and for a definite conclusion 
to be arrived at it is necessary to consider all the following conditions which may produce 
a systolic bruit in the mitral area :— 

(1). Mitral regurgitation, due to chronic organic disease of the mitral valve. 

(2). Acute endocarditis : (a) Simple; (b) Ulcerative or malignant. 

(3). Mitral regurgitation where there is no disease of the mitral valve, but dilatation 
of the left ventricle as the result of (a) Disease of the aortic valve; (b) Disease of the 
myocardium, such as myocarditis, parenchymatous degeneration, fatty heart, fibroid heart ; 
(c) Disease external to the heart, causing hypertrophy and dilatation of the left ventricle 
such as arterial sclerosis and interstitial nephritis ; (d) Adherent pericardium, which is 
frequently associated with organic disease of the valves. 

(4). Functional bruits. 

(5). Cardio-respiratory bruits. 

(6). Congenital malformation of the heart. 

(7). Aneurysm of the heart. 

(8). Acute pericarditis. 

1. The following points are in favour of the bruit being due to organic disease of the 
mitral valve of long standing: (a) Enlargement of the heart, shown by displacement of 
the apex beat and increase in the area of cardiac dullness. In mitral regurgitation the 
enlargement is due to hypertrophy and dilatation of the left ventricle, the differential 
diagnosis of the other causes of which will be found on p. 206; (b) A history of past 
rheumatic fever or of chorea; (c) The age of the patient ; in children and young adults 
mitral regurgitation is far more likely to be the result of a previous endocarditis than of 
dilatation of the mitral orifice without valvular disease ; (d) The absence of pyrexia helps 
in excluding a recent endocarditis, though in children suffering from rheumatic endocarditis 
the temperature is often normal while they are being treated with salicylates. In cases of 
recent endocarditis there may be no physical signs of any great enlargement of the left 
ventricle, and usually the apex beat is found close to its normal position. 
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2. Acute endocarditis is nearly always associated with some other affection ; for 
example, there may be, or have been, acute rheumatism or chorea, or pneumonia or some 
other infectious process, such as scarlet fever, erysipelas, septicaemia, or puerperal fever. 
The heart is not found to be enlarged, or only to a slight extent, provided that the condition 
is not one of an acute endocarditis affecting old sclerotic valves; the bruit is soft and 
blowing—never musical in simple cases—and it is localized to the impulse instead of being 
transmitted into the axilla. In malignant endocarditis the constitutional disturbances may 
be severe ; the points in the diagnosis will be found on p. 34. 

3. The points in favour of mitral regurgitation due to dilatation of the left ventricle are : 
(a) The age of the patient ; myocardial degenerations, except those occurring in infectious 
processes, are not likely to be present before middle life; (b) The presence of arterial 
sclerosis and chronic interstitial nephritis, as determined by increased blood-pressure, 
accentuation of the aortic second sound, thickening of the radial arteries, retinitis, and 
polyuria with a trace of albumin; (c) The existence of non-rheumatic aortic obstruction 
or regurgitation with hypertrophy and dilatation of the left ventricle; (d) Shortness of 
breath and cardiac distress upon exertion, without any obvious cardiac lesion ; if these 
be associated with cedema of the legs, engorgement of the lungs, and enlargement of the 
liver without a very high blood-pressure and without obvious primary lung trouble such 
as fibrosis or emphysema, dilatation of the mitral orifice as the result of myocardial 
degeneration is probable. If this is the result of fatty infiltration, the cardiac condition is 
often part of general obesity. 

Regurgitation through the mitral valve may be caused by a dilatation of the left 
ventricle dependent upon an adherent pericardium. The following signs of adherent peri- 
cardium must be looked for: (a) Systolic retraction, which is best determined by inspection 
of the chest wall from the side, and is due to an indrawing of the intercostal spaces during 
the ventricular systole. When this is situated near the apex beat it is due to an adherent 
pericardium : it may also be noticed over the lower sternal region, or at the ensiform 
cartilage, or over a lower left rib behind the posterior axillary line. Systolic retraction 
is not always due to an adherent pericardium, for in thin persons and in children a systolic 
indrawing of the third and fourth left intercostal spaces close to the sternum is often seen, . 
and is produced by. the normal recession of the base of the heart during each ventricular 
systole. Systolic retraction due to adherent pericardium is often followed by (0) The 
diastolic shock, palpable and due to the sudden relaxation of the ventricular wall; (c) Diastolic 
collapse of the veins of the neck, or Friedreich’s sign, which is produced during the ventricular 
diastole ; it is found chiefly in this condition, but does not always occur, and is sometimes 
seen without pericardial adhesion being present ; (d) The pulsus paradoxus, the cardiac beats 
becoming more feeble at the end of inspiration, so that during each inspiration the pulse- 
beat becomes very weak, or is lost. 

4. A systolic bruit at the cardiac apex may be functional in origin, in which case it is 
localized to the mitral area, being conducted only for a short distance into the axilla, and 
not heard posteriorly. The condition is associated with anemia and other debilitating 
conditions. Other functional bruits are nearly always associated with it, especially one in 
the pulmonary area, and also a bruit de diable in the neck. 

5. A cardio-respiratory bruit is frequently heard at the cardiac apex, and is sometimes 
mistaken for one caused by mitral regurgitation. The bruit varies with the movements 
of respiration, the more usual sounds heard being bruits corresponding with the ventricular 
systoles of two or three heart-beats during inspiration. Such murmurs should not be 
ignored, as they may be due frequently to pleuritic friction. To distinguish them from cardiac 
bruits is usually easy, and the chief diagnostic points are: (a) Cardio-respiratory bruits 
vary in intensity with the movements of respiration, being louder during inspiration. 
(b) When present at the apex they are abolished when the breath is held in deep inspiration. 
(c) They vary in intensity and character with alterations in the posture of the patient. 
(d) The bruits sound nearer to the ear than cardiac bruits. (e) Each bruit commences 
suddenly and ends abruptly. (f) They are not conducted in the recognized direction of 
valvular murmurs. 

6. A congenital systolic bruit, when heard in the mitral area, is always part of a loud 
bruit with its point of maximum intensity nearer the base of the heart. When such a 
murmur is heard in children, with little or no displacement of the apex beat, and the area 
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of cardiac dullness is increased to the right of the sternum, the condition is always congenital. 
The lesion will generally be either patent septum ventriculorum, pulmonary stenosis, or 
patent ductus arteriosus (p. 156). Mitral regurgitation due to a congenital defect practically 
never occurs. 

7. An aneurysm at the cardiac apex is rare, and is scarcely possible to diagnose, so that 
it need not be taken into account when considering the differential diagnosis of apical bruit. 

8. When acute pericarditis is present, a systolic bruit which is part of a * to-and-fro ’ 
friction murmur may be heard in the mitral area. Such a murmur changes its character 
with the pressure of the stethoscope and with the different phases of respiration ; and it is 
not conducted into the axilla. Other signs of pericarditis are usually present (p. 213). 

(B). Systolic Bruits over the Pulmonary Area, i.e., over the second left intercostal 
space close to the sternum, may be caused by the following conditions :— 

(1). Congenital cardiac malformations, especially pulmonary stenosis and patent ductus 
arteriosus. 

(2). Functional bruit. 

(3). Cardio-respiratory bruit. 

(4). Acquired pulmonary stenosis, which is a very rare lesion. 

To distinguish between an organic and congenital defect and a functional condition is 
usually quite easy. Pulmonary stenosis is nearly always congenital, and is therefore found 
for the most part in children ; and its presence is confirmed by other signs of congenital 
heart disease, such as little or no displacement of the apex beat with considerable enlarge- 
ment of the right side of the heart, together with cyanosis of varying degree, and clubbing 
of the fingers (p. 111) and toes. With a patent ductus arteriosus the bruit is often similar 
although cyanosis and clubbing of the fingers and toes are usually absent ; instead of the 
murmur being definitely either systolic or diastolic in time, a long rumbling bruit, com- 
mencing during systole and passing on into the diastole of the ventricles, is heard. Such 
a bruit is considered to be pathognomonic of this congenital defect, as it is impossible for 
a bruit extending from systole into diastole to be produced within the heart. When a 
patent ductus arteriosus is present, w-ray examination of the heart sometimes shows a 
shadow bulging to the left between the arch of the aorta and the left ventricle. It 
appears like a ‘cap’ above the ventricle, due to dilatation of the pulmonary artery. 
X-ray examination will help in the diagnosis of most forms of congenital heart disease, 
because it shows definitely the enlargement of the right heart with little alteration in the 
position of the left border. 

Other congenital malformations, such as a patent interventricular septum, may produce 
a systolic bruit in the pulmonary area, though the maximum intensity of the abnormal 
sound is lower down on the left of the sternum; in many cases, however, the differential 
diagnosis of the ventricular congenital malformation is impossible. 

2. The functional pulmonary bruit is common in chlorosis and other anzmic and 
debilitated conditions, and in exophthalmic goitre; it is also frequent in school-children 
et. 5-15. The bruit alters with the position of the patient, being louder in the recumbent 
than in the erect posture, whereas in congenital defects the position of the patient has 
very little influence upon the loudness. The presence of a bruit de diable in the neck confirms 
the diagnosis of the functional origin of the bruit, and there is generally no such increase 
of cardiac dullness to the right of the sternum as occurs in congenital malformation and 
acquired pulmonary stenosis. A systolic thrill may be present in the pulmonary area both 
in organic and functional conditions, but is more common in the former and therefore in 
favour of pulmonary stenosis. 

A systolic bruit is frequently heard over the upper portion of the manubrium in young 
children in the sitting posture, when the head is so raised that the eyes are looking directly 
up at the ceiling. It disappears when the chin is lowered. It is usually of no importance, 
although it may be a sign of enlarged lymphatic glands at the bifurcation of the trachea. 

3. Cardio-respiratory bruits are sometimes heard at the base of the heart, and more 
often on the left side of the sternum. They vary with the movements of respiration and 
also with changes in the posture of the patient, but not in so definite manner as do the 
cardio-respiratory bruits which are heard in the mitral area. 

4. Pulmonary stenosis may be an acquired lesion, although very rarely ; if in a young 
adult such a bruit as has just been described is present, and if there is a past history of 
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rheumatic fever, together with lesions of the other valves, especially the mitral, then it 


_may be fairly presumed that the bruit is due to an acquired pulmonary stenosis. The 


history helps greatly in the diagnosis, for if the lesion were congenital there would be 
symptoms of its presence dating back to infancy. 

Systolic bruits due to other valvular lesions may also be heard over the pulmonary 
area, but they have their point of maximum intensity over other portions of the precordia, 
and are only heard over the pulmonary area on account of their loudness and extent. 
These bruits are not likely to be mistaken for those that have just been described. 

(C). Systolic Bruits over the Aortic Area.—When a systolic bruit is heard with its 
point of maximum intensity in the aortic area, which corresponds to that portion of the chest 
wall overlying the second right costal cartilage, and is conducted upwards into the vessels 
of the neck, it arises either at the aortic valve or in the ascending portion of the aorta. The 
chief point in the diagnosis between these two conditions is the character of the aortic second 
sound. Ifthe bruit be due to changes in the valves causing obstruction, then the second 
sound will be altered in character, being muffled and sometimes inaudible, as the rigidity of 
the aortic cusps prevents them closing suddenly in the normal manner. The presence of 
an aortic diastolic bruit would make quite clear the valvular origin of the systolic bruit. 
When the bruit is due to changes in the aorta, in consequence of atheroma, dilatation, or 
aneurysm, and not to aortic obstruction, then the second sound is usually clear. The 
presence of a pulsating tumour, pulsation in the second right intercostal space without a 
tumour, or dullness in this region, would suggest an aneurysm and so confirm the diagnosis 
of the bruit arising in the aorta. A systolic bruit over the aortic area is of frequent 
occurrence ; but for the purpose of diagnosis it must be remembered that such a bruit is 
rarely due to stenosis, and more frequently results from a progressive sclerosis of the aortic 
valve without real stenosis, or from changes in the aorta. Before aortic stenosis is diagnosed 
there should be a loud systolic bruit in the second right intercostal space, together with a 
systolic thrill, and evidence of hypertrophy of the left ventricle. If the bruit is due to 
acute endocarditis, with vegetations on the semilunar valves, then the left ventricle is not 
enlarged to such an extent as in aortic obstruction, or in atheroma of the aorta. A functional 
bruit confined to the aortic area is very rare, but may be distinguished by there being no 
enlargement of the left ventricle, and by the presence of other functional bruits, especially 
a bruit de diable. If marked anemia exists, either from some primary blood-disease or 
secondary to a cachectic condition, due to malignant disease, tuberculosis, malaria, a large 
hemorrhage, etc., then the diagnosis of a functional bruit is confirmed. 

In rare cases a very loud systolic bruit in the aortic area is due to a saccular aortic 
aneurysm opening into the pulmonary artery or into the superior vena cava; in either case 
there will generally be a history of acute dyspnoea developing suddenly, together with 
cyanosis ; and when the superior vena cava is opened into in this way there is generally 
acute cedema of the face, neck, and arms also (Fig. 99, p. 208). X-ray examination may 
assist the diagnosis materially in either case. 

(D). Systolic Bruits over the Tricuspid Area.—A bruit heard best over the tricuspid 
area, which corresponds to that part of the chest wall overlying the lower portion of the 
sternum, is of diagnostic importance in that it indicates tricuspid regurgitation, which is 
nearly always due to dilatation of the right ventricle. That the bruit is due to tricuspid 
regurgitation is confirmed by finding the cardiac dullness extending to the right of the 
sternum, fullness and pulsation in the veins of the neck, and evidence of failing cardiac 
compensation, as shown by cedema of the legs, and enlargement and pulsation of the liver. 
Many bruits, systolic in rhythm and produced at the tricuspid valves, are best audible in 
the neighbourhood of the cardiac impulse, but they are not conducted outwards into the 
left axilla like bruits produced at the mitral valve. On the other hand, when a mitral 
systolic bruit is loud enough, it may be audible in the tricuspid area, but there would not 
be the signs of passive congestion unless there was general failure of compensation. It 
should be borne in mind, of course, that tricuspid regurgitation often occurs without pro- 
ducing any bruit at all, so that absence of sytolic bruit does not exclude tricuspid leakage. 


II.— DIASTOLIC BRUITS. 


A diastolic bruit heard over the precordia is always due to organic disease of the heart. 
If it be present over the aortic area, that is, over the second right costal cartilage close to 
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the sternum, and conducted downwards along the left border of the sternum, and sometimes 
outwards towards the cardiac impulse, then the bruit is due to aortic regurgitation. 
Sometimes its point of maximum intensity is in the aortic area, sometimes to the left of 
the sternum in the third intercostal space. Examination of the pulse confirms the diagnosis, 
for the * water-hammer ’ pulse is found only with aortic regurgitation. Capillary pulsation 
is also present ; it is demonstrated by placing a glass slide on the everted lower lip, or by 
pressing the finger nail so that the proximal half of it remains pink and the other is 
blanched, or by stroking the forehead firmly with the finger and watching the alternate 
blanching and reddening of the resultant streak. Capillary pulsation may also be found 
in cases of marked anzemia, and in the normal person in a Turkish bath. A double 
murmur is frequently heard over the larger arteries in aortic regurgitation, particularly 
over the femoral artery, where it is spoken of as Duroziez’s sign. The first murmur is 
produced when the vessel is distended with blood, and the second when the blood-pressure 
suddenly falls on account of the regurgitation. 

As the diastolic bruit of aortic regurgitation is frequently associated with a systolic 
one, the result of aortic obstruction, a * to-and-fro’ murmur is produced which may some- 
times be mistaken for pericardial friction sound. In pericardial friction the systolic and 
diastolic sounds do not commence accurately with the first and second sounds of the heart, 
are not conducted in the recognized direction of an endocardial bruit, and are altered in 
intensity by the pressure of the stethoscope. Having decided that the bruit is due to 
aortic regurgitation, it must be remembered that such a lesion may be the result of :— 

1. A progressive sclerosis of the aortic valves, being part of a general arterial degenera- 
tion, or due to a localized syphilitic lesion. 

2. Endocarditis, either rheumatic or malignant. 

3. Rupture of a segment, due to either excessive strain on an already diseased valve, 
or to malignant endocarditis. 

4. Dilatation of the aortic ring, secondary to dilatation or aneurysm of the ascending 
portion of the arch of the aorta. 

5. Congenital malformation. 

The age of the patient helps greatly in the differential diagnosis ; if the lesion be found 
in a child or young adult, the condition is almost invariably the result of endocarditis ; 
if, on the other hand, aortic regurgitation occurs in middle life, it is nearly always due to 
sclerosis of the aortic valve, especially syphilitic, and the diagnosis is confirmed by finding 
a positive Wassermann reaction, or degenerative changes in other arteries, chronic renal 
disease, and considerable hypertrophy of the left ventricle. If the regurgitation be due to 
dilatation of the aortic ring, it can only be diagnosed when the existence of dilatation or 
aneurysm of the ascending portion of the arch of the aorta, is indicated by dullness in the 


_ second right intercostal space close to the sternum, by pulsation or a pulsating tumour 


in this area, or by an a-ray examination. Sometimes the aneurysm may be situated just 
above the sinuses of Valsalva, and, while producing aortic regurgitation by causing dilata- 
tion of the aortic ring, may give no other physical sign of its presence. It may be very 
small, and yet may cause sudden death by rupture into the pericardial sac. 

A diastolic bruit heard only down the left border of the sternum is practically always 
due to aortic regurgitation, but on some occasions it may be produced by pulmonary 
regurgitation as the result of endocarditis, dilatation of the pulmonary ring, or a con- 
genital defect. Pulmonary regurgitation is most often secondary to mitral stenosis, due 
to dilatation of the pulmonary orifice as the result of increased pressure in the pulmonary 
circulation. The other two forms are very rare, and difficult to distinguish from aortic 
regurgitation unless there is evidence of enlargement of the right ventricle and not of the 
left, and there is no ‘ water hammer ’ pulse as in aortic regurgitation. 

Diastolic bruits audible at the cardiac impulse are due either to endocarditis of the 
mitral valve, to mitral stenosis, or to aortic regurgitation. An aortic diastolic bruit is 
often conducted as far as the cardiac apex and replaces the second sound here ; sometimes 
the diastolic bruit which is heard in the aortic area is lost on being traced down the left 
border of the sternum, to reappear at the apex. The diastolic bruits of mitral stenosis can 
be distinguished by their appearance later in the diastolic period, and the most common 
1S presystolic—a crescendo murmur ending in a loud slapping first sound. An aortic 
regurgitant bruit is generally blowing in character, whereas the bruit of mitral stenosis is 
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often rumbling. Early diastolic, mid-diastolic, and late diastolic bruits, occur also in 
mitral stenosis, but none of these should be mistaken for the bruit of aortic regurgitation, 
as the latter condition would be associated with hypertrophy and dilatation of the left 
ventricle, the apex beat being displaced outwards and downwards, even to the sixth inter- 
costal space, and would be confirmed by the characteristic * water-hammer’ pulse. In 
mitral stenosis without mitral regurgitation there is very little displacement of the apex 
beat, because the left ventricle is not enlarged. The bruit of mitral stenosis is often 
associated with a presystolic thrill, whereas that of aortic regurgitation is not. 

In order to understand the various bruits which occur in mitral stenosis, the manner 
in which they are produced must be discussed. They are caused by the blood being forced 
through the stenosed mitral valves. The two forces which produce this are the contraction 
of the walls of the left auricle and of the right ventricle. The suction action of the left 
ventricle during its diastole is probably not sufficient in itself to cause the bruit, but simply 
helps in the work of the left auricle and right ventricle. The presystolic bruit of mitral 
stenosis) occurs during the end of the ventricular diastole, and corresponds to the systole 
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y systolic bruits fused 
into one. 


Fig. 39.—Diagram of the bruits of mitral stenosis (Sawyer’s Physical Signs). 


of the left auricle. A mid-diastolic bruit sometimes occurs in mitral stenosis. This may 
be the only bruit present, but there may be a presystolic bruit as well, resulting in two 
distinct bruits during the ventricular diastole. These two bruits may be fused into one 
when the contractions of the right ventricle and left auricle are vigorous. The mid-diastolic 
bruit is probably due to the previous contraction of the right ventricle increasing the blood 
pressure in the lungs and left auricle, and so forcing the blood through the stenosed mitral 
valve. It varies slightly in its situation in the ventricular diastole in different cases, but 
whether early or late it is always separate from the previous second sound instead of 
replacing the latter in the way an aortic regurgitant murmur does. When the force of the 
contractions of the left auricle begins to fail, or when there is auricular fibrillation, as shown by 
total irregularity of the heart or by an electro-cardiogram (Fig. 196, p. 486), the presystoli¢ 
bruit often disappears. In mitral stenosis there may therefore be a presystolic bruit, or a 
mid-diastolic bruit, or mid-diastolic and presystolic bruits, or a bruit which occupies almost 
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the whole of the ventricular diastole. With all these bruits the first sound at the apex is 
usually slapping or thumping in character. This alteration in the first sound may be 
present without any of the above-mentioned bruits, and is in itself very characteristic of 
mitral stenosis. In some cases the second sound is reduplicated at the cardiac apex, while 
in others—and this in the majority of the cases—it is inaudible. The pulmonary second 
sound is accentuated or reduplicated. The bruit may be accompanied by a mitral systolic 
bruit, as regurgitation often occurs through the stenosed orifice. 

A presystolic bruit in the mitral area is usually due to mitral stenosis, but it also occurs 
without any mitral stenosis in some cases of aortic regurgitation or of dilatation of the left 
ventricle, when the bruit is spoken of as Flint’s murmur. To distinguish between the latter 
and the similar bruit of actual mitral stenosis may be difficult ; in an uncomplicated case 
of mitral stenosis the apex beat is normal in position, but when Flint’s murmur is present 
the apex beat is displaced to the left on account of the enlargement of the left ventricle. 
The presence of aortic disease also points in the direction of the bruit being Flint’s murmur. 
This bruit is often considered to be caused by the vibration of the anterior curtain of the 
mitral valve as it lies between the regurgitating blood-stream through the aortic orifice 
and that flowing into the ventricle from the left auricle. If this were the true explanation, 
Flint’s murmur should occur early in diastole instead of being presystolic. Another view 
is that the blood regurgitating through the aortic orifice lifts the anterior curtain of the 
mitral valve. and so obstructs the mitral orifice at the end of the ventricular diastole. 
Neither of these explanations seems to be sufficient to account for the murmur. In a 
normal heart the ratio of the diameter of the mitral opening to that of the left ventricle is 
about 1 to 2; in mitral stenosis, on account of the contracted orifice, the ratio may be, say, 
+ to 2, the size of the left ventricle remaining the same, and a presystolic bruit occurs. In 
aortic regurgitation, although the diameter of the mitral orifice remains the same, yet the 
diameter of the left ventricle is greatly increased on account of its dilatation. The ratio 
between the diameter of the mitral opening to that of the left ventricle might be, say, 1 to 4, 
or exactly the same ratio as occurs in mitral stenosis—a relative mitral stenosis when the 
size of the mitral opening is compared with that of the left ventricle. The one condition is 
merely on a larger scale than the other (Fig. 40); and as the altered ratio of these two 
diameters produces in mitral stenosis a presystolic bruit, it is probable that the same ratio, 
although the factors are on a larger scale, produces in aortic regurgitation a Flint’s murmur 
—which is also presystolic in time. A presystolic bruit is sometimes present without any 
aortic regurgitation, and without mitral stenosis, but always with an enlarged left ventricle ; 
and this seems to point to the regurgitation of the blood through the aortic valves not 
taking any direct part in the production of the bruit. The following diagrammatic draw- 


ings of the heart are constructed to show the probable mode of production of Flint’s 
murmur :— 
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fig. 40.—Diagram to explain the origin of Flint’s murmur (Sawyer’s Physical Signs). 


Diastolic bruits are heard only very occasionally over other areas of the precordia, 
but it is possible for a presystolic bruit to occur in the tricuspid region as the result of 
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tricuspid stenosis ; such a bruit is rarely present without valvular disease of the left side 
of the heart also. 

A functional bruit is never diastolic in rhythm; but it is important to distinguish 
the mid-diastolic bruit of acute endocarditis from the similar bruit of fibrotic stenosis. 
During endocarditis there is some thickening of the valve-flaps from inflammatory cedema, 
and this leads to bruits not unlike those of fibrous stenosis. The diagnosis depends upon 
(1) The development of the bruit under observation: if in a case of acute rehumatism a 
mid-diastolic bruit is noticed to develop rapidly, it cannot be due to fibrosis, and must result 
from acute inflammation of the valve ; (2) The course of the bruit: if it is due to fibrosis 
it will persist, if to endocarditis it will change with time, becoming less definite if the 
endocarditis resolves, more definite if the inflammation goes on to scarring and stenosis ; 
(8) The age of the patient: mitral stenosis does not occur commonly before puberty, so 
that it is most risky to interpret a diastolic apical bruit in a child as being due to mitral 


stenosis. J. E. H. Sawyer. 


BULL:.—A bulla is literally a water-bubble ; it is synonymous with bleb or blister ; 
it differs from a vesicle only in its size, which may be from half an inch in diameter to that 
of a tangerine orange or more. Almost any vesicular skin disease may be of bullous degree 
occasionally ; there are certain diseases in which bulle are characteristic ; and there are 
yet other affections in which, although bullz are not always present, they may occur 
sometimes in a marked degree. The following are the chief conditions under which bullze 
are, or may be, a prominent feature of the case :— 


A. CONDITIONS IN WHICH BULLZ ARE USUAL :— 


Pemphigus Herpes gestationis Pemphigus neonatorum 
Erythema bullosum Erythema iris Cheiropompholyx 
Dermatitis herpetiformis Epidermolysis bullosa 


Local application of vesicants, such as cantharides, arnica, rhus toxicodendron, croton 


oil, nitric acid, scalding water, hot solids, or extreme cold, for instance after freezing 


with carbon dioxide snow. 
Local friction by splints after fractures ; or by boots, oars, tools, ete. 


B. CONDITIONS IN WHICH TYPICAL BULLZ MAY OCCUR, THOUGH THEY ARE NOT USUAL: 


Erysipelas Glanders Frostbite 

Impetigo contagiosa Syphilis Raynaud’s disease 
Todism Syringomyelia Scurvy 

Bromidism Gangrene 


Extreme cedema from Bright’s disease or heart failure 

Workers amongst turpentine, chrysarobin, varnish, aniline dyes, and other chemicals ; 
tar products, resin, volatile oils ; satin-wood, primula obconica, and some other 
plant products. 

Poisoning by large doses of certain hypnotic drugs, notably veronal and acetanilide, 
especially towards the end of a fatal case. 


The diagnosis is sometimes obvious; for instance, herpes gestationis—also known as 
hydroa gestationis, erythema gestationis, and dermatitis pruriginosa polymorpha recurrens 
graviditatis—is probable when a bullous eruption develops in a pregnant woman ; and the 
diagnosis is certain if there is a history of former pregnancies each associated with a similar 
eruption, with complete freedom from the complaint between the pregnancies. The eruption 
itself is precisely similar to that of dermatitis herpetiformis, described below, and there is 
generally eosinophilia (p. 99). In most cases the trouble begins in the later months of 
pregnancy, but tends to develop earlier in each successive pregnancy ; and whereas in most 
cases it subsides rapidly when the child is born, in a few instances it may last into the puer- 
perium, or even develop only during that period. The most troublesome part of the com- 
plaint is the itching and irritation, that often amount to actual pain. A person subject to 
pemphigus or erythema bullosum might develop an attack during pregnancy ; but herpes 
gestationis is excluded if recurrence takes place apart from pregnancy, whilst the occurrence 
of the bullous eruption solely in association with pregnancy makes the diagnosis obvious. 

Bulle in an infant generally receive the term pemphigus neonatorum, but the eruption 
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is not related to ordinary pemphigus, so it is a pity the word pemphigus is employed at all. 
There are two distinct varieties, namely: (1) That in which the bulle are chiefly on the 
hands and feet, one of the manifestations of a severe and generally fatal type of congenital 
syphilis, in which the eruption appears almost immediately after birth instead of after an 
interval of days or weeks, as in other cases ; and (2) That in which there is an infection of 
the skin of the nature of impetigo—generally staphylococcal, but in some cases due to less 
usual organisms such as the Bacillus pyocyaneus—producing bulle instead of the more 
usual pustules ; the latter is an affection of poverty-stricken districts, occurring in more 
or less epidemic form, sometimes closely related to the practice of a particular midwife, 
and fortunately rare now-a-days. 

Cheiropompholyx may generally be recognized at once. It is a dysidrosis, and the 
sweat-glands of the palms and soles are most affected, though those of the forehead, chest, 
and back, may sometimes be affected too. Asa rule the sweat retained in the glands 
produces subcutaneous vesicles that are barely larger than sago grains ; as the superficial 
epidermis becomes worn off, the little sweat-cysts reach the surface, a process assisted by 
the scratching that usually results from the accompanying irritation. After each cyst 
bursts there is desquamation which may simulate that of scarlatina. The malady occurs 
in summer weather, or in tropical climates, especially in those who perspire freely. 

Blisters produced by vesicants are diagnosed readily when it is known that any applica- 
tion is being used. Difficulty arises mainly in two classes of persons, namely, (1) In those 
who live in houses upon which the Rhus tovicodendron is grown as a Virginia creeper, the 
nature of the case being discovered usually from the fact that the patient is always affected 
when at home, and never when away; and (2) In hysterical patients, or in malingerers, 
who produce the skin eruption surreptitiously. If the latter is suspected, it is generally 
possible to place the patient under conditions which preclude self-application, when the 
disappearance of lesions confirms the diagnosis ; or the actual vesicant employed may be 
discovered, liquor epispasticus for instance, or some other preparation of cantharides ; 
croton oil ; capsicum ; carbolic acid ; mylabris ; iodine ; or one of the strong mineral acids, 
especially nitric acid. 

The relationship of occupation to a bullous dermatosis may become obvious from the 
way the skin trouble recurs whenever any particular work is resumed; the list above 
indicates the kind of occupations that are liable to produce it ; nearly all these produce 
bulla far more seldom than they do a vesicular dermatitis. 

Extremely cedematous tissues are easily blistered, and on this account one must be 
chary of diagnosing anything but simple blisters when bullae develop upon cedematous legs 
or other parts in association, for instance, with Bright’s disease, or in chronic heart cases with 
failing compensation. The same applies to the blebs arising on the skin of fractured limbs, 
and also in the region of a local gangrene ; or necrosis of the soft parts due to such causes 
as frost-bite, or Raynaud’s disease, or scurvy. The diagnosis in these cases will nearly always 
be clear enough, and so will it be in cases of simple blisters due to friction. 

Having thus excluded the more obvious cases, there remain: pemphigus, erythema 
bullosum, dermatitis herpetiformis, erythema iris, epidermolysis bullosa, erysipelas, impetigo 
contagiosa, iodism, bromism, glanders, syphilis, and syringomyelia. Of these, acquired 
syphilis is so seldom bullous that it would not be diagnosed unless there was strong collateral 
evidence of the nature of the complaint. Syringomyelia is rare also, and bulle occur in but 
a small proportion of the cases ; should they do so they would attract attention from being 


confined to a local area, the fingers and hands for instance, leaving the rest of the person 
free. The diagnosis would be confirmed by finding cutaneous sensibility natural, though 
_ the patient cannot distinguish pain from touch, or heat from cold, in the affected parts. 
The cutaneous affections of syringomyelia are known as Morvan’s disease. The lesions 


arise because the skin is insensitive to things that are painful or hot enough to produce 


- sores and blisters. 


The patient’s occupation may suggest the malady in a case of bullous glanders ; a horse 
with which the patient had to do might be known to be affected with the complaint. The 
skin eruption is sometimes quite a late manifestation of a prolonged and obscure febrile 
illness when the glanders infection has started internally, for instance in the lungs. The 
Bacillus mallei may be found in direct smears from the contents of the bulla, or in cultures 

from them. Bacteriological methods afford the final-criterion of glanders. 

D i’ 
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Both bromides and iodides may produce various types of skin eruptions. The commonest 
is simple acne ; but there may be a patchy erythema with cutaneous infiltration or nodular 
swelling studded with yellow points from which thick puriform fluid can be expressed ; or a 
confluent furuncular lesion ; or a true bullous eruption or hydroa. The latter is decidedly 
rare, but its occurrence should be borne in mind, and enquiry made as to any drugs that 
the patient may be taking ; in the case of iodides the urine gives a bluish-green colour with 
the guaiacum test, though no blood is present, and if there is still doubt a quantity of 
urine may be evaporated down, and either bromine or iodine detected by ordinary chemical 
tests. Bromide and iodide eruptions have been recorded in infants at the breast when the 
mother has been taking the drug without herself presenting any cutaneous symptoms. 

Bullous impetigo contagiosa is a variety of impetigo. Fluid accumulates in the infected 
spots so quickly that at first it does not appear to be purulent, but rather to take the form 
of big vesicles or bullae. These often become pustular, and as they dry up the crusts over 
them havea characteristic yellow honey-like appearance. The condition can be diagnosed, 
as a rule, from the fact that other parts of the body present the typical lesions of ordinary 
impetigo ; there may be other patients affected in the same house or school, and the condi- 
tion is as readily curable by antiseptic measures as is impetigo. There is a very rare and 
extremely grave disease described as impetigo herpetiformis in pregnant women ; but this 
seems to be an aggravated form of dermatitis herpetiformis or herpes gestationis become 
purulent and contagious. It is found in Austria, but not, apparently, in England. 

Erysipelas is a familiar cause of bullae, and when blebs are present upon the typical 
tender, slightly raised, and well demarcated red skin at the height of the affection, in associa- 
tion with the constitutional symptoms and pyrexia, there can seldom be difficulty in the 
diagnosis. It is when the erysipelas is subsiding or has subsided, whilst the bulle, or the 
remains of-them, are still obvious, that difficulty might arise. Streptococci may be detected 
bacteriologically. 

If all the above conditions can be excluded, and the patient is suffering from a disease 
of which bulle with more or less erythema are the chief manifestation, then the diagnosis 
has been narrowed down to one or other of the following : pemphigus, erythema bullosum, 
dermatitis herpetiformis, erythema iris, and epidermolysis bullosa ; there is evidence to 
show that these are closely related in some respects, the different names applying to affec- 
tions that differ more in type than kind. If the patient develops bullz on various parts of 
the trunk and limbs without any erythema, or at any rate without any erythema until the 
bullae have been present a longer or shorter time, the condition is described as pemphigus. 
If the bulle develop, not on normal-looking skin, but upon places where there has already 
been erythema, associated with more or less itching, or even pain, before the bulla develop, 
and if the whole eruption consists of this combined condition of erythema and large bull, 
the name used to designate it is erythema bullosum. If the bulla tend to dry up at their 
central parts and then to be followed by a secondary ring of vesicles or blebs around the 
original one, these secondary vesicles being followed in turn by others upon a yet larger 
ring outside them, the condition is referred to as herpes iris or as erythema iris, according 
as there is little or much erythema before the first vesicles or bulle appear. When the 
bullz are apt to develop on any part of the body from a degree of rubbing or scratching 
which in the ordinary individual would be quite unlikely to produce blisters, this undue 
tendency to blister formation from what ought to be inadequate causes is spoken of as 
epidermolysis bullosa, a condition which may persist throughout life without necessarily 
leading to any other untoward symptoms; it is probably related to factitious urticaria. 
Dermatitis herpetiformis is a polymorphous eruption, of which bulle form but a part ;_ the 
trouble begins with itching of the skin, and more or less general disturbance, part of which 
arises from the loss of sleep entailed by the irritation. In various parts of the body or limbs 
erythematous and urticarial patches supervene, some of which subside without further 
development, whilst upon others clusters of vesicles soon appear. Many of the clusters 
contain twenty or thirty vesicles upon a single inflamed base ; some, fewer vesicles of larger 
size ; others develop into typical blebs varying in area from that of a sixpence to that of a 
half-crown. No region of the body is exempt. The characters of the lesion are precisely 
similar to those found in pregnant women suffering from herpes gestationis, but there 
must be a difference in causation, for the latter, though it occurs with every successive preg- 
nancy in the same woman, remains in complete abeyance between the pregnancies, whilst 
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dermatitis herpetiformis—Diihring’s disease or hydroa—may occur in either sex and at 
almost any age, though it is less common in children than in adults. It is probably due 
to the action of some poison circulating in the blood, derived perhaps from the food in 
some cases ; it is. possible for two persons to be taken ill after partaking of the same 
food, one with acute gastro-intestinal symptoms, such as diarrhoea and vomiting; the 
other with acute pemphigus ; it looks, therefore, as if pemphigus and its allies may be 
related to the acute urticaria that is so familiar in certain cases of shell-fish poisoning. 

Any one of the bullous dermatoses may be either acute, subacute, or chronic ; in any 
of these degrees there may be practically no constitutional disturbance on the one hand, or 
the patient may be so ill with pyrexia and anorexia as to require to stay in bed ; not a few 
such cases prove fatal. In all the bullous dermatoses the eruption may be restricted to 
the cutaneous surface ; but the bulls may also occur upon mucous membranes, especially 
of the mouth, palate, cesophagus, nose, colon, rectum, and vagina. Even when temporary 
recovery has taken place there is a tendency for subsequent attacks to occur. There is 
also a tendency to hematoporphyrinuria during the exacerbations. 

Finally, it may be emphasized that although it is often stated as a general rule that 
many skin diseases may be associated with eosinophilia, as a matter of fact few skin diseases 
other than the bullous dermatoses produce any marked degree of eosinophilia, so that a 
differential leucocyte count may afford valuable diagnostic evidence. The absence of 
eosinophilia by no means excludes pemphigus or erythema bullosum or any other bullous 
dermatosis, but the presence of eosinophilia in a doubtful case increases the probability of 
the condition being one of these; it is noteworthy that whereas eosinophile cells may 
abound in the contents of the natural bullz, those which occur in a blister produced artifi- 
cially in the same case present no such eosinophilia. Herbert French. 


BUZZING IN THE EARS.—(See Tinnitus, p. 722. 


CACHEXIA literally means ‘a bad habit,’ and is an ill-defined term used to include 
almost any depraved condition of the body in which nutrition everywhere is defective. It 
is generally applied to patients who exhibit at the same time progressive loss of weight, and 
change of complexion in the direction of sallowness or actual anzemia. (See WEIGHT, Loss 
oF, p. 768 ; and AN&MIA, p. 20.) The word is generally prefixed by a qualifying adjective, 
such as cancerous, syphilitic, malarial, tuberculous cachexia, the diagnosis being indicated by 
other symptoms or by the history. Other varieties of cachexia that may be given special 
mention, and which, if they are borne in mind, are not as-a rule difficult of diagnosis, are 
C. splenica, including blood diseases such as leucocythemia, in which with progressive loss of 
weight and anemia there is enlargement of the SPLEEN (p. 628); C. wterina, from chronic 
non-fatal lesions of the uterus or other pelvic organs, notably leucorrhcea, chronic endo- 

‘metritis, or fibroid tumours; and often accompanied by brown disfiguring pigmentation 
{chloasma uterinum), especially on the forehead and round the eyes; C,. parasitica, due to 
infection by the more serious intestinal or other parasites, especially Ankylostomum duo- 
denale, Bothriocephalus latus, Bilharzia hematobia, and Trichina spiralis ; C. chlorotica, a 
synonym for chlorosis ; C. mercurialis, attributed to the effects of mercury, though perhaps 
really due to the syphilis for which the mercury has been given ; C. exophthalmica, some- 
times associated with Graves’s disease ; C. palustris, or marsh cachexia, due either to actual 
malaria or to constant living in unhealthy, damp surroundings ; C. alkalina, the bad health 
caused by taking large quantities of alkalies for a long period, and evidenced by pallor, 
breathlessness, emaciation, and anemia; C. aquosa, also called pica, and C. africana, a 
term given to an anemic condition leading to serous effusion, and often accompanied by 
perversion of appetite, seen in hot climates and especially among negroes ; it has received 
many names, such as white tongue, stomach disease of negroes, negro cachexy, intratropical 
anemia, dirt-eating disease ; doubtless many different disorders have been included under 
this name, including the results of malaria or of intestinal worms ; C. renalis, which results 
from prolonged albuminuria, especially in subacute tubal nephritis ; C. scorbutica, a con- 
dition formerly described as associated with rickets, though more likely related to the 
infantile scurvy of Barlow, nutrition being impaired, the head and upper part of the body 
perspiring profusely during sleep, anaemia developing, and the patient being intolerant of 
bed-clothes owing to tenderness or actual painfulness of the bones from subperiosteal heemor- 
thages ; there may or may not be bleeding gums ; C. saturnina, from chronic lead poisoning. 

Herbert French. 
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CAMMIDGE’S PANCREATIC REACTION.—The improved pancreatic reaction 
depends upon the fact that when the urine of a patient suffering from pancreatic inflamma- 
tion is hydrolysed by boiling with dilute H Cl, a substance having the reactions of a pentose 
is set free, and may be recognized by conversion into its osazone crystals by treatment 
with phenylhydrazine, a golden yellow flocculent deposit of flexible hairlike crystals forms, 
arranged in microscopic sheaves, readily soluble in dilute sulphuric acid. The appearance 
and solubility of the crystals are very characteristic, but as glycuronic acid, which is set 
free to a greater or less extent in all urines during the hydrolytic process, also forms a crystal- 
line compound with phenylhydrazine, it is removed by treating the still acid urine with 
tribasic lead acetate, after the excess of hydrochloric acid has been neutralized with lead 
carbonate. The lead that goes into solution has also to be removed by converting it into 
an insoluble sulphide or sulphate before the phenylhydrazine test is applied. 

The results of clinical experience and many animal experiments have demonstrated 
that a positive ‘ pancreatic’ reaction is strong presumptive evidence of a disturbance of 
function and of active degenerative changes in the pancreas. In most cases these are 
consequent on inflammation, either acute or chronic, but in a few instances a positive 
reaction seems to rise from abnormal physiological activity. The latter may, however, be 
neglected for all practical purposes, for it is not associated with symptoms suggestive of 
pancreatic disease. 

It has been pointed out repeatedly that the pancreatic reaction is not pathognomonic 
of pancreatitis, and the writer must again insist that the results of the test must be con- 
sidered in conjunction with the clinical symptoms and the evidence to be obtained by a 
complete analysis of the urine and feces. By doing so one can not only obtain confirmation 
of the indications given by this special method of examination, but also infer the probable 
cause of the changes in the pancreas, which is a most important point, for pancreatitis is 
rarely, or never, a primary disorder, but is usually secondary to an ascending catarrh from 
the duodenum, gall-stones in the common bile-duct or in the ampulla of Vater, invasion of 
the pancreas by a duodenal or gastric ulcer, malignant disease either primary in the pancreas 
or secondary to some other organ, back-pressure from disease of the heart or lungs, arterio- 
sclerosis, alcoholism and cirrhosis of the liver, syphilis, tubercle, influenza, typhoid fever, 
mumps, ete., etc. In many of these the clinical signs and symptoms alone are sufficient to 
indicate the cause of the pancreatitis, but in others they are so indefinite or obscure that it 
is only by considering the results of a complete quantitative and qualitative analysis of the 
urine, and feeces also, that a correct diagnosis can be arrived at. 

A single negative pancreatic reaction does not exclude chronic pancreatitis, or rather 
the results of inflammation of the pancreas, for the reaction is only given when there are 
active degenerative changes in the gland at the time when the urine is being excreted. 
Cirrhosis of the pancreas due to past inflammation does not, therefore, cause a reaction after 
the inflammation has subsided. Cancer ‘of the pancreas too is associated with a positive 
reaction in only about 25 per cent of cases, the presence of the growth being apparently 
unattended by any inflammatory changes in the pancreas in the remaining 75 per cent. 

As the ordinary method of carrying out the test is interfered with by the presence 
of sugar in the urine, a modification, in which a hydrochloric acid solution of the precipi- | 
tated lead salt from the basic lead acetate solution is submitted to steam distillation, has — 
been devised (Cammidge, Glycosuria and Allied Conditions, p. 274). The quantity of fur-_ 
furaldehyde formed is determined by treating the distillate with sodium nitrite and then — 
titrating with iodine solution. This method, which can also be used for sugar-free urines, | 
gives quantitative results by which one case can be compared with another, and the course | 
of any one be followed accurately. Numerous experiments have shown that the * iodine | 
coefficient ’ of normal urines is nil, and that even when simple digestive and hepatic disturb- 
ances are present it rarely exceeds 1:0 to 1:5 per cent. When there is inflammation of the. 
pancreas the iodine coefficient rises to ten, twenty, or more per cent, with a total for the’ 
twenty-four hours urine of 100, 200, or over. As one would expect from the qualitative 
test, many cases of cancer of the pancreas give a negative iodine coefficient, but in som 
25 per cent similar readings to those obtained in cases of pancreatitis are obtained. 

Other points to be noticed in examining the urine from suspected cases of pancreas 
disease are :— 

1. The presence of calcium oxalate crystals (see OxALURIA, p. 428) in the centri- 
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- fugalized deposit ; these are met with in 63 per cent of cases of chronic pancreatitis, or 
‘73 per cent if jaundiced cases are excluded. 

| 2. A pathological excess of urobilin (see Plate XX XIV, Fig. 12, p. 748) ; this is a very 
constant indication of cholangitis, and a particularly useful sign of gall-stones in the 
common bile-duct, whether accompanied by jaundice or not. 

3. A well-marked indican reaction : pointing to a catarrhal condition of the intestinal 
mucous membrane, with abnormal putrefactive changes in the contents of the intestine, 
_and possibly a duodenal or gastric ulcer. 

4. Bile pigment in the urine: showing that there is some obstruction to the free flow 
of bile into the intestine, due to impacted gall-stones, gripping of the common bile-duct by 
the inflamed head of the pancreas which surrounds the duct in 62 per cent of cases, 
_malignant disease of the head of the pancreas, or a growth in the common bile-duct. 

For the purposes of a further differential diagnosis, the results of a qualitative and 
quantitative analysis of the feeces are most important. In carrying out the analysis the 
points to be noticed particularly are :— 

: 1. The presence or absence of stercobilin ; in gall-stone obstruction, traces at least are 
_nearly always met with, whereas in malignant disease of the head of the pancreas total 
blocking of the duct is the rule, although the soft growths occurring primarily in the 
common duct usually allow some bile to filter through so that traces of stercobilin are met 
with in the feces. 

2. The percentage of unabsorbed fat : in cancer of the pancreas this is always very high, 
70 to 80 per cent ; it is usually somewhat less in growths of the common duct, averaging 
60 to 70 per cent, and varies from a subnormal percentage in early catarrh of the pancreas to 
as much as 50 or, rarely, even 80 per cent in advanced chronic pancreatitis. 

3. More important still, however, is the relation of the ‘ unsaponified ’ to the ‘ saponi- 
fied fats,’ for whereas the former are in excess in diseases that interfere with the digestive 
functions of the pancreas, such as cancer of the gland and advanced chronic pancreatitis, 
the latter predominate in obstruction of the common duct by gall-stones, without pan- 
creatitis, and in malignant growths not involving the pancreas. It must be borne in mind, 
however, that, owing to the abnormal activity of fat-splitting bacteria in the lower bowel, 
such as is met with in some cases of intestinal catarrh, an excess of saponified fat may be 
found in cases of chronic pancreatitis where the disease is due to an infection spreading 
from the duodenum along the pancreatic ducts. A similar excess is often met with in early 
catarrhal pancreatitis, owing probably to an increased flow of pancreatic juice analogous to 
the salivation met with in parotitis. 

4. Microscopical examination of the feces for fat globules, fatty acid crystals, undi- 
gested muscle fibres, and connective tissue, should not be omitted: a large excess of fat 
globules and free fatty acid crystals, with numerous isolated undigested muscle fibres, 
pointing to cancer of the pancreas or advanced cirrhosis of the gland, whereas muscle 
associated with connective tissue points to defective gastric digestion. 

5. An acid reaction of the fresh stool is in favour of a diagnosis of pancreatic disease ; 
in simple gall-stone obstruction, the faeces are usually alkaline. 

6. Occult blood, when constantly present in the feces (see p. 81), is suggestive of 
malignant disease or, more rarely, advanced pancreatitis, in which it is now well known 
that there is a hemorrhagic tendency ; while the discovery of blood intermittently points to 
a gastric or duodenal ulcer, which may be invading the pancreas and setting up pancreatitis. 

By carefully considering all the facts thus obtained, and interpreting them in the light 
of the clinical signs and symptoms, it is possible, not only to diagnose correctly the existence 
of disease of the pancreas, but also to arrive at a satisfactory conclusion as to its probable 
cause. Affection of the pancreas is much commoner than is generally supposed, and many 
trying cases of chronic indigestion, recurring or persistent jaundice, and obscure affections 
of the upper abdomen would be explained, and satisfactorily treated, if investigated as 
above. Undiagnosed, and consequently untreated, pancreatitis is probably the most 
common cause of diabetes. If this were more widely recognized much might be done to 
stay the further increase of that disease. P. J. Cammidge. 


CARDIAC BRUITS.—(See Brurrs, Carptac, p. 89.) 
CARDIAC IMPULSE DISPLACED.—(See Heart Inputs, DisPLacen, p. 297.) 
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CARDIAC THRILLS.—(See Turitis, PrecorpiAL, p. 720.) 

CASTS IN THE URINE.—(See ALBumMINURIA, p. 6.) 

CEPHALALGIA._(See Hrapacue, p. 293.) 

CHARCOT-LEYDEN CRYSTALS were at one time supposed to consist of spermin, 


but now there is considerable doubt as to their exact chemical nature. Their chief import- 
ance from a clinical point of view is that they are more common in certain conditions than 
in others. They may be found either in the sputum, the blood, or in the stools. They need 
the high power for their detection. Each resembles an elongated diamond with clear-cut 

edges, without colour, but with a slightly yellow appearance when seen obliquely. They 
stain with eosin, and are soluble in hot water, in mineral acids, and in MSE es: so that for 
their detection a fresh specimen is required. 

In the sputum, they are commoner in asthma than under any other circumstances— 
true spasmodic asthma, such as also gives rise to CURSCHMANN’S SPIRALS (p. 153), and eosino- 
phile corpuscles in the sputum. In determining whether a given case is one of paroxysmal 
dyspneea, cough, or bronchitis on the one hand, or true asthma complicated by bronchitis 
upon the other, numbers of Charcot-Leyden crystals in a fresh specimen of sputum are 
evidence in favour of the latter. Small numbers of the crystals may be found in bronchitis 
and in association with bronchiectasis, but in true asthma their numbers may be quite large. 

The occurrence of Charcot-Leyden crystals in the blood is of little diagnostic value. 
They are seldom found in fresh blood ; but when the latter has stood for some time in bulk 
they develop, particularly in leukemia. Some have tried to draw important clinical deduc- 
tions from the development of these crystals in blood, but it is doubtful whether they really 
have any significance of value. 

In the stools, Charcot-Leyden crystals have been found in a great variety of diseases, 
but whether or not clinical deductions can be drawn from their presence is doubtful. It 
is stated that, when they abound, the patient is probably suffering from an animal parasite ; 
but it affords no indication of the nature of the parasite present. Their occurrence should 
lead one to examine the feces for parasites or their ova with even greater care than usual, 

Herbert French. 


CHEST, BLOODY EFFUSION IN.—When, on needling a pleural cavity containing 
fluid, this fluid is found to be obviously blood-stained, the fact is suggestive of one of three 
things: either the pleurisy has been exceedingly acute; or the chest has already been 
tapped not long previously, so that there has been hemorrhage into the residual fluid ; 
or there is malignant disease of the pleura. 

The history of the case may at once indicate whether the inflammation is very acute 
or not; the symptoms would have been of short duration, with much pyrexia, whilst the 
fluid itself would be of high specific gravity, would contain a large amount of albumin, 
would probably coagulate spontaneously, and microscopically would exhibit numerous 
polymorphonuclear cells and lymphocytes, and abundant red corpuscles, but no particles 
of growth in the centrifugalized deposit. 

If blood is found in pleuritic fluid at a second tapping, when it was not present at the 
first, the fact is by itself of little value in differential diagnosis, for the bleeding has prob- 
ably been caused by the act of paracentesis. 

When there is a new growth, and the effusion contains obvious blood at a first tapping, 
it is likely that the symptoms will have been of gradual onset, without marked pyrexia ; 
the diagnosis is sometimes cleared up by finding fragments of new growth in the centri- 
fugalized deposit. It is of course by no means every case of malignant disease affecting 
the pleure that produces a blood-stained effusion ; but when the effusion is blood-stained at 
a first tapping, in a case that has not run a very acute course, one should be very suspicious 
of new growth. In-not a few such cases there have also been comparatively large numbers 
of coarsely granular eosinophile corpuscles in the effusion. It is often impossible to be sure 
of the diagnosis until the progress of the case has been watched, sometimes for weeks ; pleural 
effusion, like that of a simple case, may be the only sign for a long time, but sooner or later 
one will expect to find evidence of obstruction to a bronchus or to the superior vena cava as 
the growth spreads in the mediastinum, and occasionally the peculiarity of the shadows 
seen with the z-rays point to the nature of the case (Fig. 42, p. 105.) Herbert French. 
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CHEST, DEFORMITY OF.—(Scee Derormitry oF THE CHEST, p. 166.) 
CHEST, PAIN IN.—(See Parn IN THE CuEstT, p. 430.) 


CHEST, PUS IN.—When, on needling the chest, pus wells up into the exploring syringe, 
| it is probable that the patient has an empyema. Other lesions may simulate empyema, 
however, and even when empyema is actually present it is important not to let the diagnosis 
rest at that ; but rather to regard it as a symptom and try to diagnose its cause. It by no 
means follows, of course, that when the exploring syringe fails to detect pus, an empyema 
is not present, for sometimes it is situated either between the lower lobe and the dia- 
phragm, in front of the lung or between the lobes, or in some other position in which it 
is difficult to hit it off with the needle. When pus is found but the amount is only quite 
small, there may be doubt as to whether it came from an empyema outside the lung, from a 
bronchus, or an abscess cavity in the lung substance. The nature of the case may remain 
undecided until a subsequent puncture, or a resection of a rib, conclusively discovers intra- 
pleural pus. Even when pus wells up in the exploring syringe, it is possible to mistake for 
empyema a collection of pus which is below the diaphragm. A subdiaphragmatic abscess 
and an abscess within the liver are the two conditions most liable to simulate empyema in 
this way. If, however, the history, the symptoms, and the physical signs do not serve to 
distinguish between these different 
conditions, it will still be clearly 
necessary to evacuate the pus, 
and the surgeon’s finger inserted 
through the wound will be able 
to feel whether the diaphragm is 
above or below the collection. 
Even then there is one possible 
source of error, namely, when there 
is pus both above and below the 
diaphragm. A  subdiaphragmatic 
abscess, secondary perhaps’ to 
appendicitis upon the right side, 
or to a leaking gastric ulcer upon 
the left, may have infected the 
| pleura through the diaphragm, 
causing first a serous and then a 
| purulent effusion, separated from 


that below the diaphragm merely 


. Fig. 41.—Skiagram showing the mottling of the lung apices produced by 
by the thickness of that muscle. phthisis. Posterior view. (By Dr. A. C. Jordan.) 


| It may be very difficult indeed to 
_ be sure of this condition, even at the time of operation, the nature of the case not being 
fully cleared up until, when one of the pus-containing cavities has been evacuated, the 
abnormal physical signs persist, and a second collection of pus, above or below the dia- 
phragm as the case may be, is found at a subsequent exploration. The a-rays may be of 
considerable assistance sometimes in showing whether the diaphragm is above the pus 
or below it. 

If, however, the physical signs, symptoms, and the result of needling, all prove con- 
clusively that the chest contains an empyema, it is still necessary to decide as far as possible 
| the nature of the latter. Its commonest cause is pneumococcal infection, nearly always 
preceded by lobar pneumonia in adults, in children sometimes by bronchopneumonia, but 
not infrequently arising insidiously. It is probable that many of the so-called latent 
empyemata of children have really been preceded by undiagnosed bronchopneumonia. 
Difficulty often arises from the fact that the amount of pus present is not great, so that 
though it compresses the lung sufficiently to render the alveoli airless, the bronchial tubes’ 
still remain patent, and there is no complete dullness at the base or wherever the empyema 
may be; and over the affected area there may be bronchial breathing and crackling rales, 
instead of the absence of breath-sounds and of voice-sounds that usually accompanies 
empyema in adults. If there is doubt as to the nature of the empyema as judged by the 
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history, bacteriological examination of the pus will often indicate its origin. The com- 
monest organisms to be found are pneumococci, streptococci, and staphylococci, though 
Bacillus coli communis, typhoid bacilli, and the Bacillus pyocyaneus also occur, and even 
other organisms may be present in some instances. The mode of infection is generally 
either via the lung, or from beneath the diaphragm ; and careful inquiry into the history 
and symptoms will generally indicate which of these two paths has been the more likely. 
When infection from any peritoneal condition such as appendicitis, leaking gastric or duo- 
denal ulcer, infected gall-bladder, or sub-diaphragmatic, perinephric, or hepatic abscess, 
can be excluded, when there has been no injury to the chest with broken rib, or a wound 
communicating with the exterior, and when there is nothing to indicate whether the infec- 
tion has succeeded pneumonia or is itself pneumococcal, suspicion will arise that the patient 
has been suffering from phthisis, which has caused a pleurisy which was at first non-purulent, 
but which became converted into an empyema as the result of secondary infection with 
pyogenic organisms, especially if there is a tuberculous family history, or if the patient has 
himself been weakly for some time. The sputum should be examined with particular care, 
and w-ray examination is often helpful; for even when the compression of the lung by 
empyema has led to marked opacity at the base, it may still be possible to make out that 
apical mottling which is almost pathognomonic of phthisis (Fig. 41). 

Rarer causes of empyema than those mentioned above will generally have been 
accompanied by other symptoms, or by a history which suggests the nature of the 
individual case. Herbert French. 


CHEST, SEROUS EFFUSION IN.—When exploratory needling of the chest dis- 
covers clear serous fluid in the pleural cavity, it is important to regard the fact merely as a 
symptom, for there are many different causes to which it may be due, and, whenever possible, 
one should decide what is the actual cause in each particular case. In the first place, the 
effusion may be either inflammatory or merely a transudate ; the pleuritic must be distin- 
guished from the pleural effusion. Clinical points indicating that the effusion is inflam- 
matory rather than passive would be: its being unilateral, not bilateral and symmetrical ; 
and the non-existence of the more common causes for passive effusion, particularly chronic 
heart failure or nephritis with general anasarca. Physical, chemical, and microscopical 
analyses of the fluid may also serve to indicate whether the effusion was active or passive 
(see ASCITES, p. 48). There are cases, of course, in which there may be doubt, but it is 
generally easy to determine whether the effusion is due to pleurisy or not. Pleural effusions 
not due to pleurisy occur late, and the diagnosis will have been made already from the 
existence of prominent symptoms earlier in the disease, for instance, ALBUMINURIA (p. 4), 
ORTHOPNGA (p. 418), GEDEMA (p. 411), and so forth. 

Pleuritic effusion, on the other hand, may be the first and most prominent symptom 
in the case, and it is not always easy to determine its cause. It should be an invariable 
rule to have the effusion examined microscopically, both for cells and for micro-organisms, 
and sometimes to have guinea-pigs injected with it in order to see whether in six weeks’ 
time the inoculated animals have developed general tuberculosis. The commonest cause 
for apparently idiopathic pleuritic effusion is latent or undiagnosed tuberculosis of the lung ; 
there may be no sputum ; a-ray shadows may be indeterminate ; there may be no abnormal 
apical physical signs ; there may be too few bacilli for them to be detected on direct examin- 
ation of the deposit, even when it has been most carefully centrifugalized, and yet inocu- 
lated guinea-pigs may develop typical tuberculosis and thus indicate the nature of the 
pleurisy. 

Intrathoracie new growth, whether of the mediastinum, lung, or pleura, is fortunately 
uncommon ; but when it occurs, the symptoms and physical signs to which it gives rise 
are often very difficult to interpret. The growth may obstruct a bronchus and give all the 
physical signs of. fibroid lung, with or without bronchiectasis ; it may cause a big mass, 
bodily displacing the lungs and heart ; it may cause multiple nodules which, unless they 
obstruct the superior vena cava and produce obvious varicose veins on the chest wall may 
give rise to no very definite signs or symptoms at all; or, what is not at all infrequent, the 
growth may lead to pleuritic effusion which may at first seem to be simple, or even be taken 
to be tuberculous, growth not being suspected until the rapid recurrence of the effusion, 
repeated tappings, and rapid downhill course of the disease ultimately suggest its nature. 
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Microscopical examination of the centrifugalized deposit of the pleuritic fluid sometimes 
leads to the detection of particles of new growth which clinch the diagnosis, whilst if the 
fluid in a case which is not absolutely acute is blood-stained at a first tapping, this by itself 
is highly suggestive of neoplasm (p. 102). The a-rays often assist materially in making 
the diagnosis (Fig. 42). 

Acute rheumatism is a common cause of pleurisy with effusion, particularly between the 
ages of five and twenty. It may occur when there have already been joint-pains, or other 
symptoms of acute rheumatism, such as chorea, recurrent tonsillitis, pericarditis, endo- 
carditis followed by valvular disease, skin affections such as erythema multiforme, erythema 
nodosum, peliosis rheumatica, or subcutaneous nodules. In such cases the diagnosis is not 
difficult ; it is less easy when the pleuritic effusion is itself the main symptom. The youth 
of the patient, the absence of anzmia or of previous ill-health, the absence of abnormal 
apical lung signs, of a family history of phthisis, the presence of a cardiac bruit, the occur- 
rence of heart disease, acute rheumatism, or chorea in other members of the same family, 
the rapid onset of the disease, and the almost equally rapid resolution of the effusion, are 
points in favour of acute rheu- 
matism rather than tuberculosis. 
‘When in doubt, the negative results 
of guinea-pig inoculation would 
point in the same direction, and 
von Pirquet’s skin reaction would 
be negative. There are, however, 
many cases of pleuritic effusion in 
young people, in whom it is impos- 
sible to allocate the cause either to 
rheumatism or phthisis, and such 
cases are sometimes spoken of as 
‘simple’; doubtless most of these 
are either tuberculous or rheumatic, 
many ultimately proving to be the 
former. 

Pneumococcal lesions of the 
lung generally produce pleurisy ; 
lobar pneumonia, indeed, never 
occurs without it, though broncho- 


pneumonia, even when it is pneu- Right Left 
mococeal, often does. It is also Fig. 42.—Skiagram showing sarcoma of the right lung 
. aoe secondary to sarcoma of a kidney. ‘The patient was a child, aged 
possible for pneumococcal pleuritic 14 years. GG. Masses of new growth. H, Heart. The lower mark 
effusion to occur without definite G points in the direction of the lower mass of growth, but the line 
; has not been prolonged so far as to the shadow of the growth. . 
lobar pneumonia or bronchopneu- (Skiagram by Dr. C. Thurstan Holland.) 


monia preceding it—primary pneu- 

mococcal pleurisy, the diagnosis being confirmed by the discovery of pneumococci in the 
fluid. It is difficult to say where pneumococcal serous effusion stops, however, and 
pneumococcal empyema begins, the two merging into one another, and the same 
case often exhibiting clear fluid at one exploration, cloudy fluid a few days later, and 
pus later still. 

Brights disease may cause either a passive effusion from heart failure in chronic cases, 
or simple accumulation of oedema fluid in the pleural cavities without heart failure in cases 
in which the general cedema of Bright’s disease is extreme ; or actual pleurisy with serous 
effusion, probably the result of intercurrent infection by some organism, corresponding 
with the peritonitis with Ascrres (p. 48) and the pericarditis that may also occur in these 
cases. The diagnosis will be indicated by the ALBUMINURIA (p. 4), associated with renal 
tube-casts ; and if there is bilateral effusion without universal cedema, but with signs of 
heart failure in the form of orthopncea, cedema of the legs, and perhaps ascites, the effusion 

_ is passive; it belongs to the second category if there is universal cedema; whilst if the 
effusion is inflammatory it will probably be unilateral, or else more marked in one side of the 
: chest than in the other. In a few cases an extensive pleuritic effusion in a middle-aged or 
_ elderly person is the first indication that there is anything renal the matter, the diagnosis of 
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red granular contracted kidney being confirmed by the urinary changes, big heart, ringing 
aortic second sound, high blood-pressure, or by albuminuric retinitis. 

Any of the severe blood diseases, particularly Hodgkin’s disease, lymphadenoma, leu- 
kemia, splenic anemia, pseudo-leukeemia infantum, and to a less extent pernicious anemia, 
may give rise to inflammation of any of the serous membranes, and thus lead to ascites, 
pericarditis, or pleurisy with effusion. The latter is seldom an early symptom in such cases, 
however, and the diagnosis will generally be known already from the presence of pronounced 
ANZMIA (p. 20), enlargement of the Lympnatic GLANDs (p. 376), or enlargement of the 
SPLEEN (p. 628), with or without pathognomonic blood-changes already discussed under 
these various headings. 

Pleuritic effusion may sometimes be secondary to infection of the pleure from inflam- 
matory changes below the diaphragm ; thus appendicitis may lead to micro-organisms tracking 
up behind the ascending colon to reach the diaphragm, there perhaps producing a small 
subdiaphragmatic abscess, or a local inflammation which, stopping short of pus formation, 
ultimately subsides. The bacteria in contact with the lower surface of the diaphragm can 
pass through the latter and infect the pleura without there being any actual perforation of 
the diaphragm ; it is noteworthy that passage of micro-organisms in the reverse direction 
is so rare as almost to be negligible ; acute peritonitis often produces acute pleurisy, but 
the latter, or even empyema, seldom produces peritonitis. Any inflammatory mischief 
below the diaphragm may lead to dry pleurisy, pleuritic effusion, or empyema. One need 
not enumerate all such causes, but they should be borne in mind as possibilities. There 
may have been acute general peritonitis, or a more local inflammation of the peritoneum 
tracking in the manner already described in connection with appendicitis. This is possible 
when there is leaking from a gastric or duodenal ulcer ; local infection from the gall-bladder ; 
pyosalpinx ; pelvic peritonitis due to whatever cause ; perinephric inflammation secondary 
to renal calculus or injury, acute ascending nephritis, tuberculosis of the kidney ; hepatic 
abscess or other inflammatory changes in or about the liver, such as infective cholangitis, 
suppurative pylephlebitis, or the softening and breaking down of new growth, gumma, or 
hydatid cyst. When the possibility of a pleuritic effusion being secondary to an abdominal 
lesion of some kind is borne in mind, the diagnosis of the case is generally indicated, at 
least approximately, by the preceding history and symptoms. If the fluid obtained smells 
as though it were infected with Bacillus coli communis, this would be an additional argument 
in favour of some subdiaphragmatic cause. 

Infarction of the lung, whether thrombotic or embolic, is apt to cause dry pleurisy ; but 
if the infarct has been extensive, or is due to embolism from some septic source such as a 
lateral sinus or jugular vein thrombosis in connection with otitis media, or other similar 
lesions causing venous clotting, the inflammation of the pleura tends to go further and 
produce an effusion which, at first serous, may later become purulent. The diagnosis is 
sometimes obvious; but when after an operation, perhaps for excision of an inflamed 
appendix, the patient a few days later develops pleurisy with effusion, it may not occur to 
one that a possible explanation of the trouble is that more than one systemic vein in the 
region of the right iliac fossa has become inflamed and thrombosed, and that portions of 
the clot have been detached and carried to the lung, where multiple infected emboli have 
led to pleurisy and serous effusion, without going so far as to produce either abscess in the 
lungs or empyema. Should hemoptysis occur in such cases, as it sometimes does, phthisis 
may be feared; but it will be excluded by the absence of tubercle bacilli on repeated 
examination of the sputum. 

Occasionally the fluid obtained on needling the chest is distinctly chylous, in which 
case the first suspicion to be aroused is that there has been some interference with the 
thoracic duct, either by injury or by an intrathoracic new growth. Sometimes, however, 
this rare symptom is due to remoter causes, such as chronic nephritis or leukemia, just as 
these may occasionally produce chylous ascites (see p. 50); in a few instances a chylous 
effusion into the chest has cleared up after tapping, and no ascertainable cause for it found. 

Multiple serositis or polyorrhomenitis is a term used to express any condition in 
which there is recurrent inflammation and serous effusion into more than one serous mem- 
brane. It generally affects the peritoneum, pericardium, and both pleure either simultan- 
eously or successively. It is not a disease in itself, so that the differential diagnosis of the 
cause of the combined effusions has to be made upon the same lines as that described for 
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each separately. There are cases in which, even when the patient dies, the precise nature 
of the multiple serous inflammations and effusions is obscure ; it is very possible that the 
original microbial cause has disappeared, leaving behind it so much fibrotic thickening of 
the membranes that even the normal secretions are unable to drain away as fast as they 
should. The result is that recurrent tapping at comparatively short intervals becomes 
necessary, and the patient ultimately dies of exhaustion, nothing being found post mortem 
except fibrous thickening of the peritoneum, pericardium, and pleure, with more or less 
extensive perihepatitis, perisplenitis, adherent pericardium, and chronic mediastinitis. 
The general opinion is that the primary cause in these cases has been either acute rheuma- 
tism or tuberculosis. Sometimes secondary malignant disease affects more than one of 
the serous membranes at the same time, and produces a clinical picture which at first 
simulates chronic simple polyorrhomenitis ; there are generally symptoms due to the 
primary growth; but occasionally, especially in connection with diffuse carcinoma of 
the stomach—‘ indiarubber-bottle ’ stomach—the primary growth causes no symptoms, 
and the nature of the multiple serous effusions may be obscure unless particles of new 
growth can be detected in the centrifugalized deposit, or secondary masses can be 
found in the liver or lymphatic glands. The left supraclavicular glands should be 
‘examined carefully (Fig. 17, p. 49). Sometimes the diagnosis is not arrived at until a 
post-mortem examination is made. 

Besides chronic tuberculous, rheumatic, and malignant polyorrhomenitis, a similar 
condition may be due to Bright’s disease or any of the severe anemias ; the differential 
diagnosis of the serous effusions to which these may give rise has been discussed above. 
Careful examination of the blood and urine, together with estimation of the blood-pressure, 
examination of the optic discs, and routine physical examination of the various body 
systems, are essential before the correct diagnosis can be arrived at. Herbert French. 


CHEST, VARICOSE VEINS ON.—(See Veins, Varicose THoracic, p. 750.) 


CHEYNE-STOKES RESPIRATION, or periodic breathing, consists in the occurrence 
of a series of inspirations, beginning with a hardly perceptible movement increasing to a 
maximum, and then declining in force and length until they cease in a period of apnea of 
some seconds’ duration, during which the patient may appear to be dead, but at the end of 
which a low inspiration, followed by one more decided, and then others of increasing depth, 
mark the beginning of a new ascending series of inspirations, which in their turn, when 
the maximum has been reached, become progressively smaller again, to end in another 


tla —_ 


Fig. 43.—Cheyne-Stokes Breathing. A graphic record from a case of arterial degeneration and 
softening of the medulla oblongata. The two curves were completed in 143 seconds. 


period of apnea ; and so on with more or less periodicity (fig. 43). The duration of each 
period varies from half a minute to two minutes or even more. There is a peculiar variety 
of periodic breathing in which, instead of a waxing and waning sequence, only two or perhaps 
three rapid deep breaths are made at a time, with long periods of apnoea between them— 
a variety of periodic breathing which is sometimes spoken of as Biot’s. 

Periodic breathing may occur during sleep in the very young and in the very old without 
there being any actual disease. In other persons Cheyne-Stokes breathing is generally a 
late phenomenon, having been preceded by other symptoms, particularly ureemic or cardiac ; 
in a few cases of progressive softening in the medulla oblongata seconcary to arterial 
degeneration, Cheyne-Stokes respiration may be the salient symptom in the case. Broadly 
speaking, one may classify the chief causes of periodic breathing as follows :— 


1. Arterial, especially with Degenerative Changes in the Medulla Oblongata :— 


Arterio-sclerosis, with or without granular kidney. 
Senile degeneration. 
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2. Urzmic, in cases of :— 


Acute nephritis Tuberculous kidney Cystic kidneys 
Chronic nephritis Ascending nephritis, acute or | Carcinoma of the kidney 
Calculous disease of the kidney chronic Sarcoma of the kidney. 


3. Chronic Heart Failure :— 


Secondary to valvular heart disease Secondary to chronic obstruction in the lungs, 
Secondary to myocardial degeneration, especi- especially from emphysema and. bronchitis, 
ally fatty or fibroid heart or fibroid lung 
Associated with very high systemic blood- 
pressure. 
4, Narcotic Poisoning, especially from 
Morphia | Chloral Veronal 
Opium | Butyl chloral hydrate _ Sulphonal 
5. Macroscopic Lesions of the Brain or its Coverings :— 
Meningitis, tuberculous, suppurative, posterior Hemorrhage 
basal, cerebrospinal Softening of the brain secondary to : 
Hydrocephalus Chronic arterial degeneration 
Tumour of the brain, especially of the pons Syphilis Caisson disease 
or medulla Embolism . General paralysis 


6. Acute Specific Fevers, such as :— 


Pneumonia Diphtheria Malaria 
Cholera Typhoid fever Infective endocarditis 


The differential diagnosis of these various conditions will be indicated by symptoms 
and signs other than the Cheyne-Stokes respiration, for the latter will have occurred late 
in the great majority of the cases. The urine will be examined, the blood-pressure measured, 
the physical signs of the heart noted, the retina examined for retinitis, optic neuritis, or for 
choroidal tubercles, and careful inquiries will be made into the history. Where narcotic 
poisoning may be suspected, the gastric contents may be recovered and analyzed, bottles 
found under suspicious circumstances may be examined in the same way, or evidence of 
hypodermic injections sought for on the patient’s body or limbs. When Cheyne-Stokes 
respiration occurs as the main symptom in the case, the great probability is that there are 
degenerative changes in the medulla oblongata, nearly always secondary to arterial degener- 
ation, either senile, syphilitic, or sclerotic. When there have been obvious symptoms of 
some other kind before Cheyne-Stckes respiration develops, the latter is far more important 
from the prognostic than from the diagnostic standpoint. It is a sign of evil omen, though 
in a few cases it has persisted for many months before the end came, and in a few it has 
disappeared entirely for the time being, even after it had been well marked for days or weeks. 

Herbert French. 

CHILLS.—(See Ricors, p. 594.) 


CHORDEE.—A condition in which, during erection, the penis, instead of remaining 
straight, becomes curved like a banana, either downwards or to one side. It is nearly 
always due to gonorrhoea, though in rare cases it has resulted from injury without gonor- 
rhea. The differential diagnosis will depend upon the history and the existence or other- 
wise of a urethral discharge containing gonococci. The condition itself is probably due to 
inflammatory effusion into one corpus cavernosum, or the corpus spongiosum, as the case 
may be; or, in the absence of inflammation, to blood extravasation from a burst vessel. 
Fracture of the penis has occurred during resisted coitus, the diagnosis depending on the 
history and the break that is palpable in the penis during erection. Herbert French. 


CHYLURIA.—The passage of milky-looking urine, due to the admixture with it of 
emulsified fat, is known as chyluria. It is not likely to be mistaken for phosphaturia, 
even when the latter, especially after the largest meal of the day, causes the urine to be 
almost like thin milk from the spontaneous deposition of the excess of phosphates whilst 
the urine is still in the bladder. The opacity in the latter case disappears on the addition 
of a drop or two of acetic acid, whilst the fat droplets of chyluria do not clear up with acids, 
are obvious under the microscope, and may be brought out still more clearly by the use 
of special fat stains, such as osmic acid, sudan III, or saffranin. As a rule the urine coagu- 
lates on standing, and subsequently liquefies again, when it throws up a fatty scum and 
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deposits a sediment. The fat is most plentiful after meals which contain fat; the degree 
of chyluria consequently varies considerably in the same patient, and may sometimes be 
almost absent. 

The commonest cause for the symptom is infection by Filaria sanguinis hominis in 
the tropics, adults being affected more often than children, and females more often than 
males. There may or may not be elephantiasis at the same time ; the diagnosis may be 
suggested by eosinophilia and confirmed by the discovery of the embryos in the blood 
(Plate XXVIII, Fig. F, p. 614). 

Chyluria may also occur, however, in those who have never been abroad, and it is 
sometimes associated in some way that is not yet fully understood with sub-acute nephritis ; 
there may be chylous ascites (p. 50) at the same time. The diagnosis depends upon the 
history, the general cedema, the anemia, cardiac hypertrophy, and upon the discovery of 
an abundance of albumin with renal epithelial cells and tube-casts in the centrifugalized 
urinary deposit, as well as fat droplets in the supernatant fluid. 

Sometimes chyluria develops quite apart from any 
renal lesion, either spontaneously or as the result of 
abdominal injury ; and it has generally been found in 
these rare cases that there has been either rupture of 
the receptaculum chyli, or else a blockage in the 
thoracic duct. The latter sometimes results in cases of 
malignant disease, especially carcinoma of some intra- 
abdominal organ with secondary deposits in the glands 
in the posterior mediastinum. The development of 
chyluria in such cases would be a late symptom, and 
the diagnosis would probably have been made already 
on account of other symptoms, especially the discovery 
of a primary tumour. It is important not to forget 
rectal and vaginal examination, lest the growth should 
be pelvic. Herbert French. 


CLAW-FOOT (Pied-en-griffe) (Fig. 44), is much 
less common than CLAW-HAND, but it may arise from 
similar causes. The internal popliteal nerve, which 
supplies the interossei and lumbricals of the foot through 
its external plantar branch, is homologous to the ulnar 
nerve in the upper extremity. Its buried course in the 
leg does not, however, expose it to the same chances of 
injury as the more superficial ulnar nerve, and conse- 
quently claw-foot is not often the result of trauma. 
Disease or injury of the first and second sacral segments 
of spinal roots may produce the characteristic deformity 
of the toes, in which case there would probably be dis- Fig. 44.—Claw-foot. 
turbances of sensibility in the corresponding cutaneous 
areas. In acute poliomyelitis affecting those segments, the diagnosis depends on the 
history of onset, as in the case of claw-hand of similar origin. E. Farquhar Buzzard. 


CLAW-HAND (Main-en-griffe) is the name used to describe a hand characterized 
by a claw-like position of the fingers (fig. 45). The fingers are extended at the metacarpo- 
phalangeal joints and flexed at both inter-phalangeal joints. This position is the result 
of the over-action of the extensor communis digitorum and flexores digitorum when un- 
opposed by the normal antagonism of the interossei and lumbricales. It is not symptomatic 
of any particular disease, but results from any morbid condition which produces atrophic 
paralysis of the intrinsic hand muscles so long as the long extensors of the fingers remain 
intact. Progressive muscular atrophy, ulnar paralysis, syringomyelia, cervical pachymeningitis 
acute poliomyelitis, peroneal atrophy, and supernumerary ribs are among the conditions. 
which may give rise to claw-hand to a lesser or greater degree. In any particular case 
the diagnosis of the underlying condition depends on the result of further investigation. 

In progressive muscular atrophy, wasting of the intrinsic hand muscles is often an early 
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symptom (p. 61), and a claw-hand may develop before the long extensor muscles of the 


fingers have become involved in the disease. AII four fingers are usually affected to an 


approximately equal extent, and there is often marked wasting of the thenar and hypothenar 
eminences. When the abductor pollicis is also involved, the thumb tends to come into 
line with the fingers and gives an appearance to the hand resembling that of the ape (ape’s 
hand). The flexors of the wrist often become involved before the extensors, with the 
result that the wrist is hyperextended, and a ‘ preacher’s hand’ results. The absence 
of pain and of all sensory disturbance, the gradual onset, and the general exaggeration 
of the deep reflexes, serve to distinguish this condition from some of the other causes of 
claw-hand. 

In ulnar paralysis the claw-position is more marked in the ring and little fingers than 
in the middle and first fingers, owing to the fact that the two outer lumbricals are supplied 
by the median nerve. The adductor pollicis is the only thenar muscle to suffer, but the 
hypothenar eminence is wasted. If the injury to the nerve is above the point where it 
gives off the branch to the flexor carpi ulnaris, the latter muscle will also be paralyzed, 
and flexion of the wrist will be carried out with a leaning towards the radial side. In ulnar 
paralysis the palsy is limited to the muscles supplied by the ulnar nerve, and there is 
usually some sensory loss in the area of skin innervated by the latter. 

The claw-hand of  syringo- 
myelia (Fig. 45) resembles that of 
progressive muscular atrophy in 
general appearance, and may show 
the modifications to which the 
term * ape’s hand’ and ‘ preacher’s 
hand’ have been applied. The 
muscular atrophy is not limited 
to the distribution of a single 
nerve, but involves the muscula- 
ture innervated by the eighth 
cervical and_ first dorsal spinal 
segments,—-the segments, in fact, 
in which the gliosis frequently 

Fig. 45.—Syringomyelic claw-hand. begins. The diagnosis depends on: 

the presence of dissociative anses- 

thesia, trophic and vasomotor disturbances such as whitlows, glossy skin (peau lisse), 
main succulente, and is often corroborated by the occurrence of oculo-pupillary pheno- 
mena, nystagmus, scoliosis, and evidence of spastic paralysis in the leg of the same side. 

Cervical pachymeningitis only leads to a claw-hand when it interferes with the function 
of the eighth cervical and first dorsal anterior roots, and leaves uninjured the sixth and 
seventh cervical roots. The condition is generally bilateral with some asymmetry, and it 
is usually associated with pain and ill-defined disturbances of sensibility in the two arms. 

An acute poliomyelitis affecting the eighth cervical and first dorsal segments, and 
leaving intact the sixth and seventh cervical segments, is uncommon. The history of 
acute onset, with constitutional symptoms such as headache, fever, vomiting, and convul- 
sions, affords a clue to the diagnosis. The absence of sensory loss, and the possible presence 
of atrophic palsies in other parts of the body, form additional data in these cases. 

In peroneal atrophy the diagnosis depends on the symmetry of the affection and the 
preceding or concomitant atrophy of the leg muscles, generally beginning in those supplied 
by the peroneal nerve (see Figs. 20 and 21, p. 60). 

Supernumerary cervical ribs may lead to the production of a claw-hand when they 
cause neuritic changes in the trunk formed by the eighth cervical and first dorsal con- 
tributions to the brachial plexus. The muscular atrophy is preceded by pain in the 
arm and neck, and sometimes by vasomotor changes and diminution of the radial 
pulse. Analgesia in the distribution of the eighth cervical and first dorsal-root areas 
may also be detected, but the diagnosis may depend mainly on the skiagraphic discovery 
of the rudimentary ribs (p. 443). E. Farquhar Buzzard. 


CLONUS, ANKLE.—(See ANKLE-cLONUS, p. 39.) 


CLUB-FOOT 111 


CLUBBED FINGERS, or bulbous enlargement of the soft parts of the terminal 
phalanges, with over-curving of the nails both transversely and longitudinally, are seen 
characteristically in morbus czruleus, and also in association with fibroid lung. . They 
are distinguished readily from enlargement due to bony changes, such as those of acromegaly 
and pulmonary osteoarthropathy. 

Minor degrees may occur with almost any disease that leads to persistent congestion 
of terminal parts, such as mitral stenosis, mitral regurgitation, emphysema, chronic 
bronchitis, pleurisy with effusion, empyema, chronic phthisis, some forms of aortic or 
subclavian aneurysm, asthma, pericarditis, adherent pericardium, mediastinitis, or 
mediastinal neoplasm. In such cases, however, the clubbing has to be looked for—it does 
not thrust itself upon one’s notice ; it may also pass away again when the cause is removed, 
for instance, when an empyema. is 
cured by operation. 

Obvious and extreme finger-club- 
bing has only two main causes— 
congenital heart disease with cyanosis 
(Fig.46), especially pulmonary stenosis 
with or without a perforated interven- 
tricular septum; and fibroid lung, 
especially if associated with bronchi- 
ectasis. The distinction between these 
two will generally be obvious. The 
former dates from infancy and _ is 
associated with extreme cyanosis and 
a loud pulmonary systolic bruit and 
thrill; the latter develops later in 
life, is seldom associated with such 
extreme cyanosis except when the 
patient is in extremis, and is accom- 
panied by displacement of the heart 
and other signs of fibrosis of the lung. 

Difficulty may arise in those rarer 


s “ : Fig. 46.—Clubbed fingers in congenital pulmonary stenosis with 
cases of congenital heart disease in extreme cyanosis. 


which there is no bruit—for instance 


when the heart gives off a single large vessel, the place of the pulmonary arteries being 
taken by intercostal vessels—but even here the fact that the lividity is out of proportion 
to the dyspnoea, and the history that the cyanosis and the finger-clubbing date from 
‘soon after birth, afford immediate clues to the diagnosis. Congenital heart disease with- 
out cyanosis—patent ductus arteriosus, for instance—does not give rise to clubbed fingers. 
In lung cases the diagnosis is either obvious from the physical signs ; or else, if the 
abnormal physical signs are so slight as by themselves to suggest little more than bron- 
chitis, the existence of marked clubbing of the fingers is important evidence that the 
lung trouble is more extensive than this, and that there is really much fibrosis, and prob- 
ably bronchiectasis, too deep-seated to permit of the usual physical signs being detected 
at the surface of the chest. A moderate degree of clubbing of the fingers is sometimes 
observed in cases of cirrhosis of the liver, particularly in that type which begins as splenic 
anzemia—Banti’s disease (see p. 37). This suggests that the changes in the finger tips 
have a chemical as well as a mechanical factor in their causation. Herbert French. 


CLUB-FOOT, or TALIPES.—Any deformity of the foot not limited to the toes 
commonly goes under the name of club-foot, or talipes. The diagnosis of the different 
forms of talipes is extremely difficult, owing to the number of causes and the complicated 
nature of the deformities. It may be well, therefore, to define briefly the chief varieties 
of simple deformity. 

1. Talipes Equinus.—In this condition the fore part of the foot cannot be raised 
to the normal degree. Any healthy adult is able, with the knee straight, to dorsiflex the 
ankle to such an extent that the ball of the great toe is two or three inches higher than the 
prominence of the heel. The degree of dorsiflexion is even greater in infants, but with 
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advancing years the movement becomes limited, so that old people may hardly be able 
to dorsiflex the foot beyond the right angle. 

2. Talipes Calcaneus.—In this condition the heel is depressed and the fore part of 
the foot elevated. Extension of the ankle is limited, so that the fore part of the foot may 
not touch the ground in walking. 

3. Talipes Valgus.—The foot is everted il abducted at the ankle-joint, so that the 
inner malleolus is too prominent. 

4. Talipes Varus.—The foot is inverted and adducted at the ankle-joint, so that the 
outer malleolus is too prominent. In this condition, however, there is more serious 
deformity at the medio-tarsal joint, at which the fore part of the foot is adducted and 
inverted. 

5. Talipes Cavus.—The arch of the foot is too high or hollow. This may be due to 
depression of the fore part of the foot, of the heel, or of both. 

Club-feet may be divided into (I) The Congenital, (II) The Acquired. 


I. CONGENITAL TALIPES. 


Congenital talipes is usually quite easy to diagnose, because of the history of the 
presence and the nature of the deformity at birth. There are two chief varieties of it: 
(1) Equino-varus ; (2) Calcaneo-valgus. 

Sometimes the history is lacking or misleading, and the shape of the feet has been 
so altered by treatment or neglect that it is very difficult to distinguish the condition from 
paralytic talipes, especially that due to paralysis of the lower neuron. In making the 
distinction it is important to remember that the shortening is usually very much less in 
congenital cases, and that wasting of the muscles, apart from tight splinting, is also much 
less. Trophic ulcers, and cold and blue feet, which are common in cases of paralysis, do 
not occur in congenital talipes. Moreover, the toes are not hyper-extended at the meta- 
tarso-phalangeal joints, a condition commonly present in paralytic talipes. The reaction 
of degeneration is not present in congenital cases, thus distinguishing it from talipes due 


to comparatively recent paralysis of the lower neuron. The reflexes are not exaggerated,- 


thus distinguishing it from talipes due to paralysis of the upper neuron. In congenital 
equino-varus the small conical heel is not only raised but also turned inwards in a character- 
istic way, and it is generally separated from the inner aspect of the foot by a deep furrow. 
There is also a curious flattening on the outer side of the foot, just in front of the external 
malleolus, where the skin is dimpled and loose. There is also a furrow on the inner side 
of the foot opposite the medio-tarsal joint. The varus is always worse than the equinus, 
whereas in paralytic cases the equinus is usually worse than the varus. With care the 
overstretched weak muscles can be shown to be capable of voluntary contraction. 


II. ACQUIRED TALIPES. 


This condition may be subdivided as follows: (1) The paralytic, due to: (a) Disease 
of the upper neuron; (b) Disease of the lower neuron; (c) Primary muscular disease ; 
(2) Postural, e.g., talipes valgus ; (3) Due to fibrosis of muscle, with retraction ; (4) Due 


to bone disease ; (5) Due to joint disease ; (6) Due to contracting scars; (7) Due to 


hysteria. 

1. The Paralytic.—(a) In talipes due to destruction of the upper neuron the reflexes 
are exaggerated and the plantar reflex is extensor; whereas in talipes due to disease of 
the lower neuron the reflexes are unchanged, ficereed or lost. Reaction of degeneration 
may be present with lesions of the lower neuron, and absent with lesions of the upper. 
Coldness and blueness of the feet are only common in lesions of the lower neuron, and the 
same is true of trophic ulcers. The shortening and wasting are generally much greater 
in lesions of the lower neuron, and the distribution of the paralysis is much more irregular 
than in those of the upper. When the disease of the upper neuron is in the brain, it is 
usual for the arm as well as the leg to be paralyzed (infantile hemiplegia), or both feet may 


be involved symmetrically (congenital spastic paraplegia). Occasionally there may be a _ 
cerebral monoplegia. In any case the deformity due to disease of the upper neuron is — 
almost characteristic, and is mostly equinus, usually with a little valgus, but occasionally — 


with slight varus ; whereas when the lower neuron is affected the deformity is nearly 
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always equino-varus or talipes valgus. In distinguishing various destructive lesions of 
the upper neuron, the history and the nature of the deformity may help. In hemiplegia or 
monoplegia there may be a history of difficult labour, with delivery by forceps, indicating 
injury to the cerebral cortex, or meningeal hemorrhage with secondary fibrosis of the 
motor area. The deformity may not be obvious for a year or more after birth, and it is 
usually noticed first when the child begins to walk. In other cases it may be due to 
thrombosis of the cerebral veins following measles or influenza, or to rupture of some of the 
cortical veins during whooping-cough or violent fits of passion. Congenital spastic para- 
plegia is distinguished by its symmetry, and by the amount of spasm as shown by the 
unexpected degree of flexion of the ankles that can be produced by firmly pressing upwards 
the fore-parts of the feet. Moreover, there is usually some mental incapacity, and often 
the history of nervous disease in the family. When the lesion is in the spinal cord, there 
may be a history of spinal injury or evidence of spinal caries, or of growth causing a spastic 
paraplegia. In amyotrophic lateral sclerosis there are signs of paralysis and wasting of 
the upper limbs. Friedreich’s disease, or hereditary ataxy is an occasional cause of talipes 
equinus or equino-varus. It can be recognized by the inco-ordination, the nystagmus, 
the slurring of speech, the age of onset, which is usually about six to nine years, the absence 
of knee-jerk, and the hallux erectus. 

(b). Lesions of the lower neuron may be in the cord (infantile paralysis), or in the cauda 
equina (spina bifida), in the lumbo-sacral cord or sacral plexus (e.g., carcinoma of the 
rectum), or in the peripheral nerves (peripheral neuritis’ injured sciatic nerve, or Tooth’s 
neuro-muscular paralysis). Infantile paralysis results from acute anterior poliomyelitis 
and is distinguished by its irregular distribution, reaction of degeneration, and its vaso- 
motor and trophic lesions. It is frequently possible to show that the patient is unable to 
use certain muscles or groups of muscles, especially the anterior tibial and peroneal group. 
It is unusual for the paralysis to be limited to the leg ; the thigh is often affected to some 
extent, and often the opposite leg. It is important to examine for spina bifida; talipes 
due to this is not necessarily symmetrical ; one foot may be involved more than another, 
and the deformity is often progressive. I have seen several cases of talipes calcaneo-valgus 
associated with it, and also pure cavus, and one very bad case of equino-varus of one foot, 
and equino-valgus of the other. The foot may drop in peripheral neuritis due to diphtheria, 
lead poisoning, or alcoholism. In each of these conditions there is other evidence of the 
disease. In many cases of growth in the pelvis the foot may drop owing to invasion of the 
sacral plexus by the growth, which may be either sarcoma of the pelvis or carcinoma of 
the rectum. Wounds of the thigh, or the pressure of tight splints in the treatment of 
fracture, or the forcible extension of a contracted knee, may lead to paralysis of the sciatic 
nerve, especially of its external popliteal branch. This may lead to talipes equino-varus. 
A similar deformity may follow injury of the lumbar spine with secondary hemato-rhachis, 
or growth anywhere in the course of the sciatic nerve. I have known it follow the use of a 
Hodgen extension apparatus. Tooth’s neuro-muscular paralysis (Figs. 20 and 21, p. 60) 
causes paresis of the anterior tibial and peroneal muscles, with talipes equino-varus and 
marked cavus, and deformity of the toes. It may be distinguished from infantile paralysis 
by the symmetrical affection of both feet, by the wasting of the thenar eminences, and the 
history of similar deformity in the family, and from the primary muscular dystrophies 
by the occurrence of reaction of degeneration. 

(c). Primary Muscular Disease-——In primary muscular paralysis (see Arropry, Mus- 
CULAR, p. 59) talipes may be developed late in the disease ; but as a rule the patients do 
not live long enough for the deformity to become a striking feature. The family history 
assists the diagnosis, and in the pseudo-hypertrophic form there is the characteristic way 
in which the patient raises himself from the supine position by rolling into the prone position 
and then lifting himself on his toes and hands, and working his hands up the fronts of the 
thighs. 

2. Postural.—Acquired talipes valgus may be due either to posture or to paralysis 
of the tibiales muscles. When a patient attempts to adduct and invert the fore-part of 
the foot, the tendons of these muscles can be seen to stand out when they are not paralyzed. 
Ihe foot may be forced into a cramped position by tight boots, and a form of talipes 
-avus may thus develop, with marked deformity of the toes, which are hyper-extended at 
metatarso-phalangeal joints and flexed at the others. This condition must not be 
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founded with a similar one due to paralysis of the small muscles of the foot, especially 
the interossei and lumbricales. 

3. Fibrosis and Contracture of the Muscles of the Calf.—Very rarely the calf muscles 
may contract as a result of an ischemia analogous to that occurring in the fore-arm, and 
leading to contracture of the wrist and fingers (Volkmann’s contracture, Fig. 58, p. 141). 
The same condition may develop as a result of cellulitis of the calf muscles, often 
associated with compound fracture of the leg, or with acute necrosis of the tibia. In all 
these conditions it is important to prevent the development of talipes equinus. 

4. Bone Disease.—Injury or inflammation of the tibia near the epiphysial lines in 
youth may lead either to arrest or over-growth of the affected bone. This is not uncommonly 
a cause of talipes, which can be recognized if care be taken to make comparative measure- 
ments and 2-ray examinations of the bones. 

5. Joint Disease.—In fractures into the ankle joint, such as Pott’s and Dupuytren’s 
fractures, a very bad form of talipes equino-valgus may form unless care be taken to 
correct the deformity and to keep the ankle moving. Talipes equinus may arise as a result 
of the maltreatment of sprains or arthritis of the ankle, either septic or tuberculous, unless 
care be taken'‘to keep the joint dorsi-flexed during treatment. 

6. Contracting Scars.—Occasionally talipes equinus follows severe burns or lacera- 
tions of the skin of the leg or foot. The diagnosis is usually obvious from the scars. 
There may be some wasting of the muscles from want of growth of the limb from disuse. 

7. Hysteria.—Hysterical club-foot may be suspected from the associated symptoms 
and confirmed by the absence of any change in the electrical reactions, by the variation 
of the deformity, and the disproportionate amount of spasm, which passes off during sleep 
and under ‘an anesthetic. 

Finally, it is to be remembered that if a normal muscle is left in one position over a 
long period with its points of origin and insertion unduly approximated, it may presently 
be found to be impossible to lengthen it out properly again ; it is in this way that contrac- 
tures of muscles are apt to occur during the course of long febrile illnesses—enterica for 
instance—when the patient may remain curled up in bed for weeks. If the limbs are 
passively extended and flexed each day, no contracture results, but it sometimes happens 
that the neglect of this precaution is followed by persistent contracture of what had hitherto 
been normal muscles, and one of the likely results of this is club-foot. R. P. Rowlands. 


COITUS, PAINFUL.—(See Dyspareunta, p. 193.) 


COLIC.—This is a word often used very loosely for any severe abdominal pain, 
especially of a kind which tends to wax and wane in intensity. Such pain may be associ- 
ated with disease in almost any one of the abdominal viscera, and the word colic is applied 
quite commonly to the pain caused by the passage of a calculus down the bile-duct (biliary 
colic) or the ureter (renal colic). The name ‘ mucous colic’ is also used by some writers 
for the disease usually known as muco-membranous colitis. It is better, however, to 
restrict the term colic, used without a qualifying adjective, to pain caused by contraction 
of the intestine, of a cramp-like nature, caused by local irritation or by general poisoning, 
in the absence of any organic disease of the bowel. Diagnosis therefore mainly consists 
(1) In excluding such organic affections ; and (2) In ascertaining, so far as possible, the cause 
of the local spasm. 

In order to exclude organic disease a careful examination of the whole abdomen 
is needed, as well as observation of the general condition of the sufferer. It must be 
remembered that in simple colic there may be vomiting, sweating, and some degree of 
collapse owing to the severity of the pain. The patient’s temperature is not, however, 
usually raised ; the abdominal walls move freely on respiration ; and there is little or no 
local tenderness, pressure being often a relief to the pain, so that the sufferer tends to press 
his abdomen against a pillow or other support. Though the face exhibits an expression 
of pain, there is not the pinched, anxious facies so characteristic of grave abdominal 
troubles ; and the patient is likely to throw himself about instead of lying still as in such 
conditions as peritonitis or intestinal obstruction. The pulse is not often markedly 
affected ; it may even be unduly slow, but in nervous subjects the anxiety and pain 
may cause some rise in its frequency. 
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The different affections which may give rise to abdominal pain liable to be called 
colic by patients are: Acute intestinal obstruction, intussusception, appendicitis, and 
possibly even perforative peritonitis; colitis and ulcerative diseases of the colon; 
malignant disease of the intestine ; pancreatic disorders, acute and chronic ; gastric pain, 
especially that encountered in cases of pyloric obstruction ; intestinal neuralgia, and 
referred pains in spinal caries and in cases of pressure by tumours or aneurysms ; gastric 
and intestinal crises in locomotor ataxy; chronic plumbism (p. 34); and renal and 
biliary colic. 

Taking the diagnostic features separately :— 

Rise of temperature above 100° F. will indicate the existence of some inflammatory 
affection, such as appendicitis. The possibility of thoracic disease, such as pneumonia 
or diaphragmatic pleurisy, causing abdominal pain, must be borne in mind ; but such pain 
is not really colicky in character. (See Parn, ABDOMINAL, p. 424.) 

Vomiting that is repeated and severe does not occur in simple colic. It suggests the 
existence of intestinal obstruction, if the temperature of the patient is normal or subnormal, 
or of some form of peritonitis if there be fever. In the former condition a feecal odour 
may be noted in the vomit; in general peritonitis the vomiting may be characteristic, 
large quantities of fluid being brought up with little effort ; but these signs occur late in the 
course of these conditions (see VomiriING, p. 763). The colicky pains associated with gastric 
dilatation due to pyloric obstruction are likely to end with the expulsion of a large quantity 
of foul fermenting material. The dilatation of the stomach may be ascertained by noting 
the existence of splashing in the organ when the fingers are ‘ dipped’ sharply in the epi- 
gastric region ; by eliciting an increased area of tympanitic resonance ; by observing the 
peristaltic movements of the hypertrophied walls of the stomach, as seen by inspection. 
of the abdomen ; by discovery in the vomit of food taken some days previously, as well 
as of organisms of fermentation (torulz and sarcine, Fig. 121, p. 241), the vomited matter 
being generally foul and frothy ; and by examination with the w-rays after exhibition 
of a bismuth meal (Fig. 128, p. 268). 

Tenderness and rigidity of the abdominal wall are usually absent in colic. When 
conjoined, they point to affection of the peritoneum ; tenderness alone indicates disease 
of some viscus, as in colitis, when it is found along the course of the colon, in intestinal 
or gastric ulceration, and so forth. 

Slight fullness of the abdomen may exist in cases of colic, but it is usually incon- 
spicuous ; more often the abdominal walls are retracted. Considerable distention indicates 
some organic trouble, such as cirrhosis of the liver, intestinal obstruction, or peritonitis. 
A contracted portion of bowel may sometimes be felt. This must be distinguished 
from an actual tumour or inflammatory mass, and from the elongated swelling felt in 
intussusception. The spasmodically contracted gut of colic is of small diameter, and may 
be felt to relax as the pain subsides and to harden again with a fresh exacerbation. 

Constipation is the rule in patients suffering from colic, and if a motion is passed it 
is small and hard. The appearance of diarrhcea will point to some affection of the bowel, 
such as colitis. In mucous colitis, which is associated with severe pain, hard scybala may 
be passed along with casts of the intestine (Fig. 172, p. 398) or large shreds of mucus: these 
may take the form of rolls resembling segments of tape-worm, but can easily be floated 
out if placed in water (see below). The appearance of any blood per anum will show that 
something more than mere colic is present (see BLooD PER ANUM, p. 75). 

Attacks of severe abdominal pain occur in gouty and arteriosclerotic subjects, accom- 
anied by giddiness, nausea, and sometimes vomiting (‘angina abdominalis’); there 
may be slight jaundice. Examination of the pulse will reveal increased tension and 
possibly disease of the arterial wall, and the trouble yields rapidly to nitroglycerine tablets 
and iodides. 

Pain associated with a movable kidney (Dietl’s crises) might be described by the sufferer 
as colic. Such attacks are characterized by sudden pain, nausea, faintness and collapse ; 
there may be blood in the urine (see Hamarurtia, p. 280). In some instances the kidney 
is enlarged as well as movable, owing to developing hydronephrosis. 

Intestinal neuralgia may be difficult to distinguish from colic, as both are alike 
functional disorders without organic disease. Neuralgia is likely to occur in an anemic, 
ill-nourished person of neurotic type ; it arises without obvious exciting cause, and may 
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recur at the same time of the day with some regularity. The pain has not the cramp- 
like character of colic, but is aching, boring, or darting. It is a very rare disorder, and 
ean only be recognized by exclusion of all organic disease and of the intestinal spasm 
associated with colic. 

The gastric or intestinal crises of locomotor ataxy may be indistinguishable from colic, 
except by recognition of the other symptoms of the disease—absence of knee-jerks, ataxy, 
Argyll Robertson pupils, lightning pains and girdle-sensation. Examination of the blood 
and cerebrospinal fluid may reveal the presence of the Wassermann reaction and excess 
of lymphocytes may be found microscopically in the latter fluid. 

In children, who are specially lable to suffer from attacks of colicky pain due to 
indiscretions in diet, it is important to bear in mind the possibility of appendicitis, on the 
one hand, as a cause of abdominal pain, and on the other of Pott’s disease, which may give 
rise to pain referred to the front of the abdomen. Examination of the spine in these latter 
cases may reveal the existence of rigidity and tenderness, perhaps some prominence of 
one or more vertebral spines, and examination with the x-rays may give positive evidence 
of caries of the bodies of the vertebre. 

Appendicular Colic.—This term is sometimes applied to attacks of pain in the right 
iliac fossa. Their association with disease of the appendix is doubtful. Appendicitis 
may ensue subsequently, but it is as likely that the original attacks may have been due 
to colitis (typhlitis), which afterwards spread to the appendix, as that this organ was at 
fault throughout. Unless the signs of appendicitis are present (p. 454), the condition 
cannot be recognized with certainty. In all cases of doubt as to the cause of colicky pains, 
an examination per rectum is advisable ; it may reveal the presence of inflammation in 
the appendicular region, or of an intussusception, in quite unsuspected cases. 

The term mucous colic is sometimes used as a synonym for mucous colitis. The 
disease is characterized by obstinate constipation and by attacks of abdominal pain, 
during or after which shreds and rolls of mucus, or even casts of large portions of the 
bowel (Fig. 172, p. 398), are evacuated along with scybalous masses. The casts float out 
in water and are often spoken of as ‘skins’ by patients who suffer from this malady. 
Microscopically they consist of mucus with few leucocytes or epithelial cells. 

Biliary Colic—The passage of a calculus down the bile-ducts gives rise to severe and 
even agonizing pain in the right hypochondrium. It is of a colicky character, but it is 
apt to be more intense than that of simple colic. It may be accompanied by vomiting, 
sweating, and collapse. Shivering is frequent, and if present is suggestive of this trouble. 
The pain is likely to pass round into the right side and to the angle of the right scapula ; 
it may even be referred to the tip of the right shoulder. If the calculus lodge in the common 
bile-duct, jaundice will result. Its depth will vary with the degree of obstruction, and 
while the colic lasts it is not likely to be very intense. Palpable enlargement of the gall- 
bladder is quite exceptional in cases of gall-stones. Actual proof of the cause of the colic 
may sometimes be obtained by finding a stone in the feces, by passing them through a 
coarse sieve under a current of water. Attacks of gall-stone colic are liable to recur, and 
a history of previous illness of the same kind may aid in the diagnosis. Women are rather 


more subject to gall-stones than men, and fat subjects suffer more than thin. The malady | 


is most often encountered in middle life. In some instances examination with the v-rays 


may afford confirmatory evidence of the existence of calculi in the gall-bladder; but _ 


failure of such confirmation does not exclude their presence, as their substance is not very 
opaque to these radiations. ) 

Pancreatic Colic, due to passage of a calculus along one of the ducts of the gland 
may occur, but can scarcely be diagnosed. It is characterized by severe, deeply 
seated pain in the epigastrium, sometimes extending to the back and loins. Exactly 
similar attacks of pain occur in chronic pancreatitis, and may be accompanied by 


shivering, or actual rigors. Intense jaundice may also be seen in this malady, and an _ 
enlarged gall-bladder can usually be felt. The condition can only be recognized when | 


there are present other signs of pancreatic disease—wasting, pigmentation of the skin, 
and the passage of bulky, offensive stools, containing large quantities of fat. Chemical 
examination may show that much of this fat is neutral (unaltered) fat, with less than 


the usual proportion of fatty acids (p. 101). Microscopical examination may reveal 


the presence of unaltered meat-fibres in the motions. The urine may contain sugar, 
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and CAMMIDGE’S TEsr (p. 100) may be applied to it, though the trustworthiness of this 
reaction is not yet established. 

Renal Colic.—The distinguishing features of the passage of a calculus down the ureter 
are similar to those of biliary colic, but the pain starts in one loin and radiates downwards 
to the thigh and to the testicle in the male, to the labium majus in the female. The urine 
may contain blood, and also epithelium, from the pelvis of the kidney and from the ureter. 
Frequency of micturition is often marked, but the quantity of urine may be small; it 
may even be suppressed temporarily. If the calculus become impacted in the ureter a 
swelling may subsequently appear in the loin, due to the formation of a hydronephrosis. 
The pain may cease suddenly when the stone passes into the bladder. The v-rays are of 
considerable value in detecting the concretion (Fig. 192, p. 455), provided the bowels be 
empty so that shadows due to scybala can be avoided. 

The pain due to the presence of a calculus in the kidney can hardly be mistaken for 
colic, but occasionally the symptoms of this condition may precede an attack of renal 
colic. A history, therefore, of pain in the loin, frequency of micturition, and the appearance 
of blood in the urine, may help in the diagnosis of the latter condition. Tuberculous 
disease of the kidney, in which the symptoms may be very similar, though apt to be accom- 
panied by more wasting and by evening pyrexia, may give rise to colicky attacks if blood- 
clots or caseous masses lodge in the ureter. Pus and tubercle bacilli may be found iu 
the urine. Dietl’s crises have been referred to above. 

The principal causes of Intestinal Colic are indigestible food, alcoholic excess, and lead- 
poisoning. This last should be eliminated first. It is characterized by symptoms described 
on p. 34. There will usually be a history of some occupation involving contact with lead— 
painting, glazing, type-setting, or manufacture of some compound of lead ; but the possi- 
bility of poisoning by drinking-water or by beer which has stood in contact with leaden 
pipes must be remembered—the latter especially in potmen. The chief signs of alcoholism 
are given on p. 726. In cases due to indigestible food, a history of the consumption of 
fried fish, shell-fish, pork, raw fruit, or other suspicious matter may be obtained. The 
pain is more likely to move along the course of the colon than to remain fixed in the centre 
of the abdomen or at some special point, as it usually does in lead colic. In infants, colic 
may be caused by hard curds of milk, and be indicated by drawing up of the legs and 
screaming. In older children, unripe apples, plum-stones, and similar delicacies are often 
the source of the trouble, and fruit-stones may be discovered subsequently in the motions. 

W. Cecil Bosanquet. 

COLOUR BLINDNESS.—(See Vision, Drerecrs or, p. 762.) 


COMA is a state of unnatural, heavy, deep and prolonged sleep, often accompanied 
by slow stertorous or irregular breathing, and frequently ending in death. It may be 
due to a large number of different causes, which may be classified into two main groups, 
namely : (A) Cases in which coma is not a prominent symptom early in the malady, but 
only in a late stage, when the nature of the disease has already been suggested by other 
symptoms ; and (B) Cases in which coma comes on early and may be the most prominent 
feature of the case. 


Group A includes— 
1. Certain Severe Fevers in which coma may occur as a terminal phenomenon : 


Typhus fever Measles Blackwater fever 
Typhoid fever Searlet fever Malignant malaria 
Cholera Rheumatic fever Infective endocarditis. 
Dysentery Yellow fever Diphtheria. 

2. Acute Inflammatory Lesions of the Brain or the Cerebral Meninges : 
Acute encephalitis | Tuberculous meningitis | Epidemic cerebrospinal menin- 
Suppurative meningitis | Posterior basal meningitis | gitis, or spotted fever 

3. Certain Less Acute Lesions of the Central Nervous System : 
Cerebral tumour | Post-epileptic state | Disseminated sclerosis 
Cerebral abscess | General paralysis of the insane | Syphilis of the brain 


4. Diseases in which General Metabolism is probably at Fault: 


Uremia Cholzemia | Raynaud’s disease 
Diabetes Addison’s disease | Myxoedema 
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Group B includes the following conditions— 
1. The Results of Head Injury: 


Compression by meningeal | Concussion | Fracture of the base of the 
hemorrhage | Depressed fracture | skull. 
2. Vascular Lesions of the Brain : 
Embolism | Thrombosis : (a) arterial, (b) | the superior longitudinal. 
Heemorrhage of a venous sinus such as | 
3. The Acute Effects of Drugs, particularly : 
Alcohol | Carbon monoxide | Trional 
Opium _ Absinthe | Tetronal 
Morphia _ Chloral hydrate Bromides 
Carbolic acid _ Veronal Chloroform and other anes- 
Oxalic acid | Sulphonal | thetics. 


4. The Chronic Effects of Chemicals, especially plumbism: (Saturnine encephalopathy). 


5. The Effects of Extremes of Temperature: Heat stroke | Excessive cold. 
6. Excessive Loss of Blood from : 
Ruptured tubal gestation | Hematemesis Intestinal bleeding 
Post-partum hemorrhage | Duodenal bleeding Ruptured aneurysm. 
Hemoptysis | | 


7. Stokes-Adams’ Disease. 
8. Sudden Nervous Shock. 
9. Hysterical Trance. 


Although it is generally possible to make a broad distinction between the two groups 
enumerated above, it is necessary perhaps to point out that some conditions which usually 
give rise to other symptoms before they produce coma, sometimes pass unrecognized until 
coma supervenes. This applies, for example, to certain cases of diabetes mellitus, urzemia, 
suppurative meningitis, or cerebral abscess or tumour ; whilst, conversely, some conditions 
which usually exhibit coma early, may not do so until after there have been other sym- 
ptoms to indicate the nature of the case. It is not necessary to enter into the differential 
diagnosis of those conditions in which other prominent symptoms have preceded coma. 

When coma is either the first or the most prominent symptom in the case, it is 
important to arrive as near the correct diagnosis as may be at the earliest possible moment, 
the case being relegated to one or other of the following four classes, which differ from one 
another radically as regards treatment :— 

1. Cases in which immediate trephining is required, e.g., for meningeal hemorrhage. 

2. Cases in which active treatment by lavage of the stomach or by the administration 
of antidotes is required, as in opium or other poisoning. 

3. Cases in which active medicinal or physical treatment is required: for instance, 
diabetic coma requiring the administration of alkalies, or uremia requiring venesection. 

4. Cases in which absolute rest is indicated, especially in cerebral hemorrhage. 

When investigating a case, notice first whether there is any evidence of unilateral 
paralysis : the pupils may be markedly unequal, one cheek may be more puffed out on 
expiration then the other, one arm or leg may fall more limply than the other ; there may | 
be differences between the two knee-jerks or the two plantar reflexes ; there may be 
conjugate deviation of the eyes. If there is distinct evidence of unilateral paresis or 
paralysis, there is almost certainly a cranial or intracranial lesion—hemorrhage, embolism, 
fracture, tumour, abscess, thrombosis or meningitis. Next, examine the head with particu- 
lar care to see if there are any signs of injury ; the presence of a scalp wound or even of a 
fracture does not of course prove that this is the primary cause of the coma, for the patient 
may have become unconscious, from a cerebral hemorrhage for example, and in falling 
may have struck his head, in which case the injury is due to the coma, and not the coma 
tothe injury. Some of the greatest difficulties in diagnosis arise on this account, particularly 
when the patient has previously taken sufficient alcohol for his breath to smell of it, and 
to suggest that he is drunk. Careful observation for several hours may be required before 
the diagnosis can be settled, and even then errors are sometimes unavoidable. A clear 
history is generally lacking, but if available it often assists materially in deciding the nature 
of the case. The ears and nose should be examined with care to see whether cerebrospinal 
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fluid or blood is coming from either, as an indication that there is a fracture at the base of 
the skull; blood coming forward into the subconjunctival tissue may afford similar 
evidence. 

Cerebral hemorrhage is much more common in an elderly than in a young person, 
whilst the reverse is true of embolism. The latter may occur instantaneously, whilst 
hemorrhage produces coma rather more gradually ; and thrombosis, syphilitic or other- 
wise, often leads to hemiplegia so gradually that no coma occurs. . The presence of albu- 
minuria with casts, with a high blood-pressure as measured instrumentally ; the history, 
in an elderly man, of a previous seizure of a similar kind with definite hemiplegia, 
especially if there is also an enlarged heart with a lumpy first sound at the impulse, or 
perhaps a local systolic bruit there, with a ringing aortic second sound, would all indi- 
cate cerebral hemorrhage, associated with defective arteries and perhaps with granular 
kidney. Albuminuric retinitis should be looked for. Strong evidence in favour of 
cerebral embolism would be afforded by a previous history of acute rheumatism and the 
existence of a presystolic or other bruit indicative of organic heart disease, especially if 
there are signs (p. 34) suggesting that fungating endocarditis has supervened. 

Supposing there is no evidence of a unilateral paralysis, it does not immediately 
follow that none of the above conditions are present ; one form of cerebral haemorrhage 
in particular that may cause no unilateral paralysis is pontine hemorrhage ; this might be 
suggested at once by the very small, almost pin-point pupils, though similar pin-point 
pupils may be due to opium poisoning. The thermometer affords a means of diagnosis 
between these, for opium poisoning leads to a subnormal temperature, whilst haemorrhage 
into the pons Varolii causes the temperature to rise even to the point of hyperpyrexia. 
The diagnosis of other varieties of coma due to poisoning can seldom be arrived at accu- 
rately unless the circumstances of the case either allow of an analysis of the gastric contents, 
or else point to the patient having taken an over-dose of one of the drugs mentioned in 
the above list, either accidentally or with suicidal intent. The bottle may be found near 
the patient. 

Coma due to poisoning by carbon monowide is sometimes obvious from the patient’s 
bright cherry-red colour ; it is impossible to convert the carboxyhemoglobin in his blood 
into reduced hemoglobin by the ordinary ammonium sulphide method; and there is 
generally direct evidence of the mode of poisoning, such as the fact that the patient is 
found in a room with the windows shut and the gas turned on, or has been subjected to 
the fumes of slow combustion from a stove, brazier, limekiln, or some other fire which 
has been burning with an insufficient supply of oxygen. 

Saturnine encephalopathy is very variable in its symptoms ; it may take the form of 
epileptiform convulsions ; more or less dementia; continued coma; acute mania ; 
indeed, its multiformity is one of its chief features. The occupation of the patient may 
point to the diagnosis forthwith, or there may be a blue line upon the gums or other signs 
of lead poisoning (p. 34). Not infrequently, however, the nature of the case gives rise 
to much perplexity before the diagnosis is ultimately made. One method of arriving at 
the latter is to collect an abundance of. urine, evaporate it to dryness, and apply the tests 
for lead to the residue ; or to test for lead in the feeces. The case is apt to be mistaken for 
either cerebral hemorrhage, cerebral tumour, or general paralysis of the insane. Optic 
neuritis may be due directly to plumbism, and this makes the differential diagnosis still 
more difficult, unless there is clear collateral evidence of lead poisoning. 

Myxeedema is generally diagnosed from the facies (p. 38) and general state of the 
subcutaneous tissues, or from the results of thyroid treatment; occasionally, however, 
one meets with a case in which the mental symptoms so far outweigh the others that the 
nature of the malady is apt to escape attention altogether. An attack of coma is rarely 
the first sign, though it may be; more often there is a longish history of progressive mental 
slowness, sometimes with delusions, and often associated with attacks of irascible excitation 
alternating with fits of depression ; or with bouts of mental lethargy stopping short, as 
a rule, of actual coma. . 

Coma due either to heat stroke or to exposure to excessive cold is generally indicated 
by the collateral evidence, especially as regards the temperature of the patient’s surround- 
ings, or his having been exposed to very strong sun’s rays when at work. The chief 
difficulty will be to make certain that there is not any vascular lesion of the brain. When 
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there is doubt, the course of the case may indicate its nature, heat-stroke generally recover- 
ing rapidly, or ending fatally with hyperpyrexia ; but sometimes, even in a fatal case, the 
diagnosis may remain in doubt until a post-mortem examination has been made. 

Acute encephalitis is a disease of children rather than of adults ; its general symptoms 
are those of acute meningitis ; the patient becomes unconscious more rapidly, however, 
than is usual with the latter, and yet, notwithstanding the apparent severity of the illness, 
recovery may occur, either within a few days or a week or two. The diagnosis rests upon 
the course and recovery, for in the earlier stages it will nearly always have been regarded as 
acute meningitis. The same applies to acute thrombosis of the superior longitudinal sinus, 
the diagnosis between which and acute encephalitis or meningitis is generally one of opinion 
only, unless operative measures are resorted to, or a post-mortem examination made. Optic 
neuritis, as well as headache, vomiting, and general convulsions, may occur in all three. 

General paralysis of the insane does not as a rule give rise to coma and epileptiform 
convulsions until the nature of the case has been indicated already by the mental and 
physical changes—particularly the ideas of grandeur, the loss of highest cerebral control 
in one way or another, the changes in disposition, and the inability to perform the finer 
movements required for writing, dancing, playing the piano or violin, painting, and so 
forth, in which the patient may at some time previously have been an adept. Occasion- 
ally, however, notwithstanding some alterations in the mental character, the diagnosis of 
general paralysis may not have entered one’s mind in a given case until a sudden syncopal 
seizure, with or without convulsions, attracts particular notice to it. It is not impossible 
that such a case may even then be mistaken for one of severe cerebral haemorrhage, and 
it may be treated as such until it is found that the coma, severe though it may have been, 
passes off rapidly in a way that would not have been the case had it been a haemorrhage 
of corresponding severity. The recurrence of these attacks will make the diagnosis certain, 
even if it remains in doubt for a time, and examination of the cerebrospinal fluid for 
excess of small lymphocytes or for Wassermann’s serum reaction will serve to clinch the 
diagnosis in most cases. 

Severe hemorrhage other than cerebral as a cause for coma is usually indicated at 
once by the sudden extreme blanching, not only of the patient’s cheeks, but also of his 
lips and mucous membranes. ‘The pulse-rate rises to 100, 120, or even 150, according 
to the amount of blood that has been lost: if there has been external evidence of the 
hemorrhage, the differential diagnosis will be arrived at as discussed under such headings 
as HaMATEMEsIS, Hamoptysis, Merrorruacia, etc. If the bleeding has been internal 
in a healthy person, the commonest cause is duodenal ulcer in a man, pelvic hzematocele 
or ruptured tubal gestation in a woman ; similar blanching in cases of typhoid fever would 
point to intestinal bleeding. The coma in such cases comes on suddenly, but it does not 
long remain profound. It is often preceded by amaurosis, and may be accompanied by 
epileptiform convulsions, so that acute uremia may be simulated. 

When an aortic aneurysm ruptures either into a bronchus, the cesophagus, trachea, 
stomach, or bowel, the amount of blood-loss seldom leads to coma, but rather to sudden 
death ; sometimes, however, when the bleeding is into some closed space such as the 
mediastinum or retroperitoneal tissue, the blood-escape is checked to some extent, and 
acute blanching with coma precedes. further bleeding and death. Rupture of an aortic 
aneurysm into the pericardium causes sudden death before the amount of blood lost has 
been sufficient to produce marked blanching. 

The phenomena of Stokes-Adams’ disease are described on p. 83. 

Hysterical or functional trance is an affection of young women, and it is not very 
common ; the diagnosis is arrived at by a process of exclusion, and until the case has been 
watched for some time its nature may not be obvious unless there have been other hysterical 
Symptoms previously (p. 465). It is a dangerous diagnosis to make until every other 
possible cause for coma has been considered and satisfactorily excluded, for it is not 
difficult to jump to the conclusion that coma in a girl or young woman, really arising 
perhaps from a cerebral tumour or abscess, is due to a neurosis. It is most important 
to examine the optic discs with great care, lest there should be optic neuritis, the latter 
never being functional. ITerbert French. 


CONJUNCTIVITIS.—(See Eyr, Acute INFLAMMATION OF, p. 231.) 
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CONSTIPATION. 
J. CHRONIC CONSTIPATION. 


The indigestible residue of a meal normally reaches the descending colon in less 
than sixteen hours, and in defsecation all the contents of the large intestine beyond the 
splenic flexure are evacuated. Some of the residue of a meal taken eight hours after 
defecation should be excreted at the next defecation in individuals whose bowels are 
opened every twenty-four hours. If, however, the bowels are only opened on alternate 
mornings—a condition which is not necessarily pathological—forty hours instead of sixteen 
would elapse before some of the residue of the meal would be excreted. Constipation may 
therefore be defined as a condition in which none of the residue of a meal, taken eight hours 
“after defecation, is excreted within forty hours. Constipation thus defined can be recognized 
by giving three charcoal lozenges with food eight hours after defecation ; if a blackened 
stool is not passed within the next forty hours the patient is constipated. The abnormal 
action of the bowels in constipation may manifest itself in three different ways :— 

1. Defecation may occur with insufficient frequency. A daily action of the bowels is 
merely a matter of convenience, and many people in perfect health only defecate once in 
two cr three days. Asa rule, however, an individual may be regarded as constipated if his 
bowels are not opened at least once in forty-eight hours. 

2. The stools may be insufficient in quantity and a certain amount of feces is retained, 
although the bowels may be opened once daily or more often. This condition (cumulative 
constipation) can be differentiated readily by the charcoal test from that in which the 
bowels are properly emptied but the feeces are very small in quantity owing to the diet or 
to the unusually active absorptive power of the intestines. 

3. The bowels may be opened daily, yet the feces are hard and dry, owing to prolonged 
retention before excretion ; the deficient quantity of water in the stools also renders them 
less bulky than normal. -The stools may be similar in character when an excessive 
quantity of fluid is lost by other channels, as in diabetes. By means of the charcoal 
test it is easy to determine whether constipation is also present. 


After constipation has been diagnosed, it is necessary to determine its cause. The 
first essential is to distinguish between two great classes of constipation: that in which 
the passage through the intestiness is delayed whilst defecation is normal—Jntestinal 
Constipation ; and that in which there is no delay in the arrival of faeces in the pelvic colon, 
but their final excretion is not performed adequately—Pelvi-rectal Constipation or Dyschezia. 


A.— DIAGNOSIS BETWEEN INTESTINAL CONSTIPATION AND DYSCHEZIA. 


A rectal examination should be made in the morning, after an attempt has been made 
to open the bowels without the assistance of medicine, enemata, or suppositories. If more 
than a very small quantity of feeces is found in the rectum, dyschezia may be diagnosed. 
If the rectum is almost or quite empty, the constipation must be due to delay in the passage 
through the intestines, except in uncommon cases of dyschezia in which there is inability 
to pass feeces from the pelvic colon into the rectum. The latter condition can be recognized 
on rectal examination, if the pelvic colon is felt through the front wall of the rectum to be 
filled with solid feeces ; the presence of faeces in the pelvic colon can also be proved by 
sigmoidoscopic examination made at once, without preparation of the patient by washing 
out his bowels. 

At the same time the abdomen should be palpated. If scybala are felt in any part 
of the colon, intestinal constipation must be present. This is, however, not necessarily 
the case if faeces are felt in the iliac or pelvic colon, as the rectum in dyschezia may be so 
full of faeces that retention occurs secondarily in the pelvic colon and rectum; such a 
condition would be recognized by the rectal examination. 

When a patient feels that there is something in his rectum which he cannot expel at all, 
or that after defecation the relief is incomplete, dyschezia is probably present. The 
absence of this symptom does not exclude the possibility of dyschezia as the rectum is 
often so insensitive in such cases that no sensation is experienced, even when it is filled 
tightly with faeces. The frequent passage of very small pieces of hard feces (fragmentary 
constipation), or the occurrence of pseudo-diarrhcea—in which small fluid stools, sometimes 
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containing hard fragments of feces, are passed, although the charcoal test shows the 
presence of constipation—are both symptoms suggestive of dyschezia. 

Some indication, which is not, however, absolutely reliable, can be obtained from 
the results of previous treatment. Patients who have found that diet and mild aperients 
readily give them relief are probably suffering from intestinal constipation. Those who 
have obtained better results with enemata, and particularly with suppositories, probably 
have dyschezia. Dyschezia is of course also present in those patients who have to dig 
out the feces from the rectum with their fingers. 

Examination with the x-rays is the only method by which the two classes of constipa- 
tion can be separated with absolute certainty, and by which the predominant condition 
can be discovered in cases in which both are present together. Two ounces of barium 
sulphate mixed with porridge or bread and milk are taken at breakfast, and at intervals 


Fig. 47.—Habitual Constipation. Twenty-four hours Fig. 48.—Dyschezia. Twenty-four hours after bis- 
after bismuth breakfast. No bismuth has reached muth breakfast. All the bismuth has collected in the 
beyond the first two inches of the transverse colon. dilated colon and rectum, except traces which remain in 
Subsequent examinations showed that a similar delay the transverse colon. In spite of this the patient felt no 
occurred along the whole of the large intestine. desire to defeecate. 


during the next two or three days observations are made of the shadow produced on the 
fluorescent screen. The colon should be emptied as completely as possible by aperients 
and enemata for two or three days, but no medicine should be given the day before the 
examination, on the morning of which an enema must be used if the bowels have not acted 
naturally. During the period of observation no aperients or enemata should be given, 
and the patient should be allowed to continue his usual occupation and to take his ordinary 
diet. In intestinal constipation, delay is observed in the passage through some part or 
all of the colon, and occasionally the small intestine ; in dyschezia there is no delay in the 
intestines, but the act of defecation does not empty the pelvic colon and rectum com- 
pletely (Figs. 47, 48). 


B.—DIAGNOSIS OF THE CAUSE OF INTESTINAL CONSTIPATION. 


Intestinal constipation may be due to (1) The motor activity of the intestines being 
deficient ; or (2) The force required to carry the feces to the pelvic colon being excessive. 
In the first group of cases aperients are generally much more effective than in 
the second; in the latter there may be a history that purgatives are producing 
less effect than formerly, or that they now completely fail to act, but that enemata 
still give a more or less satisfactory result. The increased activity of the intestines 
in their attempt to respond to the excessive demands in the second class often leads 
to colic. 
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1. DEFICIENT Moror Activiry may be due to :— 


(a). Weakness of the Intestinal Musculature.—When constipation has existed from 
infancy, especially if it is present in several members of the family, it is likely to be due to 
congenital hypoplasia of the intestinal musculature. Constipation developing gradually 
as old age approaches is generally due in part to senile intestinal hypoplasia. When 
constipation occurs in chlorotic girls, in cachectic conditions, in rickets,-and in fevers, 
it may generally be assumed to be due to weakness of the intestinal musculature secondary 
to these conditions. 

When the abdomen is constantly distended and tympanitic, and the patient complains 
of attacks of colic, which are relieved by the passage of flatus, it may be assumed that the 
constipation is due, in part at least, to the incapacitating effect of distention on the intestinal 
musculature. The FLATULENCE (p. 240) may be primary, or it may be secondary to the 
constipation, in which case some other cause of the condition must be looked for. 


Fig. 49.—Diagram of the normal large intestine. The Fig. 50.—Post-dysenteric atony and paresis of the colon. 
numbers, in this and the following figures, represent the Compare the lumen of the colon and the slow passage of 
hours after a bismuth breakfast at which'the different parts feeces through it with Fig. 49. 


of the colon are reached. C, Cz#cum; AC. Ascending colon ; 
HF. Hepatic flexure; SF. Splenic flexure; DC, Descending 
colon; |IC, Iliac colon; PC, Pelvic colon; R, Rectum 
U, Umbilicus; P, Pelvis. 


The constipation of fat people is due in part to the inefficiency of the intestinal 
musculature resulting from fatty infiltration. 

In some of these conditions atony of the colon can be recognized with the a-rays by 
its abnormally large lumen, in addition to the slow passage of feeces (Figs. 49 and 50). 


(b). Deficient Reflex Activity of the Intestines. 

Insufficient Stimulation of Intestinal Movements.—Careful enquiry should be made into 
the patient’s diet and habits, as many cases are due to too little food being taken, or to 
the food containing too little mechanical or chemical peristaltic stimulants, and some are 
due to deficient exercise. Other cases result from a ‘ greedy colon,’ the absorption of 
food being unusually complete. In spite of enough food of a sufficiently stimulating 
character being taken, and in spite of the fact that the abdomen is retracted and no 
accumulation of feces can be felt in either the colon or the rectum, yet a very deficient 
quantity of feeces is excreted. This is the type of case in which benefit results from the 
use of agar-agar or petroleum. In constipation due to an unsuitable diet or to a greedy 
colon the stools are generally small, dark, and dry, and smell less strongly than normal. 
In esophageal or pyloric obstruction constipation is always present owing to the small 
quantity of food-residue which reaches the colon. The other symptoms generally prevent 
a mistake in diagnosis being made; but occasionally in pyloric obstruction the patient 
complains of nothing but some slight indigestion or weakness in addition to the con- 
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stipation. The passage of a stomach-tube twelve hours after a large meal, when the 
stomach should be completely empty, and an a-ray examination, will clear up the diagnosis 
in doubtful cases. 

Deficient Sensibility of the Intestinal Mucous Membrane.—This is the probable cause of 
the constipation when there is a history of excessive tea-drinking or of the long-continued 
use of large doses of aperients ; it is also partly responsible for the constipation associated 
with catarrhal colitis—in which excess of mucus is passed with the stools—whether 
this is primary or a result of constipation due in the first instance to some other cause. 

Depression of the Nervous System.—In neurasthenic, hypochondriac, and insane patients, 
the condition of the nervous system is the chief cause of the constipation which is almost 
invariably present ; but an improper diet is generally an additional factor. 

(c). Inhibition of the Motor Activity of the Intestines.—This group of cases can 
often be recognized by the fact that sedatives, such as opium and belladonna, give relief, 
whilst purgatives are required in unusually large doses, and produce an unusual amount of 
colic unless given with a sedative. The w-rays show that the small intestine as well as the 
colon is traversed slowly ; this is unusual in other forms of constipation (Fig. 51). Inhibition 
may be direct, central, or reflex. 


Fig. 51—Constipation due to lead poisoning. The passage Fig. 52.—Constipation with _muco-membranous colitis, 
through the small intestine as well as the colon is slow, owing showing spasm of descending and iliac colon. 
to the inhibitory action of the splanchnic nerves. 


Direct Inhibition in Lead Poisoning.—The diagnosis is suggested by the occupation of 
the patient, a blue line on his gums or other symptoms of plumbism (p. 34). 

Central Inhibition.—A history of a recent shock or worry is obtained. 

Reflex Inhibition.—Constipation is a frequent symptom of painful diseases of abdominal 
and pelvic viscera, other than the intestines themselves. It can then be cured only by 
treating the primary condition, so that it is essential to ascertain the cause of the pain. 
Constipation is particularly liable to result from disease of the vermiform appendix, female 
genital organs, stomach, duodenum, and gall-bladder. 

(d). Irregular Spasmodic Contraction of the Intestine: Spastic Constipation: 
Enterospasm.—When constipation is associated with pain, especially if the pain comes on 
in attacks during which the difficulty with the bowels is increased, the possibility that it 
is due to spasm of the colon must be considered. The pain is situated in the course of the 
large intestine, most frequently in the iliac and pelvic colon, but occasionally in other parts. 
The affected parts of the colon can generally be felt as a contracted, tender cord, in which 
scybala may be detected and the narrow lumen can be recognized with the w-rays (Fig. 52). 
When the pain is in the right iliac fossa appendicitis may be simulated ; the long duration 
of the attacks without any pyrexia, the occasional history of similar pain on the opposite 
side, and the contracted condition of the ascending colon and sometimes of the caecum 
(though in other cases the cecum may be distended and tympanitic), are distinctive features 
of spastic constipation. When the pain is in the left side, a tumour of the descending or 
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iliac colon may be suspected : the long history, the absence of visible or palpable peristalsis 
and of distention above the contracted part, and the absence of occult blood from the 
stools, are points which distinguish spastic constipation from cancer of the colon. In cases 
of spastic constipation the stools should always be examined for mucus, as the spasm, 
especially when it occurs in neurotic women, is often only a symptom of muco-membranous 
colitis, shreds or membranes of coagulated mucus being passed by the patient (p. 398). 


2. CONSTIPATION DUE TO EXCESSIVE FORCE REQUIRED TO CARRY THE FCES TO THE 
PELvic COLON may be due to: 

(a). Obstruction by Feces.—Dry, hard feces, which require abnormally strong 
_peristalsis to carry them to the pelvic colon, result from: (i) Insufficient consumption of 
-water—a common cause of constipation in women; (ii) Excessive loss of water by other 
channels—one cause of the constipation of diabetics, and of individuals who perspire freely 
and are only constipated in hot weather. 

(b). Narrowing of the Intestinal Lumen. 

Organic Siricture.—Unless this is due to a palpable tumour it may be very difficult 
to distinguish from consti- 
pation due to less serious 
causes. More or less colic 
is generally present, and 
its situation often gives a 
clue to the localization of 
the obstruction. An a-ray 
examination, when the 
barium is given by mouth, 
rarely gives any help in the 
early stages of the disease, 
although occasionally the 
actual narrowing of the 
intestine is observed and 
stasis occurs in the proxi- 
mal portion of the bowel 
(Fig. 53). Much more 
valuable information can 
be gained by the adminis- 
tration of a barium enema. 
Six ounces of barium sul- 


Fig. 53.—Skiagram to show the arrest of bismuth by a malignant stricture of the 


phate are suspended in a last 3 or 4 inches of the transverse colon, At the subsequent operation a very hard 
: stricture of this exact portion of the transverse colon was found and excised. The 
pint and a half of water to nature of the condition was quite unsuspected until bismuth and the z-rays were 
s employed: gastric trouble, possibly an ulcer, was thought probable previously. 
which has been added an Male, age 33. TC, Complete arrest of food in transverse colon twenty-seven hours 
ounce and a half of acacia after it was given by mouth. (Skiagram by Dr. C. Thurstan Holland.) 


mucilage and an ounce of 

methylated spirits. The fluid is run slowly into the bowel from a funnel at a pressure 
of one foot. In normal individuals some of it reaches the cecum almost immediately, 
but even in the early stages of organic obstruction the passage is more or less obstructed 
at the seat of the stricture, owing apparently to a superadded spasm. 

Non-malignant strictures of the colon are rare. If there is a history of tuberculous or 
dysenteric ulceration, the possibility of obstruction due to cicatrization should be con- 
sidered, though this is a very unusual occurrence. Hyperplastic tuberculous infiltration. 
of the intestine, especially of the cecum, causes obstruction, but the tumour present is 
difficult to distinguish from cancer. Obstruction to the iliac or pelvic colon may follow 
the pericolitis which results from the formation of diverticula in old people who have long 
suffered from constipation. This condition may also be indistinguishable from a growth, 
but the possibility should be borne in mind in the case of elderly patients with a tumour 
in the iliac or pelvic colon, where there is a long history of constipation : the sigmoidoscope 
may help in the diagnosis. If a vesico-colic fistula develops in association with chronic 
constipation, it should be remembered that pericolitis due to ulceration of diverticula is 
a more frequent cause of this condition than cancer. 
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Organic stricture of the colon is most commonly due to cancer. The possibility of 
cancer should always be considered when an individual above the age of forty, whose bowels 
have been regular previously, develops constipation of increasing severity without change 
of diet or habits, or when a patient, who is habitually constipated becomes more so without 
obvious reason. The constipation is at first intermittent and may alternate with diarrhea ; 
drugs become steadily less effective, and enemata, which at first give greater relief than 
drugs, also lose their effect slowly. A tumour is often not palpable, but an examination 
under an anesthetic reveals the presence of one in many doubtful: cases, especially in fat 
individuals. The tumour may vary in size, and even disappear after the bowels have 
been opened well, because a mass of feeces may become impacted above a cancerous stricture 
which is itself impalpable. Hence, although the presence of a tumour is an important aid 
in diagnosis, its absence or disappearance does not exclude the possibility of cancer ; only 
when its disappearance under treatment is accompanied by complete and lasting cure of 
all symptoms can cancer be excluded. The 
tumour is hard, and cannot be altered in 
shape by pressure, as is the case with fecal 
tumours. Slight attacks of colic occur fre- 
quently, but they are not often severe until 
the obstruction is almost complete ;_ the colic 
may be accompanied by visible and palpable 
peristalsis and spasmodic contractions of the 
intestine. The latter is a most important 
sign, as it never occurs in colic associated with 
lead-poisoning or colitis, and very rarely with 
obstruction due to fecal impaction. Progres- 
sive loss of weight and strength, anorexia, 
and anemia are late symptoms, and it is im- 
portant to make a correct diagnosis before 
they have appeared. The obvious presence 
of blood in the faces is an important symptom, 
but it is often absent. Much more frequently 
traces are found which are only recognizable 
by chemical tests (p. 81). In the absence of 
hemorrhoids and of hemorrhage from the 
mouth, throat, or nose, the presence of 
‘occult? blood in the feces is strong evidence 
that ulceration is present in the stomach or 


i i : inting to gastric 
Fig. 54.—The same case as Fig. 53. Skiagram after intestines 7 when symptoms Re nt =) t ga t 


the administration of a bismuth enema seven days 
after bismuth had been given by the mouth. Arrest 


of the bismuth by the obstructive carcinoma at the 


end of the transverse colon. TC. Food still in the 
dilated transverse colon seven days after it had been 
given by mouth. §, Splenic flexure: Complete 
arrest of bismuth enema. 

(Skiagram by Dr. C. Thurstan Holland.) 


or duodenal ulcer and gastric carcinoma are 
absent, and constipation is present, a suspicion 
of cancer of the intestine receives important 
confirmation. In doubtful cases a sigmoido- 
scopic examination should be made, as cancer 


is. much more common in the rectum and 


pelvic colon—which alone can be investigated by this method—than in any other part. 


of the intestine. 

A kink of the colon is a very unusual cause of constipation. It is sometimes partly 
responsible for the constipation which is almost always present in visceroptosis (Fig. 56), 
and it should be suspected when an attack of localized peritonitis, due particularly to 
disease of the female genital organs, appendicitis, or leakage from a gastric or duodenal 
ulcer, is followed by constipation. An @-ray examination should, however, always be 
made before advising surgical treatment, as, in the vast majority of cases, even if adhesions 
are present they have nothing to do with the obstruction. The a-rays show whether the 
delay takes place in the neighbourhood of the supposed adhesions, and the presence or 


absence of adhesions can also be ascertained by seeing how movable the colon is, and . 


whether the two limbs of the various flexures can be separated from each other. 
Whatever may be the primary cause of Hirschsprung’s disease (wrongly called “ con- 
genital idiopathic dilatation of the colon ”*), it is probable that a kink is produced after 
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the dilatation has reached a certain degree by the overhanging of the dilated part of the 
colon over the undilated section (Fig. 55). There is always a history of constipation dating 
from the first few months of life, although sometimes the bowels may be opened daily but 
insufficiently. Soon after birth the abdomen becomes 


greatly enlarged, the size varying from time to time. 
The outline of the distended colon can be seen, and “(| 
peristalsis is often visible. 
becomes enormous ; it is then tense and tympanitic. A. Ws 
Attacks of obstruction are liable to occur, and death ASSES 
takes place most frequently between the ages of 


three and eight. 


When a large abdominal tumour is present, con- 
stipation may be due to its pressure on the colon. 
Chronic intussusception may cause symptoms 


similar to those produced, 
of colic accompanied by 
with increasing frequency 
are often brought on by 
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circumstances when a _ sausage-shaped tumour is 
palpable, especially if blood and mucus are passed Fig. 55.—Colon in a case of Hirschsprung’s 


-at frequent intervals. In one-third of the cases 


Disease. AC, Ascending colon; TC, Transverse 
colon; DC, Descending colon; {C, Iliac colon ; 


the apex of the intussusception can be felt on Pc, Loop of pelvic colon; R, Rectum, kK, Kink 


rectal examination. 


at pelvi-rectal junction. The dotted lines repre- 
sent the costal margins. 


C.—DIAGNOSIS OF THE CAUSKH OF DYSCHEZIA. 


Dyschezia is due to a want of proper proportion between the power of expelling the 
feces from the pelvic colon and rectum, and the force required to do this completely. 
It may therefore be due to (1) Inefficient Defecation ; or (2) An Obstacle to Efficient 


Fig. 56.—Visceroptosis. 


Defecation. 

1. INEFFICIENT DEFZCATION may be due to :— 

(a). Weakness of the Voluntary Muscles of Defeca- 
tion.—This should be suspected when constipation dates 
from pregnancy, or is associated with ascites, large 
abdominal tumours, or obesity. It is often easy to 
ascertain the condition of the abdominal muscles by 
simple palpation in the horizontal position; the dis- 
covery of a movable kidney or a dropped liver would 
also suggest that the abdominal muscles are weak. 
The patient should next be told to raise her head from 
the couch ; the recti muscles contract and their strength 
can be ascertained, and any separation between them 
recognized. Finally, the patient should be examined 
standing up; bulging of the abdomen below the um- 
bilicus (Fig. 56) shows that visceroptosis is present and 
that the abdominal muscles are weak. The patient 
often complains of abdominal discomfort, which is re- 
lieved by lying down or by pressing the lower part of 
the abdomen upwards. In all cases in which a woman, 
whose bowels have previously been regular, becomes 
constipated after the birth of a child, the condition of 
the pelvic floor should be investigated, as well as that of 
the abdominal wall. The anus is normally slightly re- 
tracted ; the retraction is increased and the anus moves 
slightly forward when the levator ani muscles are con- 


tracted by making the movement which is required when it is attempted to restrain a 
commencing defecation. If they are weak, the retraction in the condition of rest is 
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absent or diminished, and on contracting the levator ani muscles, the retraction and 
forward movements are slight or absent. On straining, the whole perineum projects 
much further than it should do, and in severe cases the uterus may be more or less 
prolapsed : in such cases no further evidence is required to show that the dyschezia is 
partly due to weakness of the levator ani muscles. 

When constipation is present in asthmatic or very emphysematous people, it is partly 
due to the fact that the great rise in intra-abdominal pressure required in defecation 
cannot be produced by contracting the diaphragm, as the latter is already almost as low 
as it can go. 

(b). Habitual Disregard of the Call to Defecation.— When dyschezia is not 
associated with weakness of the muscles of the abdominal wall or pelvic floor, the history 
will generally show that it has resulted from habitual disregard of the call to defeecation— 
a very common cause in girls, and a not uncommon one in schoolboys and business men, 
who allow themselves too little time between getting up and beginning the day’s work. 
The call is also often neglected if for any reason defecation is painful. 

(c). Unfavourable Posture during Defecation.—Enquiry should be made as to the 
height of the seat in the water-closet, as when this is too high it is impossible to assume the 
proper crouching position, and defecation may consequently be inefficient. . Weakness of 
the voluntary muscles of defecation, habitual disregard of the call, and the assumption 
of an unsuitable position during the act, all lead to the same results—the loss of the defeca- 
tion reflex, and atony and paresis of the musculature of the pelvic colon and rectum. The 
loss of the defecation reflex is shown by the fact that the patient never experiences a desire 
to defecate, even when examination shows that the rectum is full of feces. The atony 
of the rectum is shown by its abnormally large size and the very slight resistance offered 
when the finger presses upon its walls; the atony of the pelvic colon is shown by the 
abnormally large shadow it forms when examined with the x-rays (Fig. 48, p. 122). The 
paresis of the pelvic colon and rectum is shown by the patient’s inability to defscate by an 
effort of will, when the rectum is full of faces. “ 

(d). Primary Weakness of the Defecation Reflex.—This is sometimes the cause of 
constipation in infants ; it is probably the case when defecation occurs on exaggerating 
the natural stimulus by the mechanical effect of the introduction of a finger into the rectum, 
or by the combined mechanical and chemical effect of the introduction of a piece of soap. 

(ec). Organic Nervous Diseases.—When constipation occurs in the course of organic 
nervous diseases, such as tabes dorsalis, myelitis, or meningitis, it is due to disturbance in 
the defecation centre in the lumbo-sacral cord or the tracts connecting it with the brain. 
When constipation and difficulty in micturition appear simultaneously, the possibility of 
some organic nervous disease should be considered, even if no other Symptoms are present. 

(f). Hysteria—When dyschezia occurs in nervous individuals it is often due to the 
patient having suggested to himself that he cannot open his bowels at all, or unless he takes 
a purgative or an enema. The diagnosis can be confirmed by the result of treatment : 
if such a patient can be persuaded after a thorough examination that there is really no 
reason whatever why he should not obtain a daily action of the bowels without artificial 
aid, he will have no difficulty in curing himself at once. 

2. OBSTACLES TO EFFICIENT DEFACATION may be due to :— 

(a). Hard and Bulky Feces.—When the feeces are abnormally hard as a result of 
intestinal constipation or of the excessive loss of fluid from diarrhoea, hemorrhage, or other 
cause, the force required to expel them may be so great, especially if they are bulky, that 
dyschezia results. This condition can be recognized easily by a rectal examination, which 
shows that feeces of abnormal hardness are impacted in the rectum. 

(0). Spasm of the Sphincter Ani—When defeecation is painful it is rendered difficult 
as well by reflex spasm of the sphincter ani. The anal canal and rectum should be examined 
after the introduction of a cocaine suppository, or if necessary under a general anesthetic, 
so that any local cause of the pain, such as an anal ulcer or inflamed hemorrhoids, may 
be discovered. In the absence of these, the genito-urinary organs should be examined 
thoroughly for reflex causes of spasm. 

(c). Organic Stricture of the Rectum and Anus.—In every case of constipation a 
digital examination of the rectum should be made, and in cases of doubtful origin the rectum 
and pelvic colon should be examined with a proctoscope and sigmoidoscope. Congenital 
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narrowness of the anal canal is recognized easily ; it is rare, but may give rise to no symptom 
until several years after the child is born. Fibrous stricture of the rectum is an occasional 
cause of dyschezia, especially in women ; it results from inflammatory infiltration of the 
submucous tissue secondary to infection of an abrasion of the mucous membrane. The 
condition is generally painful, and often associated with active inflammation and ulceration : 
it can be distinguished readily from malignant stricture by means of the proctoscope. 
Cancer of the rectum or pelvic colon is a common cause of dyschezia ; when constipation 
develops after the age of forty without any obvious cause, especially if it is accompanied 
by a sense of fullness in the rectum and of incomplete relief after defecation, by loss of 
weight and strength, or by discharge of mucus and blood, the possibility of cancer of the 
rectum should always be considered, and a thorough examination made by the finger and 
proctoscope or sigmoidoscope. 

(d). Pressure on the Rectum from Without.—Pressure on the pelvic colon and 
rectum by a gravid uterus always produces some dyschezia. Apart from this the possibility 
of a pelvic tumour, such as distended tubes, cancer, or fibroid of the uterus, and ovarian 
tumours, should be remembered in dyschezia occurring in women, especially if there is any 
pelvic pain. A retroverted but otherwise normal uterus cannot be regarded as a sufficient 
explanation of dyschezia. 

(e). Invagination.—When a constipated patient, whose general health is so good that 
cancer seems improbable, complains that after defecation he feels as if something were 
still present in the rectum, especially if mucus and occasionally a little blood are passed, 
the dyschezia may be due to obstruction caused by the invagination of the mucous membrane 
of the upper part of the rectum into the lower part. The condition is generally associated 
with lumbar pain. The invaginated mucous membrane can be felt on digital examination, 
especially when the patient strains. 


II. ACUTE CONSTIPATION. 


Acute constipation may be (A) Due to acute intestinal obstruction : or (B) A symptom 
of (a) some general disease, or (b) some other acute abdominal disease. 


A.—ACUTE INTESTINAL OBSTRUCTION. 


1. The following points help in the distinction between acute intestinal obstruction 
and severe cases of acute constipation of other origin: (i). Visible and palpable peristalsis 
or stiffening of the intestines is never present except in obstruction. (ii). Vomiting is never 
feeculent, except occasionally at a very late stage, in non-obstructive cases. (iii). In other 
conditions the constipation is incomplete :— 

(a). Flatus, and even a small quantity of feces, may be passed spontaneously. 

(b). A purgative may give a result ; it is, however, very unwise to administer purgatives 
in such cases, but frequently the patients have already tried them on their own responsibility. 

(c). A rectal examination should always be made. In organic intestinal obstruction 
the rectum is empty ; if it contains faeces there may be obstruction due to feces, but it is 
exceedingly rare for this to produce symptoms at all comparable in severity with those 
due to acute obstruction. With this exception, the presence of any quantity of feeces would 
show that there was no intestinal obstruction. 

(d). In doubtful cases two enemata should be given, with an interval of an hour: 
the first generally brings away a certain amount of feces, even if obstruction is complete ; 
the second only results in the passage of feces or flatus if there is no complete obstruction, 
or if the obstruction is high in the small intestine. If there is complete obstruction the 
second enema is either retained or escapes unaltered and with abnormally small force. 

2. Before considering any other possibility, all the hernial apertures should be 
-xamined, even in the absence of local pain, as a strangulated hernia gives all the signs of 
acute intestinal obstruction. 

3. The following points should be considered in determining the cause of the acute 
ntestinal obstruction :— 

(i). Age.—Intestinal obstruction in the new-born is almost invariably due to a con- 
senital malformation: as this is generally in the rectum (p. 586) the latter should be examined 
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first, and only after it has been found to be normal should the possibility of congenital 
obstruction in the duodenum or ileum be considered. In infants the common cause of 
intestinal obstruction is intussusception ; at a somewhat older age obstruction may arise 
in connection with a Meckel’s diverticulum ; but in children and young adults the most 
common cause is obstruction by bands or adhesions resulting from local peritonitis, due to 
appendicitis, tuberculous peritonitis, or caseous mesenteric glands. Acute obstruction 
occurring in an infant or child under ten years of age, in whom there is a history of con- 
stipation and abdominal distention dating from soon after birth, is most probably due to 
Hirschsprung’s disease (p. 126). After the age of forty the possibility of cancer of the colon 
should always be remembered, and in fat patients, especially women, obstruction by 
gall-stones. In patients over sixty acquired diverticula of the colon are likely to give rise 
to symptoms and signs which are generally mistaken for cancer. 

(ii). History—A previous attack of appendicitis, or a history of tuberculous peritonitis, 
or of inflammatory pelvic disease in females, suggests the possibility of obstruction by 
bands or adhesions ; the same diagnosis should be considered if the patient has some weeks 
or months before had a strangulated hernia reduced. A history of biliary colic or of the 
less striking symptoms which may result from cholelithiasis indicates that obstruction may 
be due to impaction of a gall-stone. When acute obstruction follows a period of increasing 
constipation in middle-aged patients, cancer is probably present. 

(iii). State of the Bowels.—The passage of blood and mucus without any feces is very 
suggestive of an intussusception. In older patients it may be due to cancer. The passage 
of stools during the early stages, in spite of other evidence of obstruction, indicates that 
the latter is situated in the small intestine. 

(iv). Abdominal Examination.— 

(a). Distention—Great distention generally means that the obstruction is in the colon : 
if it is present very soon after the onset of symptoms, it is probably due to cancer or volvulus ; 
if it has been present to a less extent for some time before the onset of acute symptoms, 
a growth is likely ; but if it has developed very acutely, a volvulus is more probable. In 
infants and small children great distention suggests Hirschsprung’s disease (p. 126), if the 
abdomen is tympanitic ; if it is partially dull, and if free fluid or irregular masses are 
present, tuberculous peritonitis is the probable diagnosis. Well-marked distention in both 
flanks suggests origin in the pelvic colon or rectum; if in the right flank only, in the 
hepatic flexure or transverse colon ; if the flanks are comparatively undistended and the 
central part of the abdomen is most affected, the obstruction is likely to be in the ileum or 
the cecum ; distention is slight when the obstruction is in the duodenum or jejunum. 

(b). Visible Peristalsis and Stiffening of the Intestine-—The position and direction of 
visible peristalsis and the position of stiffening coils of intestine may show the localization 
of the obstruction. When a series of more or less parallel contracting coils is visible in the 
central part of the abdomen, the obstruction is in the small intestine ; if it appears to 
culminate in the right iliac fossa, this is likely to be the seat of disease. Stiffening of a 
length of intestine, which can be seen to rise up and felt to harden, most often occurs in 
the colon, and especially when there is a growth near its lower end. The most marked 
peristalsis and stiffening occur when acute obstruction is a sequel of chronic obstruction ; 
they may be completely absent in very acute primary cases. 

(c). Tumour.—The diagnosis of intussusception can. be made with certainty only when 
the characteristic sausage-shaped tumour situated somewhere in the course of the colon is 
felt. In acute obstruction due to cancer the tumour is often not palpable, as it is generally 
hidden by the dilated intestine ; but large tumours are felt sometimes, especially when 
present in the right or left iliac fossa : the former are generally due to cancer of the cecum, 
the latter to cancer of the iliac colon and inflammatory thickening round acquired diverticula 
—a condition which may closely simulate cancer. Gall-stones can hardly ever be felt. 

(v). Rectal Examination —A growth of the rectum can be recognized easily, and some- 
times a growth of the pelvic colon can be felt through the front wall of the rectum. In 
infants, the end of an intussusception may be felt in the lumen of the rectum, and 
more frequently the tumour can be felt on bimanual examination. Obstruction due to 
pelvic adhesions can often be recognized by the presence of tender masses and the fixity 
of some of the pelvic viscera. The presence of more than traces of feces in the rectum 
in cases of undoubted obstruction indicates that its situation is probably high up in the 
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small intestine. A very ballooned rectum suggests obstruction high up in the rectum or 
in the pelvic colon, but this is not an invariable rule. 

(vi). Pain.—When the pain is localized, or moves in a definite direction to reach its 
greatest severity at a certain point, the latter is likely to be near the seat of the obstruction. 
When the pain is situated in the middle line, the obstruction is probably in the small 
intestine if it is above the umbilicus, and in the colon if below. 

(vii). Vomiting.—The more frequent the vomiting and the earlier the onset of feeculent 
vomiting, the higher in the intestine is the obstruction likely to be. It is most severe in 
small intestine obstruction due to bands or internal hernia ; its onset is later and its occur- 
rence less frequent and sometimes only after food in cases of growth and volvulus. 

(viii). Borborygmi are sometimes most marked over the seat of the obstruction. 

(ix). Shock and Collapse are more marked the higher the obstruction. They are also 
much greater when obstruction is accompanied by strangulation owing to bands or hernia 
than when strangulation is absent, as with gall-stones and cancer. 


B. SYMPTOMATIC. 


In Acute General Diseases.—Constipation beginning acutely is a frequent symptom 
of a large variety of acute infective and other diseases. It is never so severe that it cannot 
be overcome by purgatives or enemata, and the other symptoms are so much more striking 
in the majority of cases that the presence of constipation has little influence in forming a 
diagnosis. 

In Acute Abdominal Conditions —Constipation is a prominent symptom in most acute 
abdominal conditions. Other symptoms are often so well marked that the question of 
intestinal obstruction hardly arises. Thus, the diagnosis can generally be made by the 
early tenderness and rigidity, its localization, and the early pyrexia in acute peritonitis due 
to appendicitis or the perforation of an ulcer ; the characteristic situation and radiation of 
the pain in renal and biliary colic, and the frequent hematuria in the former and jaundice 
in the latter ; the presence of a tumour when an ovarian cyst is twisted ; the melena and 
occasional hematemesis, and the presence of a primary disease in the heart or abdomen 
in mesenteric embolism and. thrombosis respectively. Some cases of acute pancreatitis are 
clinically almost indistinguishable from intestinal obstruction, but flatus is generally passed ; 
there may also be a history of biliary colic, and the patient is generally fat, middle-aged, 
and alcoholic. The diagnosis is seldom made with certainty until the typical fat-necrosis 
is seen on opening the abdomen. In lead colic the constipation is not absolute, and the 
occupation of the patient and the blue line on the gums (p. 34) suggest the correct 
diagnosis, Arthur F. Hertz. 


CONTRACTIONS, Athetotic, Choreiform, Fibrillar, Spasmodic, and Tetanic— 
are all to be defined for present purposes as involuntary and painless contractions occurring 
in the voluntary muscles. From ConTRACTURES (p. 188) they may be distinguished by their 
short duration, longer or shorter intervals in which the affected muscles are relaxed occurring 
between the separate contractions. From cramps they differ by being painless, or com- 
paratively so, and also by their short duration. But in many cases it is impossible and 
also unecessary to draw any hard-and-fast line showing where, for example, tetanic 
contractions cease and tetanic cramps begin. In all cases the occurrence of the contractions 
mentioned above may be taken to indicate some disease of the nervous system, usually 
organic but sometimes functional. 


ATHETOTIC CONTRACTIONS, ATHETOSIS, OR MOBILE SPASM. 


Athetosis is a form of involuntary movement affecting the fingers, hands, and 
wrists most often; less often the toes and feet, and in rare instances the face. It is 
usually unilateral, but in exceptional cases bilateral—the ‘ double athetosis’ of French 
neurologists. The movements are spontaneous and incessant, and may even continue 
while the patient is asleep ; in other instances they tend to cease, but are started anew or 
exaggerated when voluntary movement is attempted. In the hand, the movements consist 
of a succession of slow and serpentine flexions, extensions, hyperextensions, and lateral 
motions, all combined to cause the fingers and thumb to execute the most curious and 
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complex clutching or spreading movements (Fig. 57). The wrist is held more or less flexed ; 
the fingers may move about together, or wander each individually. Analogous movements 
are observed when athetosis occurs in the lower extremity, or the mouth and face. No 
great regularity characterizes the motions of athetosis ; as a rule they are steady rather 
than violent ; a large amount of voluntary control over the affected parts is retained. 
Mobile spasm is due to varying degrees of central irritation of muscles that are incom- 
pletely paralyzed and somewhat spastic. 

Primary, idiopathic, or primitive athetosis is a rare disease of childhood or of adult life, 
in which bilateral athetotic contractions first make their appearance in a previously healthy 
person, either for no particular reason, or after a chill or a nervous shock. It may be 
associated with epilepsy or insanity. This form appears not to be connected with any 
gross changes in the nervous system, thus differing from all other conditions in which 
athetosis is seen. j 

Athetosis is common in the various spastic paraplegias of infants and children, which 
may be either congenital or acquired: in Congenital cerebral diplegia, also known as 
Little’s disease when the legs are affected chiefly, the nervous structures suffer from an 
inherited taint (alcoholism, syphilis, insanity), and either fail to develop properly, or 
degenerate early in life. The onset of Little’s 
disease is gradual, and usually early, but it may 
be delayed until the child is as much as six or 
eight years old. The patient is backward or 
mentally deficient, probably unable to walk, and 
afflicted with bilateral spastic paralysis. This 
may affect the legs, the legs and arms, or even 
the whole body, and may be more marked and 
more spastic on one side of the body than on 
the other; speech is defective, optic atrophy 
common, and the gait is clumsy and stiff, * cross- 
legged’ or ‘scissor... Involuntary movements 
occur in the affected members, and are athetotic 
or choreiform ; tremor or intention-tremor is also 
not infrequent. Although it may not appear for 
some years after birth, this is really a congenital 
disorder, and it is to be distinguished, for reasons 
connected with its pathological anatomy and 
etiology, from certain other forms of spastic 
paralysis in infants and children that may closely 

Fig. 57.—The hand in athetosis. resemble it clinically. These are the acquired 

cerebral paralyses of infants, the spastic infantile 

hemiplegias, monoplegias, diplegias, triplegias, paraplegias, that result from more or less 

localized cerebral inflammations or haemorrhage occurring at birth or in infaney. Poren- 

cephaly, or the occurrence of lacunz in the tissues of the cortex or brain, may be found 

in either the congenital or the acquired cerebral paralyses ; it is really a post-mortem- 
room term, and requires no special consideration here. 

Acquired spastic paraplegias fall into two categories, according to their etiology :— 

1. Birth palsies : due to meningeal or cortical hemorrhage caused by prolonged labour 

or the use of instruments. Many of these infants have been born prematurely. 

2. Acquired palsies : due to— 

Encephalitis after an acute specific fever, or infective in origin. 

Polio-encephalitis, the cerebral analogue of acute poliomyelitis in the anterior 
cornua, of the cord. 

Cerebral embolism. 

Cerebral or meningeal hemorrhage or thrombosis. 

The birth palsies are due to injuries received in the process of birth, and the rupture 
of meningeal or cerebral blood-vessels, with the escape of blood ; they develop at once, 
and the history of the case should make diagnosis easy. The diagnosis of the exact cause 
of an acquired spastic paralysis in an infant or child may be less easy. The paralysis due 
to encephalitis generally appears during the first two or three years of life, but may come 
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on at almost any age. Cerebral thrombosis in children is said to happen oftenest at about 
the age of six. Cerebral embolism is likely to be seen in infants or children with acquired 
heart-disease, the embolus being derived from vegetations on the mitral or aortic valves, 
or from thrombi that have formed in backwaters of the dilated left auricle or ventricle. 
These infantile hemiplegias or diplegias are of sudden onset, and are characteristically 
spastic. Athetotic movements, with or without choreiform contractions, trophic lesions, 
and tremors, are common in the affected limbs; the children often grow up to exhibit 
mental defect, imperfect speech, or epilepsy. As a rule, the face is less involved than the 
arm or leg, and the athetotic movements, confined to the affected parts, may not begin 
until years after the occurrence of the original cerebral lesion. 

Post-hemiplegic athetosis, which cannot be marked off sharply from post-hemiplegic 
chorea (see p. 134), is an uncommon sequela of hemiplegia in the adult ; but common— 
being seen in about a third of the cases—in the congenital and acquired hemiplegias just 
considered. In the adult it occurs oftenest when the lesion is situated near the posterior 
part of the internal capsule or the optic thalamus. These athetotic movements of the 
extremities have been described already; in the adult, they may be combined with 
choreiform contractions involving the whole arm and shoulder, and the face. The 
diagnosis should not be difficult, as the history of a stroke will be obtained and the physical 
signs of a hemiplegia will be present. 


CHOREIFORM CONTRACTIONS. 


These are similar to the contractions seen in chorea. They are involuntary and inco- 
ordinated movements, purposive in character, but aimless and ineffective in performance. 
They are jerky, rapid, and highly irregular; groups of muscles are put into action successively, 
as if the original intention were given up, or changed, as soon as the complex movement 
began. They may affect one side of the body only, or both. When mild, they amount to 
no more than excessive fidgetiness, involving perhaps only the hands and arms, or the 
hands, arms, and face, in wriggling and grimacing. When severe, they give the patient 
no rest ; he is tossed about, perhaps with the utmost violence, by combined but irregular 
contractions, in which any of the voluntary muscles may participate. Choreiform con- 
tractions bear no resemblance to tremors, whether coarse or fine. From intention-tremors 
they are distinguished by the facts that they continue when the patient is at rest, that 
they are purposive, and resemble ordinary voluntary movements misapplied. From 
ataxia they are distinguished by occurring at rest as well as on attempted movement ; the 
muscular contractions of ataxia are merely inco-ordinated, apparently ill-designed and 
clumsily executed, types of normal movements. 

Choreiform contractions are seen in the following conditions :— 


Chorea minor, or St. Vitus’s dance; Pre-hemiplegic chorea; post-hemiplegic 
chronic or Huntington’s chorea ; chorea chorea ; spastic paralyses of infants ; corti- : 
major, or pandemic chorea; hysteria. | cal sclerosis ; chorea electrica (Henoch). 


Chorea, chorea minor, acute chorea, or St. Vitus’s dance, is an acute disease of childhood 
or adolescence, commoner in girls than boys, and closely connected with a history of 
rheumatism, and with rheumatic endocarditis. Like rheumatism, it is often a family 
disease ; not infrequently one finds that one or two children in a large rheumatic family 
have had rheumatic fever or rheumatism, another chorea, and another both rheumatic 
fever and chorea. It is commonly and erroneously held that severe fright may by itself 
be the cause of an attack of chorea. It may also occur in adults in connection with preg- 
nancy, when it is sometimes of a severe type, and may run on into insanity. The move- 
ments may be confined to one side of the body—hemichorea—or may affect both sides ; 
the muscles are in general weak, speech may be interfered with, respiration is often jerky, 
and the patient is often unduly irritable and emotional. Except in the severest cases the 
movements cease during sleep ; the disease tends to recovery in the course of perhaps two 
or three months. Mild cases in which the face is most affected may present a certain resem- 
blance to the more chronic and quite unconnected disorder known as habit-spasm, habit- 
chorea, or convulsive tic (see SPASMODIC CONTRACTIONS, p. 136). A facial tic is controlled 
for a time by strong efforts of the will, whereas the facial movements of chorea will usually 
be increased by the concentration of the attention on them; the facial movements 
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of chorea are irregular, representing a succession of various purposive but uncompleted 
actions, while the facial tic consists in the repetition of a single definite and purposive 
movement, originally designed, no doubt, to give relief to some local irritation. 

Chronic, degenerative, or Huntington’s chorea, is a rare hereditary disease coming on at 
the age of thirty or forty, associated with slow and difficult speech and with insanity. The 
involuntary movements are slower and more ataxic than those of acute chorea, and can 
often be suppressed for a time by exercise of the will. They affect the extremities and face, 
are continuous, cease during sleep, and are accentuated by excitement, so that at first sight 
acute chorea may be imitated fairly closely. The diagnosis between this chronic chorea 
and an acute chorea that had become chronic, as sometimes happens, would turn on the 
family history, mental symptoms, age at onset, and the course of the disease. Chronic 
chorea is incurable, and may take twenty years or more to run its course ; mental failure 
occurs early, and is progressive ; and a family history of chronic chorea can be obtained. 

Chorea major, or pandemic chorea, is an epidemic hysterical manifestation occurring in 
the more emotional races of Europe under the influence of religious excitement. Chorei- 
form movements are among the less conspicuous of its motor phenomena ; it is unknown 


in the more phlegmatic northern races. 


In hysteria the motor phenomena are notoriously protean. Should a hysterical patient 
have had chorea herself, or should she have had the opportunity of observing it in others, 
she may reproduce its characteristic movements with great accuracy. The diagnosis may 
be very difficult for a time, particularly if the patient’s previous history be not known, and 
hysteria not suspected. Her temperament will probably lead her to develop other signs 
or symptoms that suggest the true diagnosis ; such as tremors, paralyses, contractures, 
hemi-anesthesia, anesthesia of the stocking and glove distribution, exaggeration of the 
deep reflexes, or attacks of hysterics. Remission of the choreiform movements and of the 
local symptoms generally may occur when the hysterical patient thinks she is no longer 
under observation, or when her attention is diverted elsewhere. The hysterical patient 
simulating chorea or hemichorea is likely to overdo the part. 

Choreiform movements may occur in connection with hemiplegia in two forms. Pre- 
hemiplegic chorea has been recorded in a few cases, twitchings or even choreiform move- 
ments beginning in the limbs of one side of the body shortly before the onset of an apoplectic 
stroke. Post-hemiplegic chorea is commoner, and more often seen in children than in adults. 
After a hemiplegia more or less muscular spasm and movements of one kind or another are 
habitually seen on the affected side of the body. In many patients these movements take 
the form of tremors, fine or coarse ; in others they are athetotic ; in others again they are 
ataxic, occurring only when voluntary movements are attempted ; and in yet others they 
are choreiform. Which of these forms of muscular contraction is likely to occur in any 
given case it is impossible to say ; they are all due to combinations of cerebral irritation, 
muscular spasm, and muscular paralysis, mixed together in varying proportions. 

The choreiform movements occurring in the spastic paraplegias of infants and children, 
conditions that have been more vaguely described as cortical scleroses on the strength of 
their post-mortem appearances, are to be regarded as variants of the athetotic contractions 
already considered above. Henoch’s chorea electrica is considered below : it is the muscles 
of the neck and shoulder that are chiefly involved in this rare disorder. 


FIBRILLAR CONTRACTIONS. 


Fibrillar contractions of the muscles, or fascicular muscular twitchings, are small 
spontaneous movements visible on the surfaces of muscles, rhythmical or irregular, involving 
not the whole muscle, but only single muscular bundles in it. They may be confined to a 
few of the bundles, or may occur irregularly in any of the bundles composing a muscle. 
They are almost always too feeble to produce visible movements at the joints; they are 
increased in fatigue, and when the muscle is mechanically stimulated. Similar, but coarser, 
twitchings may be seen in normal muscles when they are over-fatigued, or on exposure to 
cold. The finest fibrillar contractions are said to occur only in cases of organic disease in 
the central nervous system. They are seen most freely in muscles that are degenerating 
or undergoing atrophy, or are shortly about to atrophy, as the result of disease in the lower 
motor neuron; they cease to appear when the muscle is much wasted. They are most 
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evident in the extremities and tongue, and no doubt are due to irritation of motor nerve- 
cells in the cord or bulb that are hyper-excitable because they are degenerating. 

From a diagnostic point of view, fibrillar contractions are important because for 
practical purposes they do not occur in the myopathies or primary muscular dystrophies 
that are due to lesions in the muscles themselves and not in the spinal cord. In only a few 
recorded cases have these fibrillations been seen in cases of myopathy where lesion of the 
central nervous system could be excluded. Neurologists and myologists have devoted 
much attention to primitive myopathy, with the result that it has become burdened with a 
highly elaborate classification and nomenclature. Thus the condition generally has been 
described as primary progressive myopathy, progressive muscular dystrophy (Erb), idio- 
pathic muscular atrophy and hypertrophy, primitive progressive myopathy, muscular 
dystrophy, myopathy. 

Special forms of it have been raised to the dignity of * types,’ the chief of which are 


the— 
Simple atrophic (Erb) Facio-scapulo-humeral | Mixed and transitional 
Pseudo-hypertrophic (Landouzy and Dejerine) | (Leyden and Moebius ; 
_ Juvenile (Erb) Distal (Gowers) | Zimmerlin). 
| 


Myotonia atrophica 


Distinctions between these various forms must be sought in special manuals. Their 
importance for present purposes consists in this—that fibrillary contractions may occur as 
a rare exception in most of them. 

Contrariwise, fibrillar contractions are observed habitually in the course of the pro- 
gressive muscular atrophies of neuropathic origin, variously known under such names as— 
chronic anterior poliomyelitis, amyotrophic lateral sclerosis (Charcot), progressive bulbar 
paralysis, progressive muscular atrophy, toxic degeneration of the lower motor neuron, 
Werdnig-Hoffmann progressive muscular atrophy of infants, according to their special 
characters. In all of these, the lower motor neurons are primarily at fault, exhibiting slow 
or rapid degeneration ; in many cases the upper motor neurons are also affected, either 
simultaneously, or before or after the lower. As a rule, no cause for the degeneration can 
be discovered ; but many—perhaps a half—of the patients have previously had acute 
poliomyelitis. Occurring in infants or children, this neuropathic muscular atrophy is 
generally of the Werdnig-Hoffmann type, affecting the legs first, and spreading upwards 
to the body and arms ; the hands and feet are affected late, and the deep reflexes vanish. 
The condition may at first sight resemble rickets, but in rickets there is no real muscular 
atrophy, the deep reflexes are retained, and fibrillar contractions do not occur. It may be 
-indistinguishable from one of the primary myopathies considered above ; but the occur- 
rence of fibrillar contractions would make the diagnosis of neuropathic muscular atrophy 
the more probable. 

In adults the disease may conform to one of several types, according to the distribution 
of the atrophy. In some instances the lower motor neurons of the hand, arm, and neck 
are attacked, when the CLAW-HAND (p. 109) may result ; in others, the lower extremities 
may first show the degeneration. Charcot’s amyotrophic lateral sclerosis is characterized 
by spasticity of the legs combined with atrophy of the muscles of the hands and arms. In 
making the diagnosis of neuropathic muscular atrophy it must be remembered that the 
onset is gradual, that fibrillar contractions are present, that the atrophy proceeds pari 
passu with the loss of power, and that sensation and the sphincters are not involved. The 
electrical changes in the muscles are of assistance, too, the partial REACTION OF DEGENERA- 
TION (p. 582) being exhibited ; the nerves react normally to faradism, and to galvanism so 
long as there are muscle fibres left to respond to the stimulation, while the muscles react 
sluggishly, and A.C.C. is often greater than K.C.C. 

Bulbar paralysis is due to lesions of the medulla oblongata, and the nerves mainly 
affected are the motor part of the fifth, the seventh (facial), the eleventh (spinal accessory) 
and twelfth (hypoglossal). In other cases ophthalmoplegia is observed as well. It is only 
in the chronic cases of bulbar paralysis that fibrillar contractions are seen, and they are 
particularly well shown in the tongue, which has been described as looking ‘like a bag half 
full of worms.’ The main symptoms will be difficulty in articulation, phonation, mastica- 
tion, and, most of all, in swallowing. 
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SPASMODIC CONTRACTIONS. 


In general parlance, the epithet * spasmodic’ implies suddenness and short duration. 
These characteristics are not implied by the word as it is used clinically. Hence it is neces- 
sary to distinguish between spasmodic contractions or muscular spasms of three kinds, 
according as they are :—(1) Short and single—the muscular twitch ; (2) Short and repeated— 
clonus or clonic spasms ; (8) Tetanic—commonly and improperly known as tonic spasms ; 
these are long-sustained. 

Single Spasmodic Contractions of a muscle or group of muscles, over in a fraction of 
a second, may occur in normal persons who are suffering from great fatigue, overwork, or 
nervous exhaustion. For no apparent reason, and frequently just as the person is going 
off to sleep, a sudden violent twitch in one or more of the limbs occurs, and wakes him up. 
In other cases these sudden starts may occur when the patient is resting by day. In abnor- 
mally nervous or excitable patients such sudden spasms are seen more frequently, and often 
result from some sudden and unexpected sensory impression—a sound, sight, or touch. 
The diagnosis of such spasms in nervous or jumpy patients should not be difficult, the 
affection being very chronic, and no doubt familiar to the patient and the patient’s entour- 
age. Coming on suddenly, this jumpiness may be a minor sign of various nervous disorders, 
such as hysteria, acute chorea, delirium tremens, general paralysis, or Graves’s disease. 

Single twitches of muscles or of groups of muscles form the outstanding feature of the 
simpler forms of a series of affections known as habit spasms or spasmodic tics. A habit 
spasm consists in the involuntary repetition of some ordinary co-ordinated purposive act. 
In many instances the tic was at first a natural reflex act, designed to allay some transient 
irritation. Thus a blinking tic may have been initiated by the pain caused by a foreign 
body in the eye, or conjunctivitis ; a sniffing tic by some temporary itching about the nares, 
or it may be associated with the presence of adenoid growths in the nasopharynx ; a shoulder- 
shrugging tic by some irritation of the neck due to a tight or rough collar. By voluntary 
repetition such an act ultimately becomes automatic, when it is spoken of as a habit spasm 
or tic. These motor tics exist in great variety, oftenest affecting the face, less often the 
jaws, neck, or limbs ; they are so common as to escape comment in their minor manifesta- 
tions—mannerisms and stereotyped acts—being set down merely to ‘ individuality,’ 
Most ties can be controlled by mental effort with some distress, are increased by emotion, 
cease during sleep, and are curable only with great difficulty when well established. In all 
cases the patient is supposed to exhibit a certain psychical weakness. 

More violent and shock-like muscular spasms are seen in the rare condition known as 
myoclonus or paramyoclonus multiplex. Myoclonic movements are particularly sudden 
and violent, occurring bilaterally, or first on one side of the body and then on the other ; 
they are painless, but may give rise to much inconvenience by their violence. They are 
increased by emotion and cease during sleep. They may be single, but more often are 
clonic, repeated perhaps fifty or a hundred times in a minute. In paramyoclonus multiplex 
there are no mental, sensory, or sphincter changes, and this rare disease is described as 
both familial and hereditary. In hysteria, myoclonus is seen exceptionally, accompanied 
by other hysterical manifestations. In certain rare forms of epilepsy, the so-called myoclonic 
epilepsy, these paroxysmal asynchronous bilateral lightning-like movements have been 
recorded ; the diagnosis will be easy here, as the patient exhibits the phenomena of major 
epilepsy—loss of consciousness, relaxation of the sphincters, etc.—in addition to the sudden 
and forcible myoclonic movements. In certain cases of minor epilepsy. or petit mal, the 
affection may take the form of spasmodic twitches of the muscles of a limb, or of the face, 
associated with a brief absent-mindedness or a few seconds of loss of consciousness without 
loss of automatic control over the body generally. 

Clonic Spasmodic Contractions, clonic spasms, or clonus, are in reality interrupted 
tetanic contractions, consisting in the rhythmical and more or less rapid repetitions of the 
single brief muscular spasm or twitch. A typical clonus of muscles in the arms or legs may 
often be produced in health by the adoption and maintenance of some strained position. 
Thus ankle-clonus is soon produced if a normal person sits in a chair and strains the heels up 
while the toes are held pressing on the floor. Such clonus is physiological, being due to 
heightening of the muscle tone or normal state of tonic muscular contraction by the applica- 
tion of mechanical tension to the calf muscles. 
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Pathologically, clonic spasms are seen typically in the second or clonic stage of major 
epilepsy, where they succeed the initial tetanic (or tonic) stage. Here they are universal 
and bilateral as a rule, although one side of the body may be involved more than the other, 
or the arms more than the legs. Consciousness is lost, and the sphincters are often relaxed. 
Mild and limited clonic spasms of a few muscular groups, without loss of consciousness 
and lasting for only a few seconds, may be seen in patients with major epilepsy, and are 
often described by them as ‘ warnings.’ Such attacks are identical with those of minor 
epilepsy. In certain epileptic patients they seem to be to some extent under control, so 
that their threatened onset can be prevented if the patient can sit or lie down, for example, 
or can press on or constrict the limb in which the spasms are about to appear. The diagnosis 
of hystero-epilepsy is sometimes made in these patients ; but the term is not a good one, and 
is often misleading. Very similar convulsive seizures may be met with in patients with 
chronic nephritis (uremic conoulsions) and in pregnant women (eclampsia). The clonic 
stage of epilepsy may be imitated unconsciously by patients with hysteria, or frankly 
mimicked by the malingerer. In hysteria the onset of the fit is gradual, not sudden ; con- 
sciousness is impaired, not lost ; the pupil reacts to light, and is not immobile as in epilepsy ; 
screaming and purposive movements occur throughout, and the fit is often protracted ; 
the sphincters are not relaxed, and the tongue is not bitten. The malingerer is red and 
heated by the effort of producing the clonic spasms, his consciousness is fully preserved, 
and he reacts to painful stimuli that leave the epileptic unmoved. Both the hysterical 
patient and the malingerer show quivering of the eyelids, and are likely to resist attempts 
to open the eyes. 

In Jacksonian epilepsy, clonic convulsions occur without loss of consciousness ; they 
are usually unilateral, starting in some given muscle and spreading thence until both limbs 
or half the body are convulsed. Transient paresis from exhaustion may be noted after- 
wards in the affected muscles. In severe or long-established cases the whole body may be 
convulsed, or a tetanic stage may occur after the clonus ; in these instances consciousness 
may be lost. Jacksonian or focal epilepsy may result from any form of local irritation of 
the motor cortex—trauma, hemorrhage, new growth, the effects of syphilis, chronic inflam- 
mation. It leads in the long run to paresis and atrophy of the affected muscles. 

As the names imply, the very rare conditions known as myoclonus and paramyoclonus 
multiplex exhibit typical clonic contractions. The clonus occurs in single muscles or muscle- 
groups, such as the biceps and supinator longus, the quadriceps femoris and semitendi- 
nosus ; rarely in the face : from 50 to 150 contractions a minute may occur. Henoch’s 
chorea electrica is the same as myoclonus. It is said that animals from which the para- 
thyroid glands have been removed may exhibit identical spasms. For the diagnosis of 
myoclonus, see above. Clonic spasms of the neck-muscles, particularly the sternomastoids, 
are common in forticollis or wry-neck. 

Tetanic Contractions, tetanic or the so-called tonic spasms. Physiologists and clini- 
cians both make use of the two terms ‘ tetanic’ and ‘ tonic,’ but unfortunately employ 
them in different senses. Physiological ‘tetanus’ is the apparently steady state of 
muscular contraction exhibited by the voluntary muscle at work, maintained by the fusion 
of separate muscular twitches or spasms due to a rapid succession of nervous stimuli. It 
may be seen in a single muscle or in many together. Clinically, however, ‘ tetanus’ or 
* tetanic contractions ’ have come to be associated with pain, besides being of some dura- 
tion, and the terms are used only when a large number of muscles are involved simulta- 
neously ; tetanus of a single muscle is referred to clinically as a cramp (p.139 and 150). To 
the physiologist, the normal resting muscle is already in a state of ‘tonic contraction,’ and 
exhibits ‘tonus.’ This muscle-tone is maintained partly by local or peripheral stimula- 
tion (mechanical tension, the venosity of the blood, drugs such as digitalis or veratria), and 
partly by nervous impulses that reach the muscles more or less continuously from the 
motor neurons of the central nervous system. This central element of muscular tonus is 
really of reflex origin and due to posture, the maintenance of the erect attitude ; the motor 
impulses descending in answer to ascending impulses received by the central nervous system 
from the muscles and joints concerned. But the clinician applies the terms ‘ tonus’ and 
* tonic contractions ’ to the severe and pathological muscular contractions seen, for example, 
in the first stage of major epilepsy, which are physiologically and scientifically speaking 
tetanic, not tonic. This clinical misuse of the word ‘tonic’ is well-established and time- 
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honoured, but only serves to promote confusion. The terms ‘ tonic spasm’ and ‘ tonic 
contraction ’ should be reserved for states of muscle-tone that are raised only within physio- 
logical limits, and are not pathological. The contractions or spasms that the clinician calls 
‘tonic’ are almost always pathological, and in the interests of uniformity should be 
described as ‘ tetanic,’ not ‘tonic.’ Exaggerated states of physiological tone and the 
milder degrees of pathologically heightened muscular tonicity are described clinically as 
spastic states or spasticity, falling short of tetanus in degree, and differing from both tetanus 
and cramp by being painless. They are detailed under the heading CONTRACTURES (p. 139). 

Typical tetanic (or tonic) spasms are seen in tetanus. Here the patient has become 
infected by Bacillus tetani (Plate XXVIII, Fig. T, p.614), through some known or unknown 
wound. He first notices stiffness of the neck and jaws; soon, increasing tetanic spasm of the 
muscles of mastication brings on trismus or lockjaw. Spasm of the facial muscles next 
brings on the painful grin known as the risus sardonicus, and presently paroxysmal tetanic 
spasms of great violence occur in practically all the voluntary muscles, although in mild 
cases in children the spasm may proceed no further than the muscles of the face. If the 
spasms are strongest in the extensors of the back, the body is arched backwards till, perhaps, 
the heels touch the head (opisthotonus). If the flexors contract most powerfully, the body 
is bent forwards (emprosthotonus) ; in some cases the body remains straight and stiff (ortho- 
tonus) when the flexors and extensors are balanced. These acutely painful paroxysms 
last for perhaps a few seconds, and recur at varying intervals on any kind of stimulation ; 
they may cause death by asphyxia or heart-failure. In the intervals between them, a 
milder but still painful tetanic (the so-called tonic) contraction of the muscles is maintained ; 
or, in milder cases, nothing more than an exaggerated physiological muscle-tone. In mild 
or chronic cases of tetanus, the signs and symptoms will be far less severe than those 
described above ; but trismus and painful muscular contractions will still occur. In some 
chronic cases, the chief sign may be a recurring but transient risus sardonicus, perhaps with 
some stiffness of the neck ; not a few of these patients have been treated for habit-spasm or 
hysterical grimacing for a time, until the suspicion of tetanus arose, or spread of the tetanic 
spasms to the trunk-muscles made the diagnosis more obvious. The diagnosis of tetanus 
may have to be made in other instances from impacted wisdom tooth ; or from muscular 
rheumatism, which may cause stiff-neck but is hardly likely to set up trismus; or from 
spinal meningitis, in which there is fever, while the tetanic spasms occur on exertion, and 
do not primarily affect the muscles of the jaws, and great pain is felt on moving the head 
and neck. 

In strychnine poisoning trismus is absent or occurs very late, the extremities are 
first and most markedly affected, the muscles are quite relaxed between the paroxysms, 
and the symptoms develop rapidly—within an hour or two of the administration of the 
drug. In tetany (p. 2) the distribution and duration of the tetanic contractions should 
suffice to prevent any confusion with tetanus. In hydrophobia there should be a history 
of a bite by some animal, most often a dog; mental symptoms are prominent, and the 
spasms affect the muscles of respiration and deglutition most, while trismus is absent. 
In hysteria a patient may exhibit trismus, tetanic spasms, and opisthotonus; but no true 
picture of tetanus will be presented, and other evidences of hysteria will be found on 
examining the patient, or will develop if the case be kept under observation. 

A. J. Jex-Blake. 

CONTRACTURES—are lasting bodily deformities resulting from a great variety of 
causes. For clinical purposes they may be divided roughly into two classes, according as 
they are (1) Active, or (2) Passive. The division is not sharp, as active contractures when 
long established tend to become passive. 


1. Active Contractures: resulting :— 
(a). From.lesions of the upper motor neuron : 


Cortical lesions Transverse lesions of the cord | Spastic ataxia 
Hemiplegia | Subacute combined degenera- | Spastic paraplegia 
Friedreich’s ataxia tion Hematomyelia 
Myelitis Lateral sclerosis 


(b). From lesions of the lower motor neuron : 


Acute poliomyelitis Progressive muscular atrophy | Injury of nerves 
Chronic poliomyelitis Neuritis 
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(c). From disuse : 
Hysteria | 'Torticollis 
2. Passive Contractures: seen in :— 


Late stages of the active contractures 
Local organic diseases of the bones, joints, muscles, fascize, skin. 


Active or Spastic Contractures.—In these, certain groups of muscles are thrown into 
a state of permanent contraction, or else the balance of power between antagonistic sets 
of muscles is upset. In either case bodily deformity (flexion, extension, curvature) results ; 
but the deformity can be redressed temporarily either by steadily maintained mechanical 
traction, or by the forcible electrical stimulation of the weaker set of the antagonistic 
‘muscles involved. In passive contractures, on the other hand, no amount of electrical or 
other stimulation avails to correct the deformity, nor can the application of force without 
rupture of the tissues. 

Active contractures must be distinguished from certain other forms of muscular 
contractions, particularly cramps and tetanic (or so-called tonic) contractions or spasms 
of the voluntary muscles. Cramps may resemble contractures by their relatively long 
duration—thus those of tetany have been known to persist for days and even weeks ; but 
pain is a constant feature of cramp, whereas it has no connection at all with contractures 
per se. Tetanic contractions of muscles (see CONTRACTIONS, p. 181)—commonly called tonic 
by the misuse of a word that already has a definite and different physiological meaning 
(p. 1387)—resemble cramps by being painful, and differ from them only by being more 
generalized. The normal resting muscle is, physiologically speaking, in a constant state 
of tonic contraction, and exhibits a certain reflex tone or tonus (muscle-tone) due to the 
combined action of two factors, one local and one nervous. Any muscular spasm, rigidity, 
or spasticity set up by increase of this normal tone within physiological limits, may properly 
be referred to as a condition of tonic contraction. But when a spasticity is pathological, 
as are all the * tonic contractions’ of the clinician, it should no longer be referred to as a 
state of tonic contraction, especially as it corresponds satisfactorily with the physiological 
‘tetanic contraction’ or ‘ tetanus.’ A typical pathological spasticity or active contrac- 
ture is seen in Sherrington’s ‘ decerebrate rigidity,’ the extensor spasm observed in the 
limbs of the cat or rabbit after removal of the cerebral hemispheres and basal ganglia. This 
rigidity lasts for several days, and is due to the removal of the inhibitory impulses normally 
reaching the cord from the cortex and thalamus. A similar rigidity, though, of course, 
with a different distribution, is seen in such disorders as hemiplegia, cortical losses, lateral 
sclerosis, Friedreich’s ataxia, subacute combined degeneration, and transverse lesions of the 
cord. 

The active contractures following hemiplegia or cortical lesions in the motor area are 
confined to the affected side of the body, and should not be difficult to diagnose. There 
are three varieties of rigidity after hemiplegia, but only the last of these is usually described 
as a contracture : (1) Initial rigidity, present at the ouset and lasting only for a few hours ; 
(2) Early rigidity, beginning within a few days of the stroke and lasting for a week or a few 
weeks, possibly due to the irritation of blood-clot at the site of the cerebral lesion ; (3) Late 
rigidity or contracture, first appearing several weeks or months after the stroke, and due 
to the fact that while all the muscles of the affected limbs are spastic, certain groups of them 
are stronger than their antagonists. Thus the thumb is flexed and pressed into the palm, 
the fingers clenched, the wrist and elbow flexed, the forearm pronated, and the arm adducted. 
The thigh is adducted, the knee extended, and the heel drawn up, the foot inverted, and 
a characteristic spastic gait results. The deep reflexes are increased on the hemiplegic side, 
where, too, ankle-clonus and Babinski’s extensor reflex can be obtained. The lapse of 
years converts these active contractures into passive in consequence of the structural 
changes that take place in the muscles, fascize, and joints. 

Contractures are highly characteristic of congenital and acquired cerebral diplegias or 
hemiplegias due to cortical lesions, cortical sclerosis, or porencephalus (see CONTRACTIONS, 
ATHETOTIC, p. 181). The patients show bilateral spastic paralysis; one side is sometimes 
affected more severely than the other. If the legs only are affected the condition is known 
as Little’s disease, and the gait is ‘ cross-legged ’ or ‘ scissor,’ the feet being pointed and 
inverted, and the thighs adducted. Kyphosis is often seen, and the arms, if involved, are 
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held in the position of a hemiplegic arm (see above). In the acquired cases the spastic 
paresis is oftener unilateral than bilateral ; the nutrition of the affected limb suffers con- 
spicuously, and its growth is retarded and incomplete. | 

In Friedreich’s disease, a familial disorder beginning usually between the ages of seven 
and seventeen, and seen oftenest in males, characterized by ataxia, intention-tremor, 
nystagmus, and hesitating or syllabic speech, active contracture sets up scoliosis or scolio- 
kyphosis, pes varus or equinovarus, and * main bote ’—an analogous deformity of the 
hand with hyperextension of the terminal phalanges. These contractures are partly due 
to muscular atrophy, partly (in the case of the foot) to over use of certain muscles in attempts 
at equilibration ; the heel is drawn up, the dorsum of the foot arched, the sole hollowed 
out, the toes flexed at the interphalangeal joints and hyperextended at the metatarso- 
phalangeal ; prominent hypertrophy of the extensor longus hallucis has been found. 

In subacute combined degeneration, in which may be included lateral sclerosis if the 
degeneration mainly affects the upper motor neurons, there will be contractures. The 
earliest symptoms are connected with sensation ; but the patient, usually an anemic adult 
in the second half of life, presently develops spasticity in his legs. The limbs tend to draw 
up as he lies in bed, from flexor spasm ; the gait becomes spastic, and walking is soon 
impossible—the condition becoming one of spastic paraplegia. The deep reflexes are 
increased, and Babinski’s sign is present ; segmental areas of anzsthesia can be made out, 
and control over the sphincters is weakened. After some months, this spastic stage gives 
place to flaccidity, control over the sphincters is lost, and the patient rapidly runs down hill. 
In cases of transverse myelitis or transverse lesions of the cord, and in certain cases of hemato- 
myelia of insidious onset, in which the hemorrhage perhaps takes place into an already 
dilated. central canal, spasticity with increased deep reflexes, loss of sensation, and loss of 
control over the sphincters is the rule. The diagnosis is facilitated by the fact that no 
symptoms occur in parts of the body innervated from above the cord lesion ; at the level 
of the lesion there is evidence of nerve-irritation (girdle pain, hyperesthesia). In these 
cases the flexors of the leg overpower the extensors ; the limbs draw themselves up again, 
sooner or later, as often as they are extended for the patient. 

So far, the active contractures considered have all been due to lesions of the upper 
motor neuron. <A second class contains those resulting from lesions of the lower motor 
neuron and the subsequent muscular atrophy. These contractures arise either from the 
unbalanced action of the muscles that normally antagonize those that have atrophied, or 
from late shrinkage of the paralyzed muscles themselves ; and a spinal curvature may 
come on from the adoption of some posture that facilitates locomotion or the occupations 
of life when the spinal muscles are intact. Acute and chronic poliomyelitis, neuritis, and 
lesions of the nerves have to be discussed in this connection. Acute poliomyelitis, or infantile 
paralysis, begins suddenly with malaise, pains, and an acute febrile attack ; the flaccid 
paralysis appears early, and contractures begin to show themselves within a few months, 
as a rule. The limbs are most involved, isolated muscles or groups of muscles being 
paralyzed ; and it should be noted that the paralysis is distributed in accordance with the 
nuclear grouping of the muscles in the anterior cornual regions of the cord. Sensation is 
affected only in the rarest instances. Ifmany muscles in a limb are paralyzed, its growth is 
much impaired. Contractures are common in chronic poliomyelitis and the various forms of 
progressive muscular atrophy of neuropathic origin (see CONTRACTIONS, FIBRILLAR, p. 134), the 
hands and feet being mainly involved, with the production of various forms of club-foot and 
claw-hand. All the muscles are involved together, and there is no selection of certain 
groups for paralysis as is the case in acute poliomyelitis. In addition, fibrillar contractions 
can be seen in the degenerating muscles, provided that they are not covered too thickly 
with subcutaneous tissue. The onset is insidious, and the disease occurs most often in 
middle age ; the commonest type is that in which the hands are first and most involved, 
but in other cases the legs, and in others the upper arm and shoulder, first give evidence 
of the disease. Contractures are seen occasionally in alcoholic neuritis of the motor type, 
and more frequently in arsenical neuritis, talipes equinovarus or flexor contracture of the 
wrist, with excessive muscular hyperesthesia, being noted ; such deformities are rare in 
other forms of neuritis, such as those due to lead, diabetes, influenza, diphtheria, ete. 
Secondary contracture of the muscles on the affected side in Bell’s facial paralysis may 
occur, and gives rise to the impression that the sound side of the face is paralyzed while the 
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face is at rest, for the face as a whole is pulled over to the affected side (Fig. 198, p. 492): 
on voluntary movement, however, the healthy side will be found to move normally, while 
the paralyzed side remains comparatively still. Contractures usually follow severe injury 
of nerves, unless satisfactory healing of the wound and regeneration of the nerve-trunks 
take place. | 

Active contractures from disuse may occur in otherwise healthy subjects who for any 
reason may have been kept too long in one position. Patients who have lain on their backs 
in bed for long periods may have a temporary talipes equinus when they get up—an active 
contracture due to the weight of the bedclothes resting on the toes and keeping the feet 
extended. Fractured or injured limbs that have been splinted and kept too long in one 
position, often exhibit active contractures when the 
splints are removed (e.g., Volkmann’s ischemic contrac- 
ture of the forearm, Fig. 58). In some cases the con- 
tracture is due to fixation of the muscles, tendons, or 
muscle-sheaths by inflammatory products that have 
become organized, in others to adhesions or bony de- 
posits that have formed themselves in or about the 
joints, while in others mere disuse, without inflammatory 
changes, may underlie these contractures: all of these 
would be avoided by the timely use of massage and 
movement. 

Paralyses occur in perhaps 25 per cent of all 
patients with hysteria, in two main types: the rarer 
flaccid, the commoner spastic, and often marked enough 
to produce active contracture. In hysterical contracture 
the affected muscles are not wasted except in severe 
cases of long duration ; the deep reflexes are increased ; 
ankle-clonus may be present; but Babinski’s sign is 
probably never observed. The limbs are most affected 
(hemi, mono-, or paraplegia), less often the muscles of 
the face, eyelids, lips, or tongue. Certain attitudes are 
highly characteristic of hysterical spastic paralyses ; 
the elbows, wrists, and fingers are kept flexed, the arms 
are adducted ; the hip and knee are extended, and the 
foot is held in a position of talipes equinovarus ; ptosis 
may be seen, from spasm of the orbicularis ; torticollis 
from contracture of the sternomastoid. In the less severe 
cases the stiffness and paresis are neither complete nor 
marked enough for the condition to be referred to as a 
contracture. In all instances the deformity produced is 
the result of active muscular spasm, and in severe cases ayers be ' 
i cannot be overcome by exercise of the patient’s will, — sojicvine the we he ame netie 
galvanization, or by the application of mechanical force. Rares yes Me in pee 
The contracture often persists during sleep, and is the forefinger. (Reproduced by permission 
abolished only by deep anesthesia—a character distin- a VR oma Py eee 
guishing hysterical contractures from those due to 
organic disease Hysterical contractures often last for months, or even years: and in 
cases of long standing muscular atrophy and structural changes about the joints may 
establish permanent passive contracture from disuse. Highly characteristic of hysterical 
contracture is the patient’s use of antagonistic muscles to prevent passive or active correc- 
tion of the deformity exhibited. If, for example, the arm is semiflexed by contracture of 
the biceps, the triceps can be felt to contract and resist the movement when the attempt 
is made to flex the arm further. A similar contraction of the triceps can be felt or seen if 
the patient is asked to bend the joint herself ; with the result that the joint remains un- 
moved, although all signs of great effort to bend the arm may be displayed. Pain and 
tenderness in the contracted muscles are usual; and other hysterical stigmata such as 
hemianeesthesia, paraesthesia, clavus or globus hystericus, and the hysterical temperament 
generally, will not be wanting. Special forms of hysterical contracture may give rise to 
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great trouble in diagnosis by imitating definite conditions or diseases. Thus a painful 
‘ hysterical hip ° or ‘ hysterical knee’ may pass on from surgeon to surgeon, until one is 
found to operate upon the normal joint for tuberculous arthritis ; hysterical spasm of 
some of the abdominal muscles may lead to the diagnosis of pregnancy or new growth— 
pseudo-cyesis or phantom tumour; _ hysterical contracture of muscles in the neck or 
shoulder may be diagnosed as 
new growth, the palpable tumour 
vanishing only when the patient 
has been anzesthetized and is on 
the operating - table awaiting 
incision. 

Torticollis, or wryneck, in 
adults, may be regarded as a 
functional disease, and is a form 
of tic, characterized in its later 
stages by contracture of the 
affected muscles of the neck. 
The muscles chiefly affected are 
those supplied by the spinal 
accessory nerve. Its clonic 
variety is easy to diagnose ; but 
where the spasms are tetanic (or 
tonic) rather than clonic, the 
diagnosis must be made from 
such conditions as_ cervical 
caries, rheumatic myositis, or 
deep inflammation in the glands 
of the neck. Congenital torticollis dates from birth, usually affects the right sterno- 
mastoid muscle, and is often associated with facial asymmetry—when it is perhaps due 
to congenital defect of the centres in the bulb. The face is smaller on the side of the 
affected sternomastoid. Congenital torticollis is distinguished from the form of wryneck 
produced in infants by rupture of the sternomastoid muscle at birth during delivery, by 
the fact that in the latter a callus is to be felt at the site of the rupture. 

Passive Contractures are those 
due to affections of the bones, joints 
or soft tissues, that mechanically 
obstruct correction of the deformities 
they produce. They also result from 
long continuance of the active contrac- 
tures considered above, by a gradual 
process of transition. The contracted 
limbs can only be straightened by 
surgical measures, or by manipulations 
severe enough to rupture the ob- 
structions. 

Passive contractures may result 
from the most varied local organic 
diseases of the affected parts. 
Dupuytren’s Contracture of the palmar 
fascia, leading to deformity of the 
little and ring fingers (F ig : 59) is so Fig. 60.—Cicatricial contracture after a burn. 
characteristic that it can seldom be (From Professor Rutherford Morison’s Introduction to Surgery.) 
mistaken. It is prone to occur in 
gouty subjects and in those who use the palms of their hands most, as in the case of 
coachmen and those who use spades, ete. In diseases of the joints, such as rheumatism, 
rheumatoid arthritis, spondylitis deformans, tuberculosis, gonorrhoea, ete., the patient 
may lie in bed or go about for weeks or months in some bent or contorted position that 
involves the minimum of discomfort ; ankylosis of the affected joints often results from 
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the growth of adhesions, ecchondroses, or exostoses in and about the edges of the joints, 
that permanently limit their range of movement. Corresponding shortening will take place 
in the muscles that are relaxed, and a passive contracture results. The growth of a tumour 
in or about a joint may produce identical results. “Traumatic or inflammatory lesions about 
the muscles or their tendons may establish inflammatory products locally that permanently 
limit the movements of these structures. Large superficial scars due to extensive burns 
or losses of skin and the superficial tissues, being composed mainly of fibrous tissue, may 
contract, and so bring about marked contractures (see Fig. 60). 

Spondylitis deformans, a chronic malady of the spinal column (p. 648) often results in 


- contractures and partial ossification of the ligaments and muscles of the back ; and extreme 


deformity may arise from myositis ossificans, a rare but easily diagnosed affection in which 


the muscles all over the body gradually become rigid from calcification ; the patient has 


generally been normal up to adult life, and then becomes the subject of acute attacks of 
pain in various muscles, accompanied by local myositic swelling and some pyrexia ; after 
the local inflammation subsides, calcium salts are deposited in the site that has been inflamed 
and the affected muscle becomes stiff and hard. Weeks or months may elapse between 
successive attacks of this kind, but the number of calcified muscles slowly mounts up, 
until in extreme instances the patient is rigid almost from head to foot—the ‘ ossified man.’ 

The diagnosis of the cause of a passive contracture will obviously depend upon the 
results of the physical examination of the affected part, and upon the success with which 
a true history of the onset and course of the case can be elicited. A. J. Jex-Blake. 


CONVULSIONS, or CONVULSIVE SEIZURES, are paroxysms. of involuntary 


_ muscular contractions. They may be divided into two classes, according as they are local 
or general; local convulsions have been considered under the heading CONTRACTIONS, 


| SPASMODIC (p. 186), and the following account deals mainly with general convulsions. The 
- general convulsions without loss of consciousness that constitute Ricors are described under 


that heading (p. 594); with this exception, general convulsions are almost always accom- 


_ panied by loss of consciousness, excepting in some few cases of partial epilepsy and of 
_ hysteria. 


In most cases of convulsions, both sides of the body—face, neck, arms, trunk, and legs— 
are convulsed equally. But it sometimes happens that though their cause is apparently 
general, the movements are unilateral, or much more marked on one side of the body than 
the other; for present purposes such convulsions may still be termed general. Usually 
convulsions are clonic, less often tetanic or tonic. 

* Fits’ may be defined roughly as any sudden paroxysms or seizures occurring in the 


course of any disease. In common usage, however, a ‘ fit’ is a convulsive fit, or fit of 


convulsions, and if unqualified, the term usually means an epileptic fit, but not always. 
Certain clinical features are common to almost all convulsive seizures in which 
consciousness is lost. If the onset is sudden, as it usually is, the patient is apt to fall down 
and injure himself unless already recumbent. If the muscles of the mouth and jaws are 
involved and saliva is secreted freely, the mouth foams ; if the tongue or cheeks are bitten, 
the foam becomes stained with blood. Clenching of the jaws will make the breathing 
laboured stertorous, and ineffectual. If the muscles of respiration are greatly affected, 
cyanosis, with congestion of the face, neck, and exposed parts, will be observed. The 
convulsive movements are typically clonic, limited in range, purposeless, and accompanied 
by more or less rigidity. If the rigidity is marked, the amplitude of the movements will 
be reduced correspondingly, so that the condition may even become one of stiffness and 
tetanic (or so-called tonic) spasm. It is characteristic of epilepsy that the fit should consist 
of a brief tetanic stage followed by a longer stage of clonus ; but convulsive attacks of every 
sort may occur in epilepsy, and either the tetanic or the clonic stage may be absent or so 
brief as to pass unnoticed. Control over the organic reflexes of micturition and defecation 
is often lost, the bladder and rectum being emptied involuntarily. As a rule the reflexes 
cannot be obtained while the convulsions last, and are lost or diminished for some hours 
after they are over, or are unequal on the two sides of the body. When the fit is over and 
the patients have recovered consciousness, they often complain of headache and lassitude, 
showing diminished sensibility to all impressions, mental hebetude, and great sleepiness. 
Less often, the patient becomes excited or terrified after a fit, or even maniacal, and he may 
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also exhibit automatism for hours or even days ; in none of these conditions will he be— 
responsible for his actions. The duration of general convulsions is commonly to be measured 
in seconds or minutes ; but in severe cases they may go on for hours-if untreated, and in the 
status epilepticus may last for days with only brief intermissions. Prolonged convulsions 
due to any cause may raise the temperature several degrees ; when they are unilateral, 
the temperature is raised more on the affected side than on the other. Albuminuria after 
a fit is very common, and may last for a day or two ; it is by no means necessarily evidence 
that the fit was uremic. 

The morbid conditions in which local or partial convulsions, and in rarer instances general 
conoulsions also, occur without loss of consciousness, have been considered under CONTRAC- 
TIONS, SPASMODIC (p. 136), but for the sake of clearness may be recapitulated :— 


Fatigue | Hysteria Tetanus 

Nervous exhaustion | Jacksonian epilepsy Hydrophobia 

Habit spasm > | Chorea electrica (Henoch) Strychnine poisoning 
Spasmodic tic | Tetany Malingering. 


Myoclonus 


The convulsions commonly accompanied by loss of consciousness will be considered 
here under the following heads :— 


1. General Convulsions of Infants and Children, seen in :— 


Hereditary syphilis Meningitis Idiocy 
Congenital heart disease Drug poisoning Rickets 
Cerebral paralysis Enlarged thymus | Epilepsy, minor and major. 


Onset of acute fevers 


2. General Convulsions of Adolescents and Adults, seen in :— 


Epilepsy, minor and major. | Asphyxia - Intracranial growth 
Jacksonian epilepsy Stokes-Adams’ disease General paralysis 
Epileptiform convulsions— Saturnine encephalopathy Chronic alcoholism 
Ureemia Cerebral lesions : Cerebral syphilis 
Pregnancy Apoplexy Hysteria 
Severe heart disease Meningitis Malingering. 


3. Unilateral Convulsions, seen in :— 


Apoplexy Meningitis Jacksonian epilepsy 
Intracranial growth Epilepsy, major and minor | Disseminated sclerosis. 


General Convulsions of Infants and Children.—Among the commonest of all con- 
vulsive seizures are those occurring in children of tender age, known as infantile convulsions. 
The sexes are affected equally ; about a third of the cases take place during the first year 
of life, two-thirds during the first two years ; and they are rare, apart from epilepsy, after 
the age of five or six. They are of more serious import in infants under six months than in 
older children, and also in anzemic and weakly infants. In hereditary syphilis convulsions 
often prove fatal during the first week of life. For the rest, in about half the patients rickets 
is the predisposing cause ; in many of the others some local irritation, such as inflammation 
of the gums in dentition, diseases of the nose or ears, the presence of irritating food or worms 
in the intestine, renal or vesical calculus, or phimosis, can be found; while convulsions at 
the onset of acute infectious diseases, such as scarlet fever, pneumonia, measles, whooping- 
cough, or during their course, and in nephritis, are not infrequent. Overdosing with drugs 
—strychnine, atropine, santonin, morphia—or with alcohol, may bring on convulsions. 
Fright and over-strung emotions are included among the causes of infantile convulsions ; 
how far inheritance, the neurotic or neuropathic taint, is responsible for them is uncertain. 
They occur in children with enlargement of the thymus gland, the so-called status lymphaticus, 
and in these not infrequently a fit has a fatal issue. Finally, it must be remembered that 
in any child there may be early evidence of epilepsy, or of organic disease of the brain. Their 
diagnosis demands a very careful examination of the child, and also of its diet and the 
hygiene of its daily life. They may be due to congenital heart disease, when there will be 
enlargement of the heart, a cardiac murmur or murmurs, and some degree of cyanosis. In 
children with organic disease of the brain (porencephalus, congenital or acquired cerebral 
paralysis, spastic paraplegia, etc.) there will be paralysis, spasm, and muscular atrophy, and 
probably mental defect. If the convulsions are due to the onset of some acute infectious 
disorder, they will come on suddenly in a child previously well, and will be accompanied by 


| 
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high fever and followed by the characteristic rash. Similar convulsions and fever may 


occur in meningitis, usually towards the end of the disease. They are not rare in whooping- 


cough, particularly in rachitic infants, being precipitated by the asphyxia resulting from 


the whooping, and not rarely causing death. The diagnosis of fits due to drugs or alcohol, 
taken either by the child, or by the mother if the child is being suckled, will depend upon 
obtaining an adequate history of the case. In what way enlargement of the thymus brings 
about convulsions is not known; the condition is fortunately rare, and is hardly ever 
diagnosed during life. The fits occurring in hydrocephalus and the various degrees of mental 
defect need only be mentioned. 

It is to rickets that one must look for the explanation of most convulsions occurring 
between the ages of three months and four or five years. The nervous system is unstable 


| in all young children, the power of cerebral inhibition not being acquired for several years. 


In rickets this instability is much increased, and finds expression in irritability, fits of 
screaming, restlessness, inability to sleep well at night, and in the more serious troubles of 
tetany, laryngismus stridulus, and convulsions. Any child with fits should be scrutinized 
for evidence of rickets—exaggerated curvatures in the long bones, the rickety rosary, a 
Harrison’s sulcus on the sides of the chest, the large and bulging rickety head, thinness of 
the hair on the back of the head (due to head-rolling), a tumid and flaccid abdomen, lateness 
in the closure of the anterior fontanelle, and general muscular debility. Enquiry should be 
made for other symptoms common in rickets that will come under the observation of the 
mother or nurse—tenderness of the bones and skull on handling and washing, head-rolling 
due to tenderness of the skull, much sweating about the head in sleep, broken slumber, 
proneness to gastro-intestinal upsets, constipation and mucous stools or constipation 


| alternating with diarrhoea, unusual liability to coryza and bronchitis (or *‘ catching cold ’). 


The feeding and hygiene of the child must be gone into : in low life, rickets is mainly due to 
deficiency of fat and protein in the diet, with excess of carbohydrate food, whereas in high 
life the diet is more likely to err by lack of freshness due to too careful sterilization or to the 
use of patent foods ; rickety children all suffer from want of enough exposure to fresh air 


| and sunshine. But if rickets is the main predisposing cause of infantile convulsions, it must 
| be remembered that they are actually brought on by some secondary exciting cause, such 


as a gastro-intestinal disturbance with diarrhoea or vomiting, or reflex irritation of any sort. 
Whether dentition is in itself enough to account for convulsions is extremely doubtful, 
although that * teething-fits ’ do occur is one of the things that every woman knows. 
Epilepsy is one of the last causes of infantile convulsions that should be thought of, 
except when the fits occur for the first time in tolerably healthy children more than three 
or four years old. A bad family history of fits or of insanity would make epilepsy more 


probable ; so would the occurrence of an aura before the fit, and the division of the fit into 


a tonic and a clonic stage, with biting of the tongue or cheeks. The repetition of fits for 
which there is no local or general cause, such as those described above, would be in favour of 
epilepsy, particularly if the sequence extended over a long period of time. But one fit 
undoubtedly facilitates the occurrence of another soon afterwards, so that the recurrence 
of convulsions for a few days or weeks in a rickety child is not enough to justify the 
diagnosis of epilepsy. 

General Convulsions of Adolescents and Adults.—The convulsions of epilepsy, 
including both the major and the minor forms, are very variable in extent and duration. 
In the minor degrees, or petit mal, there is usually brief tonic or tetanic spasm, with loss of 
consciousness, but without clonus or convulsions. In severer cases this is known as tetanoid 
epilepsy, a tetanic spasm convulsing the patient for some seconds, or even for a minute or 
two, with great risk of death by asphyxia. In partial epilepsy the convulsions are confined 
to part of the body—the face, perhaps, or the arms and face. Midway between minor and 


_ MInajor epilepsy Gowers places ‘“‘ epilepsia media, in which there is muscular spasm of tonic 


character, without the clonic spasm which follows when the tonic spasm is more severe.” 
In major epilepsy the typical picture is as follows: after experiencing an aura or warning of 
some sort for a few seconds, the patient is seized with a general tetanic spasm, cries out, and 
falls to the ground, this tetanic or tonic stage lasting for from five to thirty seconds. This 


then gives place to the clonic stage, or convulsions, with foaming at the mouth, and clonic 
_ jactitations that are often unequal on the two sides of the body. After a few minutes the 


clonus dies away and the patient is left comatose or stupefied, with a headache that is slept 
D 10 
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off in the course of the next few hours. Consciousness is always lost in true epilepsy ; the 
extent and duration of the convulsions, however, are highly variable. The fits of Jacksonian 
epilepsy are rarely generalized ; the condition is considered below. In true epilepsy there 
is no known organic lesion of the brain ; the loss of consciousness and the convulsions are due 
to some unknown functional disturbance of its action ; but apparently identical fits may 
occur in the course of a number of diseases in which organic lesions are present either in the 
brain or elsewhere, and to these the name epileptiform convulsions is given. They are seen 
most often in uremia, in which the kidneys are severely diseased and toxemia results ; the 
patient exhibits the characteristic picture of advanced renal disease, with headache, high 
blood-pressure, hypertrophied heart, albuminuria, probably retinal changes, and anzemia ; 
or may have a stricture of the urethra or an enlarged prostate with secondary ascending 
nephritis ; or may be the subject of renal tuberculosis perhaps. It must not be forgotten 
that transient albuminuria is commonly present after fits due to any cause whatever. In 
the intervals between uremic convulsions the patient may remain unconscious. 

The convulsions occurring in connection with pregnancy are known as eclamptic fits, 
the condition as eclampsia. The majority of such convulsions come on before labour, some 
during labour,.and 15 or 20 per cent during the first week after parturition ; any fits occurring 
after this are probably due to some cause—ureemia, for example—other than pregnancy or 
parturition. In many cases the fits occur suddenly and without any warning, or after no 
more than a brief period of headache or restlessness, or after vomiting. Eclampsia appears 
to be an auto-intoxication accompanied by a profound disturbance of the protein 
metabolism ; its primary cause is in the placenta. Its diagnosis can rarely be difficult. 
There is nearly always albuminuria, and some observers regard puerperal eclampsia as one 
variety of uremia. 

Epileptiform convulsions may occur in severe heart or lung disease, and, indeed, in the 
terminal stages of many disorders, due in part to asphyxia, in part to toxzmia. Like 
certain obstinate infantile convulsions, they may often be stopped by the administration 
of oxygen. 

In Stokes-Adams’ disease (p. 88), epileptiform or apoplectiform convulsive seizures 
occur from time to time, no doubt due to the asphyxia and cerebral anaemia resulting from 
temporary cessation of the heart’s action. The radial pulse is habitually slow in this 
disorder, but becomes suddenly slower at the time of the ‘ attacks,’ beating perhaps forty 
or thirty or even only twenty times to the minute ; the cardiac auricles, on the other hand, 
beat at the normal rate. ‘The patients are usually arteriosclerotic people in the second 
half of life ; if they are seen in their convulsions, the diagnosis of apoplexy will probably 
be made, only to be corrected later when it is found that the attack leaves no paralysis or 
paresis behind it, that similar seizures have occurred before, and that the pulse becomes 
excessively slow during the seizures. 

General convulsions due to direct irritation or disease of the brain may occur in a 
large number of cerebral lesions, unilateral or bilateral, most commonly in the latter. In 
most of these there will be other signs or symptoms of disease, especially optic neuritis, 
that should suffice to clear up the diagnosis. Such convulsions may be seen in meningeal, 
subdural, or arachnoid hemorrhage ; in meningitis due to the B. tuberculosis, Weichselbaum’s 
meningococcus, or other microbes ; in cerebritis ; in congenital anomalies of the brain such as 
porencephalus, hydrocephalus, and the abnormalities met with in idiots and mentally defective 
children generally ; and in cerebral or cerebellar abscess, tumour, or aneurysm, when sufficient 
growth has taken place to raise the intracranial pressure generally. In another group may 
be placed those cases in which extensive degenerative changes have taken place in the brain ; 
fits are common in the second and third stages of general paralysis of the insane, when other 
signs, such as defective memory and judgement, grandiose ideas, inequality or reflex im- 
mobility of the pupils, blurred speech, tremors of the tongue and face, loss or exaggeration 
of the deep reflexes, and muscular weakness may be looked for ; in the insanity of chronic 
alcoholism, with its tremors and inco-ordination, its marked sensory perversions, and its 
paramnesia or illusions of memory ; and in cerebral syphilis, where the lesions may be either 
vascular, gummatous, meningeal, diffuse, or a combination of any or all of these, and the 
main symptoms are headache, insomnia, attacks of aphasia and hemiplegic or epileptiform 
convulsions, paralysis of cranial nerves, and in addition dementia in the diffuse cases. 
Chronic plumbism may produce cerebral symptoms of the most varied kind (saturnine 
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encephalopathy), from simple headache to acute mania, and amongst the phenomena, 
convulsions of epileptiform type may be prominent. The diagnosis is based upon the 
history, the occupation, the other symptoms of lead poisoning (p. 34), and perhaps upon 
the discovery of lead salts in the urine. 

Lastly must be mentioned the general convulsions of the hysterical and of malingerers. 
In hysteria, the fits are noisy and protracted performances, the movements more or less 
purposive and quite unlike clonus ; the patient becomes red in the face rather than blue 
or white ; consciousness is not lost, attempts to open the eyes are resisted, pressure into 
the supra-orbital notch causes withdrawal of the head, the sufferer’s hand is withdrawn 
if pressure is made between a nail and its matrix ; the sphincters are not relaxed, and the 
tongue or cheeks are rarely bitten. The convulsions are brought on by some emotional 
upset, and tend to cease when unsympathetically received. The malingerer may display no 
little art and skill in his convulsions, which are modelled on those of epilepsy ; here again 
the sufferer is red in the face rather than blue, although he may breathe stertorously, and, 
with the help of a little soap, foam at the mouth ; consciousness is not lost, the corneal reflex 
is present, the head and hand are withdrawn from painful impressions ; the sphincters are 
not relaxed ; perspiration is usual ; it is said that in epilepsy, if the hands are clenched, the 
thumb is buried in the palm, whereas the malingerer clenches it outside the fingers ; on the 
detection of its character, the simulated fit ends as suddenly as it began. 

Unilateral Convulsions.—The convulsions in apoplexy are habitually limited to one 
side of the body. The onset of apoplexy, more often gradual than sudden, is generally 
preceded by headache, dizziness, and tingling or weakness in some part of the body ; and 
it is more marked in cerebral hzemorrhage than in embolism or thrombosis. The loss of 
consciousness comes on earlier and persists longer in cerebral hemorrhage than in the other 
two conditions. When the convulsions are prominent the case is described as one of epilepti- 
form apoplexy. Cerebral hemorrhage is commoner in middle-life, in persons with high 
blood-pressure and hypertrophied hearts, and in the subjects of arteriosclerosis ; cerebral 
emboiism is associated with endocarditis or intracardiac thrombosis, and occurs oftenest 
in young patients with heart-disease ; cerebral thrombosis is seen in syphilitic patients, and 
in those with vascular disease, and is characteristically of slow onset after premonitory 
warnings. 

In cerebral abscess and cerebral tumour convulsions are not very common, and usually 
appear only after the diagnosis has been made clear by the occurrence of such cardinal 
symptoms as headache, vomiting on change of position, optic neuritis (choked disc), and 
localizing signs pointing to intracranial tumour ; but it may happen that an epileptiform 
fit with unilateral or bilateral convulsions is the first sign that anything is wrong, or at any 
tate the first thing that makes the patient consult a medical man. The headache that 
follows a convulsive seizure is likely to be very severe and prolonged. Of the two, cerebral 
abscess is the more likely in patients with chronic suppurative disease of the ear or nose, or 
of the facial and frontal sinuses. Meningitis—especially tuberculous meningitis in its later 
stages—often exhibits unilateral or bilateral convulsions, squint and other local paralyses, 
more or less coma or mental apathy, gastro-intestinal symptoms, Cheyne-Stokes breath- 
ing, and irregularity of the pulse-rate and temperature ; lumbar puncture and examination 
of the cerebrospinal fluid (p. 304) may be required in establishing the diagnosis and in 
distinguishing between the tuberculous, the suppurative and the epidemic cerebrospinal— 
“spotted fever ’—forms. 

The unilateral convulsions of Jacksonian epilepsy are rarely difficult to diagnose. The 
patient usually gives a history of head injury, and often a cranial scar or irregularity is to 
be found. There is no loss of consciousness during the attack, except in very severe 
and inveterate cases ; usually only one limb is involved, and an aura of some sort usually 
precedes the convulsions, which exhibit a characteristic ‘ spread ’—beginning in a single 
muscle or group of muscles, and spreading thence to the muscles whose cortical areas of 
representation adjoin that of the muscle first involved. In Jacksonian epilepsy there is 
almost always an irritative lesion of the motor cortex or its immediate vicinity, due to 
trauma, syphilitic meningitis, or new growth ; paresis or paralysis of the affected muscles 
follows the convulsions, and in the course of time becomes marked. The ‘ spread ’ 
is frequently characteristic ; if the face is involved first, the arm follows, and then the 
leg ; if the hand is attacked first, the convulsions spread up the arm, then to the face, last 
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to the leg. In the severer cases, where the whole side of the patient is convulsed, con- 
sciousness is lost, and then the convulsions may become bilateral. 

Unilateral convulsions do not occur often in epilepsy or infantile convulsions, or epilepti- 
form convulsions, and when they do there is a danger lest the diagnosis of apoplexy or some 
focal organic lesion of the brain be made. There is nothing in the character or distribution 
of the convulsions in these cases to enable a diagnosis to be made, and it is only after they 
are over, and it is found that no evidence of organic cerebral mischief is left behind, that 
their functional nature can be established. They are not followed by any permanent 
paresis, paralysis, or atrophy of the muscles on the affected side. It must be remembered 
that unilateral convulsions, the so-called ‘ apoplectiform’ convulsions, may occur excep- 
tionally in some of the conditions detailed under Group 2. 

In disseminated sclerosis, hemiplegic apoplectiform attacks like those seen in general 
paralysis are not rare, often accompanied by aphasia. These attacks are both transient and 
recurrent, The patients are likely to exhibit other evidences of disseminated sclerosis— 
a childish and optimistic mental attitude, optic atrophy, nystagmus, impaired articulation, 
intention tremor, undue muscular fatigability ; the deep reflexes are commonly increased, 
Babinski’s extensor plantar reflex is present, sensation is but little affected, and control 
over the sphincters is rarely lost until late in the disease. A. J. Jex-Blake. 


CORNEA, ULCERATION OF.—(See Uncreration oF THE CORNEA, p. 733.) 
CORYZA.—(See Discuarcr, NaAsAt, p. 178.) 


COUGH.— Cough is a signal that something is irritating a branch of the vagus nerve 
or the cough centre, and is, in fact, nature’s effort—often ill directed—to remove that 
something. Hence, to diagnose the cause of a cough it is necessary to know the branches 
of the vagus ; they are as follows :— 

(1) A small meningeal branch, of no interest as causing cough, though it may possibly 
account for vomiting in meningitis ; (2) Arnold’s branch to the ear—a cause of cough, 
though a rare one, due to affections (wax, eczema, etc.) of the external ear ; (3) Pharyngeal 
branch—a frequent source of cough; (4) Superior laryngeal branch—sensory to base of 
tongue, larynx, etc., the most frequent source of cough, with or without visible changes ; 
(5) Inferior laryngeal branch—motor for action of coughing, not a cause of cough, but of 
inefficiency and other peculiarities in the act of coughing ; (6) Cardiac branches—indirect 
causes through circulatory failure ; (7) Pulmonary branches—concerned in the cough of 
gross pulmonary or pleural disease ; (8) and (9) Gsophageal and pericardial branches— 
possible but most rare causes ; (10) Gastric branches—occasionally dyspepsia causes a 
cough. 

The irritants to which the surfaces of the distribution of these nerves are exposed may 
be classified into: (1) Foreign bodies, e.g., dust, food, tobacco smoke, ete. ; (2) Excess 
of natural secretion ; (3) Pressure and inflammation ; (4) Acute or chronic simple debility 
or increased irritability, e.g., after influenza, etc. 

In dealing with the treatment, there is no better division of coughs than into those 
which are helpful and those which are not, and the same division is most useful in arriving 
at a diagnosis of the cause of a cough, for if the cough succeeds in its object—the removal 
of the offending material—we can see, or at least enquire about, its nature, and this will 
at once give a strong clue to the locality of the irritable point, and very possibly also to 
the morbid process going on. Hence the first questions to ask a patient with a cough are : 
‘Do you bring anything up?” ‘“* What do you bring up ? ” 

Cough without Expectoration—If the answer to the first question be, ‘*‘ No, the 
cough is just a troublesome dry cough, with no expectoration at all,’? we at once begin to 
think of the purely reflex coughs produced by an irritant which the cough itself is powerless 
to remove, and though we may often make a short cut to a diagnosis by other means of 
investigation, or observation of the general condition, the following routine should be 
followed if no prominent clue offers itself :— 

1. Examine the external ear for wax, eczema, etc., although this is a comparatively 
rare cause of cough, except in the special experience of aurists. 

2. Enquire whether any ordinary irritant, such as tobacco smoke, ete., brings it on ; 
this, of course, at once raises the suspicion that the nasopharynx or larynx is unduly 
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sensitive, and should lead to a careful examination of the region, whereupon a cause may 
be detected at once, such as chronic inflammation of any sort, or a long pendulous uvula, 
somewhat cedematous, or showing other signs of acute inflammation. Conditions of undue 
irritability without anything to see occur after influenza or whooping-cough, and indeed 
remain long after the acute trouble has passed away from the regions ; therefore enquiry 
must be made for some such illness. Such a cough is often seen when convalescents go 
into a cold bedroom, or get into cold sheets at night. 

3. Ask the patient to cough voluntarily ; the curious barking or rough cough of 
laryngitis and of pressure on the trachea from aneurysm or growth, also the very striking 
cough of paralysis of the vocal cords, at once betray themselves ; there is no mistaking 
them when they have been once or twice heard in a hospital ward ; the same remark applies 
to the cough of whooping-cough. 

4. Examine the chest carefully for heart disease or early phthisis ; the cough of both 
these conditions is commonly dry ; so too is the cough of the early hours of an oncoming 
bronchitis or pneumonia, but these can scarcely 
fail to give other indications. Children often 
suffer from very troublesome dry cough, some- 
times persisting for months, as the result of 
reflex irritation from caseous or inflamed bron- 
chial glands ; the latter may be impossible of 
diagnosis from physical signs, but they can 
often be seen very clearly with the a-rays 
(Pig. 61). 

5. If no cause reveals itself by now, the 
stomach must be thought of, and its functionai 
and physical conditions enquired into and 
examined, and only after negative results from 
all these enquiries and procedures may we think 
of a simple hysterical cough. 

Cough with Expectoration.—Expectoration 
generally makes the task of diagnosis much 
easier, and from the simple inspection of a 
spittoon it is frequently possible to make an 
almost complete diagnosis of a case: the very 
sticky sputum of any acute inflammation in its 
early stages, the rusty sputum of pneumonia, 
the stink of abscess or gangrene of the lung and 
of bronchiectasis, the nummulation of phthisical 
sputa, the frothy sputum of bronchitis, are very 
commonly quite typical and unmistakeable. Fig. 61.—Skiagram showing a large caseous gland in 

: a child, causing cough persisting for months without 
Small blood-clots make us apprehensive of early — expectoration, and difficult’ to relieve by medicines. 
ebut well-marked—phthisis; -or-of pharyngeal «4. #ect: S, Gas in stomach ; CG, Caseous gland, 
conditions, or of mitral stenosis; streaks of 
blood point to acute laryngitis or bronchitis ; profuse hamoptysis almost diagnoses acute 
phthisis in the absence of signs of an aneurysm or growth. Pus is a factor common to 
all inflammations of mucous membranes, and therefore in itself is of but little diagnostic 
value, though its quantity, colour, and odour may be very suggestive of abscess or 
excavation, or of an hepatic abscess ruptured into the lung, of gangrene, or stinking 
empyema. With hepatic abscess the sputum sometimes has an almost pathognomonic 
anchovy-sauce appearance. 

In any case of cough with sputum it is wise to have a microscopical examination of 
the latter, particularly for tubercle bacilli. 

The Age of the Patient.—In babies and quite young children most of the more unusual 
causes of cough can be excluded at once on the mere fact of age, but the presence of a 
foreign body in the larynx is one of the unusual ones to be remembered, especially if the 
cough has come on suddenly in the midst of health. Bronchitis, bronchopneumonia, tubercle, 
pneumonia, whooping-cough, and diphtheria, are far and away the most common causes 
in these young subjects, and owing to the absence of expectoration they do not reveal their 
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presence without careful examination of the chest and throat. From infancy to middle 
life, the age of the patient gives but little assistance in determining the diagnosis ; but 
about middle age chronic bronchial troubles, quiet pleurises, growths, aneurysms. etc., 
become increasingly obtrusive, giving rise to a persistent cough, and only careful routine 
examination of the chest will reveal their presence. 

How long have you had the cough ? Much information may be derived from the answer 
to this question, for a cough that has only lasted a few days, but in that time has become 
sufficiently severe to cause the patient to seek advice, is practically certain to belong to 
the group caused by acute trouble, easily detectable when the chest is examined carefully ; 
whereas, on the contrary, a cough that has lasted some months, and yet seems to the patient 
uncertain in its causation, is very likely to be due to some of the obscurer conditions, 
pressures of aneurysms or glands, etc., which need care to discover. The w-rays are valuable 
in detecting thoracic aneurysms and new growths, and they are also of service in demon- 
strating phthisical and other lesions in many cases ; skiagraphic evidence must never be 
relied upon by itself, however ; it should always be interpreted in terms of the other clinical 
data and physical signs. In an obscure case, however, w-ray screen observation should 
not be omitted, as it will now and again be the only means of clearing up the diagnosis. 

When does the cough come on? A cough in the morning only is suggestive of bronchial 
catarrh with accumulation of secretion during sleep. A cough on getting into bed suggests 
laryngeal irritability or a long pendulous uvula ; but one that wakes the patient after he 
has gone to sleep makes one apprehensive of phthisis in the absence of other indications 
of obvious acute chest changes. A cough on exertion suggests heart weakness, and in 
determining the presence of this, the finest discrimination is required in auscultation, for 
these are typically the cases of morbus cordis without a bruit in which frequency of rhythm 
and good differentiation of the first and second sounds are all important for a diagnosis. 
Shortness of breath will generally be a marked symptom associated with the cough in these 
cases (see BREATH, SHORTNESS OF, p. 87). 

Has the voice altered since the cough appeared? Laryngeal inflammations or paralysis 
of a vocal cord are suggested by an affirmative answer, and the larynx must be examined 
carefully, the more carefully the more nearly the patient is approaching to the period of 
life when growths are more common. 

Cough and Vomiting.—These two complaints are not infrequently made together 
by patients, and there is a very useful but often forgotten question to put, viz., “‘ Are you 
sick independently of the cough ? or do you cough till you are sick ? Yes to the first sug- 
gests stomach trouble ; yes to the second suggests bronchial trouble or whooping-cough. 

Fred. J. Smith. 


CRACKLING, EGG-SHELL.—This is a condition closely allied to Creprrus (p. 152); 
if subcutaneous emphysema, arthritis, and tenosynovitis can be excluded, it is nearly always 
a symptom either of osteosarcoma, if it occurs in connection with a long bone, or of hydro- 
cephalus or craniotabes in the case of the occipital or other cranial bones. The a-rays 
may assist the diagnosis (p. 678); if there is a tumour connected with the end of a long 
bone which exhibits egg-shell crackling with or without pulsation, it is almost certainly 
an osteosarcoma. Herbert French. 


CRAMPS are involuntary tetanic muscular contractions accompanied by sharp pain 
in the voluntary muscles involved. Temporary paralysis of movement, partial or com- 
plete, is often associated with cramp. Similar painful spasms of the involuntary muscles 
are referred to as colic. In most instances, cramps result from over-ewertion of the affected 
muscles. The cramp comes on at once, or after a short delay, or when the attempt is next 
made to use the muscles involved. The most striking example of this is swimmer’s cramp ; 
in this the victim is overtaken suddenly by painful spasm and paralysis of the muscles of 
the leg or legs, or of the legs and arms ; he is likely to drown unless help is speedily forth- 
coming. Similar but less extensive cramps are not rarely experienced by persons taking 
part in the more violent of outdoor games—football, hockey, lacrosse, ete.; some par- 
ticularly sudden or violent effort may be followed by cramp in the thigh- or calf-muscles. 
Similar cramps of the legs are familiar to rowing men and ballet-dancers. Certain people 
have a great proclivity to cramp during the night, and it seems to return with less and 
less provocation the more often it is experienced. Stokers and iron-founders who do heavy 
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bodily work in much overheated atmosphere are liable to heat cramps, severely painful 
spasms in the muscles of the limbs and abdomen, in attacks lasting for many hours and 
followed by great weakness. The diagnosis of cramps due to over-exertion, directly 
associated as they are with a definite history of muscular strain, should not be difficult. 
They rarely become so severe as to prevent their victims from continuing to take part in 
the occupations that provoke their occurrence. 

It is quite otherwise, however, with patients who are afflicted with the so-called 
professional cramps or occupation neuroses that result from chronic strain and over-use 


of certain groups of muscles. They occur in such persons as writers, typists, telegraph 


operators, compositors, painters, tailors, seamstresses, dairymaids (from milking cows), 
pianists, flute-players, violinists, ’cellists, drummers, blacksmiths, file-makers, cigarette- 


rollers, and so forth. In all these employments, particular groups of muscles are in constant 


and special employment. If they are overworked they may become the seat of cramps 
and aching pains—professional cramps—as soon as they are used ; their movements lose 
their delicacy, and become inco-ordinated and spasmodic. A fine tremor is very commonly 
to be observed in the affected limb. It is probable that over-use alone is not enough to 
set up these cramps. Anxiety, ill-health, local injury or disease, and the inheritance of 
a neurotic temperament, all contribute to the establishment of professional cramps. These 
cramps have also been recorded in other occupations, and as affecting other groups of 
muscles: in treadler’s cramp, the hamstring muscles and glutei are affected ; in cornet 
player’s the tongue, in watchmaker’s the orbicularis oculi, may be attacked. As a rule, 
the diagnosis of a professional cramp is not hard, but it is necessary to make sure that 
neither organic nervous disorder nor local disease is present. Thus the physical signs, 
though hardly the symptoms, of writer’s cramp may be present in such diseases as paralysis 
agitans, disseminated sclerosis, tabes, general paralysis ; brachial neuralgia might simulate 
the neuralgic forms of occupation neurosis, but it is free from cramps. Again, affections 
of the joints or of the tendons at the wrists, such as chronic rheumatism, rheumatoid 
arthritis, tenosynovitis, tuberculous infection, may all give rise to pain in, and interfere 
with the movements of, the hand. Again, writer’s cramp may be so much feared by nervous 
patients that their right hand may become so stiff, or weak, or painful, that they can no 
longer write: objective signs of the cramp, however, are lacking in such cases, which are 
cured by the re-establishment of the patient’s self-confidence. 

Cramps are the main feature of tetany, a disease characterized by the occurrence of 
paroxysmal or continued tetanic spasms of the extremities, and increased excitability of 
the nerves and muscles to electrical or mechanical stimulation. Tetany occurs in many 
different conditions, and at any age. In infants and young children it is a complication 


of rickets, improper feeding, and acute gastro-intestinal disorders, either with or without 


diarrhcea and vomiting. Epidemics of tetany in young adults, probably resulting from 
food-poisoning, have been described on the Continent, though not, apparently, in Great 
Britain. In nursing women, tetany may follow prolonged lactation ; or it may develop 
during pregnancy and recur in successive pregnancies. It may result from the removal 
of too much or all of the thyroid gland in either sex. Tetany complicates a certain pro- 
portion of the cases of gastrectasis, occurring whether the dilated stomach has been washed 
out or no. A few instances are on record in which tetany followed the acute specific fevers, 
enteric fever, or poisoning by chloroform, lead, or ergot. In fine, it may be said that tetany 
is usually due to acute or chronic digestive troubles, the painful spasms being evidence 
of the absorption of some toxin from the gastro-intestinal tract in most cases. The cramps 
of tetany are mainly in the extremities and paroxysmal; they may continue, however, 
for hours or days, and are very painful. During the spasms, the fingers are extended at 
the terminal and flexed at the metacarpophalangeal joints and pressed together, while the 
thumb is adducted and flexed into the palm, so that the so-called *‘ accoucheur’s hand ’ 
(Fig. 1, p. 3) is produced. The wrist and elbow are flexed, the arms being usually folded 
over the chest ; exceptionally the elbow may be extended stiffly. The toes are drawn 
together and flexed, the foot is arched and turned inwards, and the ankles and knees 
extended. Usually the limbs only are involved, but in severe cases cramps occur in the 
face, neck, and even the trunk, when respiration may be embarrassed seriously. The rigid 
muscles are very tender to the touch. Three special signs are present in the intervals 
between the attacks of tetany, and are valuable in diagnosis: these are Trousseau’s sign, 
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or reproduction of the paroxysm by manual compression of the nerves or blood-vessels 
supplying the affected parts; Erb’s sign, or hyperexcitability of the motor nerves to 
electrical currents (0°5 to 2:0 milliampéres) ; and Chvostek’s sign, or reproduction of the 
spasm in the facial muscles by tapping either on the muscles themselves or on the facial 
nerve. Tetany must be diagnosed from tetanus, in which the spasms begin in the head 
and neck, and trismus is an early symptom; and from strychnine poisoning, where the 
spasms are clonic rather than tetanic, and affect the whole body, and not the extremities 
primarily or principally. In the carpo-pedal spasms of rickety children or of infants with 
severe gastro-intestinal catarrh, the cramps are similar to those of tetany, but are tran- 
sient, and perhaps affect the hands only, or the hands and arms. Such spasms may justly 
be regarded as identical with mild tetany. Hysterical tetany occurs, and is to be distin- 
guished from true tetany by its association with other hysterical stigmata on the one 
hand, and on the other by the absence of Trousseau’s and Chvostek’s signs. Hysterical 
tetany may also, perhaps, be distinguished by its failure to respond to the exhibition 
of calcium salts; the most recent view of true tetany regards it as the expression 
of hyper-excitability of the nerve-cells due to lack of calcium salts, and connects 
it with the parathyroid glands by supposing that they control the calcium-metabolism 
of the body. 

Reference may again be made to the fact that cramps are prone to occur in patients 
debilitated by the acute fevers or enteric fever; severe cramps in the legs and arms are 
often a highly troublesome feature of the convalescence from cholera. In many chronic 
diseases nocturnal cramps may give rise to no little distress, or may interfere seriously 
with sleep: in gout, chronic Bright’s disease, uremia, alcoholic neuritis, and almost any 
chronic wasting disorder, complaint of cramp is not infrequent, but in such instances more 
serious signs or symptoms of disease will be evident. A. J. Jex-Blake. 


CREPITUS is a term generally used to denote the grating or crackling sensation and 


noise produced when two ends of a broken bone 
grate together. It is the most conclusive sign 
of a fracture ; but it causes the patient so much 
pain that whenever the w-rays can be employed 
attempts to obtain crepitus should not be made 
with any vigour. Apart from fracture of a 
bone, crepitus is also to be felt and heard in 
joints affected by dendritic synovitis, or still 
more so in cases of osteo-arthritis ; the term 
‘silken crepitus ’ has been used for the sensa- 
tion felt on moving such a joint, comparable 
to the rubbing together between the fingers of 
two pieces of stout silken ribbon. Tenosynovitis, 
especially around the flexor tendons at the 
wrist, may also produce a very marked feeling 
of crepitus, especially in cases where the tendon 
sheaths contain melon-seed bodies. 

When there is an enlargement of a bone 
without fracture, and when on palpation a 
feeling of crepitus or egg-shell crackling is 
obtained, it is an indication that the tumour is 
a deposit of secondary carcinoma or a primary 
rarefying osteosarcoma, which may sometimes 
be felt to pulsate also. The diagnosis may be 

Fig. 62.—Skiagram of a sroweh in the humerus ina assisted by the use of the v-Tays (Fig. 62). 
male age 72, who was sent in as a case of primary sar- Rarefaction of the bones of the skull, either 
coma ; the tumour proved on operation to be a second- Be are ; ; 
ary deposit of cylindrical-celled carcinoma; the seatof as the result of syphilitic lesions in adults, or of 
ey aE  stiarrmmiy DEC Th ge hydrocephalus or craniotabes, especially in the 

occipital region of congenital syphilitic and 
rickety infants, may make the skull bones so thin that they readily bend on pressure, and 
sometimes the result is a sensation of crepitus. The diagnosis is generally obvious. 
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Quite apart from bony, arthritic, or synovial changes, a characteristic feeling of 
crepitus may be felt beneath the skin when gas or air has accumulated in the subcutaneous 
tissues as the result of surgical EmpuysEMaA (p. 208). Herbert French. 


CRUSTS ON THE SKIN.—(Sce Scans, p. 599 .) 
CUD-CHEWING.—(See Merycism, p. 388.) 
CURSCHMANN’S SPIRALS consist of a highly refractile central fibre, and a 


sinuous wavy sheath of mucus. They may be half an inch in length, but they are very 
slender. They occur in the sputum of patients suffering from true spasmodic asthma, 
and they may be associated with eosinophile corpuscles and Charcot-Leyden crystals. 
They are pretty objects, best seen in fresh sputum, but their diagnostic significance is very 
limited, first because they are so often absent in cases of undoubted asthma, and secondly 
because they have been found in bronchiolitis without asthma. They seem to be casts 
of the finest bronchioles. It is probable that, if there were doubt as to whether a given 
case were one of primary emphysema and bronchitis, or of spasmodic asthma that had 
led to emphysema and bronchitis, the occurrence of typical Curschmann’s spirals would 
point to the latter. There are, however, other means of arriving at the same conclusion, 
particularly the history, the age at which the first attack began, and the presence or 
absence of EOSINOPHILIA (p. 219). Herbert French. 


CURVATURE, SPINAL.—In the diagnosis, the first thing is to distinguish between 
lateral and antero-posterior deformities ; but in a good many cases scoliosis or lateral 
curvature is complicated by antero-posterior deformity, kyphosis, or lordosis as well, and 
in a few instances of angular kyphosis due to caries there is some lateral deviation, which 
is generally much more abrupt than is the curve of scoliosis. A good way of demonstrating 
lateral curvature is to pencil the skin over the spinal processes. 


LATERAL CURVATURE. 


The following are the most important causes of lateral curvature :— 


Inequality in the lengths of the lower limbs 
Weakness of the muscles of the back associated 
with bad habits of standing or sitting 
Carrying beavy weights with one arm or on one 

shoulder 
-Rickets 


Paralysis of the muscles of the back, as in infan- 
tile paralysis, peripheral neuritis, especially 
that following diphtheria, and some of the 
muscular dystrophies 

Shrivelling of one side of the chest as the result 
of empyema or fibroid lung 


Wry-neck, or other causes of asymmetry of the | Hysteria 
head and shoulders, such as Sprengel’s 


shoulder 


Inequality of the lengths of the lower limbs is one of the commonest causes of lateral 
curvature ; therefore it is very important to find out at once if the legs are equal. The 
most reliable and easy method of determining this is to get the patient to stand up with 
both knees straight and without resting a hand upon anything. The observer then stoops 
in front of the patient and places his thumbs, with their extremities upwards, exactly 
upon the prominence of each anterior superior spine. The eye can then detect even a 
slight difference in the level of the two spines. This method is far more reliable than 
measurement from the anterior superior spines to the malleoli. Moreover, the latter 
method does not show shortening due to flexion and adduction of the hip joint. Further, 
the foot may be fixed in a position of talipes equinus, which may make a short limb 
apparently longer than its fellow, so that the anterior spine on the corresponding side 
may be elevated. When the anterior spines are on a different level, the trunk leans 
towards the lower spine, but in order to maintain the erect position the upper part of 
the body becomes flexed to the opposite side. Thus, the spine in the lumbar region 
develops a curve with its convexity to the side of the short limb. Lateral curvature due 
to a shortened limb, in its early stages, is corrected at once by compensating the shortened 
limb, and it also disappears when the patient sits on a flat level surface. In the absence 
of inequality of the limbs, muscular weakness is by far the most common cause of 
lateral curvature. The spine does not become straight when the patient sits on a flat 


154 CURVATURE, SPINAL 


level surface ; but in the early stages of the deformity-the shape can be corrected some- 
what by muscular effort. 

Asymmetry of the chest following upon empyema or fibroid lung is easily detected. 
The shrivelled side is generally less resonant on percussion, and there are other signs of 
pulmonary disease. 

Scoliosis secondary to wry-neck is usually slight, and limited to the cervical and dorsal 
regions. In growing youths the carrying of heavy weights with one arm or upon one shoulder 
is 2 common and important cause of scoliosis, and it is therefore necessary to go into the 
question of occupation and habits. For instance, nursery-maids and butchers’ boys are 
very apt to develop lateral curvature as the result of carrying burdens upon the right arm, 

The lateral curvature due to rickets is recognized by the unusually early onset, during 
the first or second year, and the signs of rickets in other parts, especially thickening 
of the lower end of the radius. The direction of the primary curve is sometimes explained 
by the pressure of the arm of the nurse who carries the baby too exclusively on one arm. 
Actual paralysis of the spinal muscles is a rare cause of scoliosis, and is to be recognized 
by the wasting of the spinal muscles, especially when this is more marked on one side. 
The sinking of the muscles due to rotation of the spine must not be mistaken for wasting. 
There is usually paralysis of other muscles, especially those of the leg. Scoliosis is often 
seen in the various primary muscular atrophies (p. 518), and in Friedreich’s hereditary 
ataxy (p. 512). 

‘Peripheral neuritis as a cause is nearly always due to diphtheria or sore throat. The 
history may indicate this, or there may have been other post-diphtheritic paralyses, 
notably that of the soft palate, with nasal voice and regurgitation of fluid through the nose. 
Cultivations should be taken from the throat, and the Klebs-Loffler bacillus (Plate 
XXVIII, Fig. L, p.614) may be found if sought early enough. Occasionally the abdominal 
muscles may also be paralyzed in these cases, and this is a contributory cause of the 
curvature. 


ANTERO-POSTERIOR CURVATURES. 


These may take the form of (1) Kyphosis, (2) Lordosis. 

1. Kyphosis or ‘ hump-back,’ means a bending forwards of the upper part of the 
back on to the lower. The curve may be (a) Angular, and limited to a small portion of 
the back; or it may be (b) Diffuse, or even general, extending from the coccyx to the 
cranium, — 

(a). Angular Kyphosis.—The causes of angular kyphosis are :—(i) Tuberculous caries 
of the vertebra ; (ii) Growth of the spine ; (iii) Hydatid disease of the vertebre. 

(i). Caries is by far the commonest cause, and it is very important to recognize the 
disease before the deformity becomes well marked. Unfortunately, it may be treated 
for a long time as stomach-ache or intercostal neuralgia, because the pain is referred to 
the abdomen and the intercostal regions. During its active stages it is easy to recognize 
it from its classical symptoms and signs. The patient avoids all jerky movements, walks 
with a stooping gait, and grasps with the hands any convenient article of furniture. The 
spine is tender on percussion, also.on pressure upon the head or shoulders. Local rigidity 
of the back is noticed when the patient attempts to stoop. In later cases, paralysis of 
the legs may complicate the deformity. In the quiescent stages, the diagnosis is based 
on the characteristic local deformity and rigidity. Skiagrams, especially those taken 
from side to side, may afford material help by showing evidence of destruction of the bodies 
of the vertebre (Fig. 195, p. 460). In some cases, lateral curvature may complicate or 
follow caries, and then the diagnosis is not easy. The disease may have affected the 
bodies of the vertebre unevenly, leading to some lateral deviation, which is usually rather 
abrupt and associated with the local rigidity characteristic of caries. 

(ii). Growth of the spine is a rare cause of angular curvature. Rapidly developed 
curvature in a patient after middle age may be due to secondary carcinoma in the bodies 
of the vertebre, and bearing this possible cause in mind, the surgeon should go carefully 
into the history, and examine every possible source of primary carcinoma, particularly 
the breast. Primary or secondary sarcoma may also lead to deformity of the spine, and 
in some cases an w-ray examination may give evidence of the development of new bone 
in the growth, or of the absorption of the vertebra. 
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(iii). Hydatid disease is a very rare cause of spinal curvature, and it is usually not 
limited to the spine. 

(b). Diffuse Kyphosis.—The back may be bent forwards in a uniform curve extending 
from the coccyx to the cranium. This variety is common in rickets, owing to the premature 
assumption of the sitting position when the bones are soft and the muscles of the back are 
weak. When the patient is lying prone, the deformity can easily be corrected by raising 
the legs. Moreover, there are other signs of rickets, such as enlargement of the lower end 
of the radius, beading of the ribs, and delay in the eruption of teeth. A similar deformity 
arises from muscular weakness due to other causes, such as idiocy and congenital spastic 
paraplegia. In all of these there is an entire absence of rigidity of the spine. An extensive 
_and uniform curve, affecting the cervico-dorsal region, is common during adolescence, and 
is due to muscular weakness, lazy habits, and the carrying of heavy weights. In its early 


Fig. 63.—Osteitis deformans n a man. Fig. 64.—Osteitis deformans in a woman. 


stages the deformity is easily reducible, and as a rule is compensated by a marked lordosis 
in the lumbar region, and some tilting backwards of the occiput. It is often associated 
with lateral curvature, and in some cases may be partly due to shortness of sight. The 
condition is distinguished from caries by the diffuseness of the curvature, the absence of 
pain and local tenderness, and the comparative suppleness of the back. 

Kyphosis due to spondylitis deformans or to osteitis deformans (Figs. 63 and 64) is of 
a more uniform character without complicating lordosis, and the deformity is irreducible. 
There is generally evidence of the disease in other parts, such as osteo-arthritis, or the 
bending of the legs, and increase of the size of the head, which are due to osteitis deformans. 
Porters carrying heavy weights on the upper part of the back prematurely develop the 
kyphosis which is usually associated with old age. They frequently have a bursa over 
the seventh dorsal spinous process (Fig. 65). 
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2. Lordosis, Hollow-Back.—This deformity is only common in the lumbar and 
lower dorsal region. The natural hollow of the loin is exaggerated, and usually there is 
either primary or compensatory kyphosis in the 
cervico-dorsal region (fig. 66). Lordosis is 
rarely primary, but it may be so in the early 
stage of lumbar or lumbo-dorsal caries in 
children, when the real cause of the deformity 
is apt to be overlooked. The abdomen is very 
prominent, and the back is not only hollow, 
but rigid and tender. Pressure upon the head 
also causes pain in the back. In some cases 
the deformity is exaggerated by induration or 
suppuration in the psoas muscle, which com- 
plicates this disease. Lordosis is not uncom- 
monly due to weakness or paralysis of the muscles 
of the back (Fig. 66). It is particularly impor- 
tant to look for other evidence of primary 
muscular dystrophy. The upper part of the 
back is then thrown backwards to facilitate the 
maintenance of the erect position. Lordosis is 
often secondary to the flexion of hip disease, 
which must not be overlooked. Limitation of 
movement—especially of rotation of the hip 
joint—and wasting of the thigh, serve to demon- 
strate the existence of this disease. Lordosis 
and the waddling gait may be the first indica- 
tions of congenital dislocation of the hip. In 
this condition, which is 
almost confined to the 
female sex. the erect 
position is maintained only 
by throwing the shoulders 
Fig. 65.—Deal porter’s bursa over vertebra prominens. backwards to an unusual 

degree in order to bring 
the trunk in a line with the heads of the femora, which are dis- 
located backwards. The suspicion of congenital dislocation of the 
hip may be confirmed by skiagraphy, by the gliding movements of 
the head of the femur upon the pelvis, the unnatural width of the 
hips, the hollow appearance of Scarpa’s triangle, and by palpation 
of the head of the femur upon the dorsum ilii when the thigh is 
flexed, strongly adducted, and inverted. Contortionists usually have 
a good deal of lordosis owing to the unnatural suppleness of the 
lumbar spine and the elongation of the hamstrings. In all these 
conditions, the back is supple, and ean be restored to its natural 
shape by placing the patient in the supine position and flexing 
the thighs. R. P. Rowlands. 


CYANOSIS, EXTREME.—Extreme cyanosis, blueness, or livid- 
ity, is generally most marked in the face; next in the extremities, 
especially the hands, feet, ears, and penis; and least in the trunk. 
Cases in which it is a prominent symptom may be divided into two 


main groups, according as the cyanosis is present at or soon after Fig. 66 
birth, or occurs later in the life of a patient originally free from it. Myopathie lordosis. 


Congenital cyanosis of extreme degree is nearly always due to 

malformation of the heart, particularly pulmonary stenosis (Fig. 67). Patent septum ven- 
triculorum may also produce the symptom, though not in so marked a degree, whilst 
patent ductus arteriosus, when it occurs by itself, is generally not associated with 
cyanosis at all. These three conditions all give rise to loud universal bruits, of which 
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that due to pulmonary stenosis is purely systolic, with its maximum intensity in the second 
left intercostal space close to the sternum; that due to patent septum ventriculorum is 
also systolic, but has its maximum intensity lower down the sternum, usually between 
the two third spaces or fourth ribs; whilst the bruit of patent ductus arteriosus is not 
purely systolic, but continues through both systole and diastole, with its maximum 
intensity at the time of the second sound, and it is best heard in the third left intercostal 
space, about half an inch out from the sternum ; all these bruits may or may not be accom- 


_ panied by a corresponding thrill, the latter generally 


being least marked with patent septum ventriculorum. 

Extreme CLUBBING OF THE FINGERS and of the 

toes accompanies the cyanosis in most cases (Mig. 46, 

p. 111). In addition to these three types of con- 

genital heart disease, there are other cases in which 

extreme cyanosis, with or without clubbing of the 

fingers, occurs without any definite bruits, and the 

diagnosis of the nature of the lesion can only be 

guessed at. There may or may not be transposition 

of the great vessels or of the viscera at the same time. 

Sometimes there is a single large vessel, the pulmonary — 
artery coming off from the aorta; or there may be 

only one ventricle, or a single auricle. It is almost 

impossible to decide between the various possible 

lesions, unless there is one of the definite bruits just 

described. Anomalous cases seldom survive, but some 

cases of pulmonary stenosis or patent septum ven- 

triculorum reach adult life, and patent ductus arteri- 

osus often gives little inconvenience to the patient at 

all. It is to be remembered that patent foramen ovale aul gee 

: r ‘ " Fig. 67.--Morbus cceruleus- congenita 
is quite undiagnosable, that it causes no symptoms, pulmonary stenosis with extreme cyanosis. 
and is present in a large percentage of normal people. 

Cyanosis developing in children or adults who have hitherto been healthy, is generally 
due either to laryngeal or tracheal obstruction, to lung lesions, cardiac failure, obstruction 
to the superior vena cava, or to some alteration of the blood itself, such as is found in 
splenomegalic polycythemia, methemoglobinzemia, sulph-hzemoglobinzemia, or the later 
stages of diseases associated with extreme loss of fluid from the tissues, especially cholera 
maligna. The differential diagnosis is usually easy up to a certain point; not a little 


- cyanosis may result from taking certain drugs either in large quantities at a time, or in 


less quantities. continually—veronal, trional, sulphonal, and acetanilide in particular. 
The urine in these cases often reduces Fehling’s solution, and may contain methzmoglobin 

recognizable by the spectroscope. The diagnosis depends on a knowledge of the drug tha 

is being taken. Cases of pancreatitis often exhibit a peculiar cyanotic hue. The fact of 
laryngeal obstruction is generally obvious from the stridor, and from the way in which the 
larynx moves forcibly up and down with respiration. The cause of the obstruction may 
be less easy to determine. In a child, a digital examination of the back of the mouth 
should not be omitted, lest there be a post-pharyngeal abscess or a foreign body ; in the 
absence of this, the most probable cause is diphtheria; though it may be difficult to dia- 
gnose forthwith between laryngitis with intermittent spasm, laryngismus stridulus, acute 
obstructive laryngitis, and diphtheria. Swabbings should be taken from the throat as far back 
as possible, and examined bacteriologically. The bacillus of diphtheria (Plate XXVIII, Fig. 
L, p. 614) may be found on direct examination of films stained by Neisser’s method ; but. 
sometimes they cannot be found until cultivations have been made, and this takes upwards. 
of twenty-four hours. If there has been no obvious cause for catarrhal laryngitis, such 
as the inhalation of irritant gases or a recent attack of acute bronchitis affecting the large 
tubes, it is better to assume that the condition is diphtheria until it is proved not to be so. 
The occurrence of other cases in the same house, or in the neighbourhood, may assist the 
diagnosis. Another condition which may simulate diphtheria from the extreme dyspncea 
and cyanosis that result is the inhalation of a foreign body, such as a button, small shell, 
piece of food, a tooth, and so on; or obstruction to the trachea by a bulging caseous 


caused.by a caseous 
gland which is embect fed 
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gland (Fig.68). In an older person, acute suffocative laryngitis due to pneumococci or strepto- 
cocci is associated with extreme cyanosis of rapid onset. Tracheotomy is necessary, and 
the diagnosis is arrived at upon bacteriological grounds. When similar acute infective 
changes occur, not in the larynx only but in the root of the tongue as well, thence infil- 
trating the deep structures of the neck, as 

Left main bronchus in angina Ludovici, cyanosis and dyspnoea 
scarcely visible on account may be very marked; the diagnosis is 
ote bulging gland above it suggested by the acute brawny swelling 
of the neck and by the changes in the 
floor of the mouth and tongue. Severe 
dyspneea and cyanosis may accompany 
goitres, whether simple, exophthalmic, or 
malignant ; the attacks may be paroxys- 
mal even though the thyroid gland itself 


does not seem to vary in size; or the 

ae \ s cyanosis and dyspnoea may be continuous 
arge . 

janea cee. when there has been rapid enlargement 


the left wall 


of the gland from rarities such as heemor- 
of the trachea, 


rhage into it, acute suppuration in it, or 
from progressive and extreme fibrosis of 
the organ such as is seen in ligneous thy- 
roiditis, or Riedel’s disease (see Turyroip 


GLAND, ENLARGEMENT OF, p. 721). It is 
Fig. 68.—Bronchoscopic appearance of a case of trachea ? t i 
compression from enlarged glands. There was extreme dyspncea difficult to inspect the vocal cords in a 
a mosis in this case, relieved at by tl assage of : : Nena : 
Pe dcmeoctece! 0 Chey ia he eaee eS eReee Ol ermechild ss bub iataneacdult tient easier, and 
3 direct examination serves to distinguish 
between acute or ulcerative lesions of the larynx and laryngeal paralysis ; the latter, some- 
times the result of syphilitic degeneration of part of the vagal centre in the medulla, is 
apt to produce bilateral abductor paralysis with adductor spasm, which may come on acutely 


and simulate acute asphyxia from a foreign body. Tuberculous, syphilitic or malignant, 


in the bulge 


Fig. 69.—Obstruction to the superior vena cava by intrathoracic aneurysm. The patient, who was under the care 
of ‘Dr. Moorhead, of Blindley Heath, was of normal appearance until, almost suddenly, his face and neck increased 
enormously in size and became violaceous without being definitely cedematous. There had heen a brassy cough for 
some time previously. He survived the acute obstruction to his superior vena cava a few months. The photograph, 
taken when he was lying ill in bed, shows the bloated appearance that resulted. 


variolous, leprous, lwpoid, and traumatic ulceration of the larynx, may any of them become 
acutely infected by inflammatory organisms, and lead to comparatively sudden and severe 
laryngeal stenosis with acute cyanosis ; the diagnosis will depend upon the history, bacterio- 
logical examination, and direct examination of the vocal cords. Bright’s disease has 
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sometimes. caused similar symptoms, due to acute oedema of the larynx, and potassium 
iodide may do the same in those who are particularly prone to iodism. Knee-jerks should 
be tested, and the pupils examined, lest acute attacks of dyspnoea with cyanosis simulating 
laryngeal obstruction are due to the laryngeal crises of tabes dorsalis, 
| Growths of the lung, particularly if they give rise to pleuritic effusion or to obstruction 
of a bronchus, may cause progressive cyanosis ; the diagnosis is not as a rule easy in the 
earlier stages, but if there is evidence of progressive interference with the structures within 
the thorax, with ultimate stenosis of the superior vena cava, and the results of this, namely, 
cedema of the face and arms, together with cyanosis of these parts out of proportion to 
any similar change in the legs, the diagnosis lies between growth, aneurysm, and mediastinal 
fibrosis. The a-rays will sometimes be of material assistance in deciding. A rare but 
very alarming complication of thoracic aneurysm is for the latter to open suddenly into 
the superior vena cava; the result is acute dyspnea, extreme cyanosis of the face and 
hands, and bloated-looking swelling 
of the head, face, neck, arms and 
upper part of the chest and back 
(Fig. 69). The diagnosis is suggested 
at once by the suddenness of the 
onset of the graver symptoms ; 
though these have also been pro- 
duced in rare cases by such lesions 
as sudden hemorrhage into the media- 
stinum or thymus gland, or similar 
hemorrhage into an_ intrathoracic 
sarcoma or other new growth. 
Phthisis, in the later stages, 
particularly when it advances 
rapidly and leads to generalized 
caseous bronchopneumonia, causes 
extreme cyanosis in some instances. 
The diagnosis will generally have 
been made long previously, from 
the symptoms, such as hemoptysis, 
cough, and wasting ; from the ab- 
normal physical signs which started 
at the apices of the lungs and were 
progressive ; and from the discovery 
of tubercle bacilli and elastic fibres 
in the sputum,-.though there are 
many cases of miner’s phthisis (Fig. 
70), or pneumonocomdris, in which 
the lung trouble may be extensive, 
yet tubercle bacilli cannot be 


Fig. 70.—Skiagram of a case of miner’s phthisis in a man, age 35, 


found: there is doubt as to whether who had been a worker in the Rand gold mines. Three years’ history 
: ‘ ae sf of lung trouble, though the man had won a mile race a year ago. Now 
this condition is always tuberculous a typical asthmatic with sputum but without detectable tubercle 


bacilli. He died a few months after the skiagram was taken. 


and not sometimes syphilitic. Skeagram by Dr. C. Thurstan Holland.) 


Pneumothorax, when it comes 
on suddenly in a patient who has had no symptoms hitherto, leads to acute dyspnea 
and cyanosis, which presently pass off; the physical signs are pathognomonic, and the 
cause is generally tubercle. 

Embolism of the lung, if the artery occluded is of large size, may cause sudden death, 
so that the patient hardly has time to become cyanosed ; when the embolus blocks a 
smaller vessel, lividity, dyspnoea, intrathoracic pain, and hemoptysis are the most promi- 
nent symptoms ; the diagnosis is suggested by the suddenness of the onset in a case in 
which there is a cause for embolism, particularly thrombosis of a vein such as the femoral 
or iliac, or a recent surgical operation in the neighbourhood of a large vein such as those 
in the abdomen, or otitis media with lateral sinus thrombosis, or a cardiac lesion such as 
infective endocarditis of the right side of the heart. There may be no abnormal physical 
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signs ; but sometimes the resultant infarct may be detected by the impairment of percussion 
note, the deficient vesicular murmur, and the development of a rub over it. 

In childhood, the commonest lung affection to produce extreme cyanosis is broncho- 
pneumonia ; the diagnosis is generally obvious, though it is not always easy to determine 
whether, in a case in which there is some evidence of laryngitis at the same time, the 
cyanosis is due mainly to the laryngeal obstruction or to the intra-pulmonary lesions. 
Each may cause extreme sucking in of the intercostal spaces and convulsive movements 
of the chest as a whole ; but the best measure of the degree of laryngeal obstruction is 
the violence of the up-and-down movements of the larynx itself. There may or may not 
be empyema associated with bronchopneumonia ; but the degree of cyanosis will not help 
to distinguish between these two ; needling of the chest will be resorted to when there is 
ground for supposing that empyema may be present. Severe bronchitis and emphysema 
in middle age often lead to marked cyanosis and orthopnoea, owing no doubt to the failure 
of the right side of the heart to which the lung trouble gives rise. The over-distended 
condition of the chest, its small difference between maximum inspiratory and maximum 
expiratory girths, the deficiency of the vesicular murmur, the rhonchi all over it, and 
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Fig. 71.—Termination of a case of lobar pneumonia by lysis followed by empyema. 


perhaps non-consonating rales at the bases, would indicate the diagnosis, particularly. 
if the patient has inelasticity of the skin of the back of the hands, and has suffered from 
similar attacks for some years past, especially in the winter. The chief difficulty will be 
to determine whether the cause of the cyanosis is pulmonary or cardiac (see below). Lobar 
pneumonia as a cause of acute cyanosis is diagnosed chiefly by a history of sudden onset, 
the continuance of pyrexia for a week or ten days and ending by crisis (Fig. 272, p. 642), 
the rapid respiration-rate in proportion to the temperature, the viscid rusty sputum, and 
herpes labialis. Occasionally the pyrexia terminates by lysis or in some other atypical 
way (fig. 71), instead of by crisis; or it may rise again after the crisis, particularly 
when empyema follows (Fig. 71). Sometimes the diagnosis is made when no abnor- 
mal physical signs can be detected ; but if over a large portion of a lobe there is at the 
same time impairment of note, with bronchial breathing, bronchophony, pectoriloquy, 
without rales at the height of the malady, but with fine crepitations at the beginning of 
the attack, and with redux crepitations as the bronchial breathing disappears after the 
crisis, the diagnosis will be obvious, especially if during the fever there is a great deficiency 
or complete absence of chlorides from the urine. 

Asthma is sometimes very difficult to distinguish from bronchitis and emphysema, 


because it ultimately gives rise to both the latter (p. 535). It may produce extreme cyanosis 
during an attack. 
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Cardiac causes for extreme cyanosis include any of the conditions which lead to chronic 
failure of the right side of the heart. 'These may be classed into one or other of four main 
groups, namely : primary valvular disease of the heart; affection of the muscle of the heart 
or pericardium ; failure of the heart as the result of chronic lung lesions, especially emphy- 
sema, bronchitis, fibroid lung and bronchiectasis ; and cardiac failure when the heart is 
unable to maintain the high blood-pressure due to granular kidney or arteriosclerosis. 
When a late stage in the failure of compensation has been reached, it is often difficult to 
determine whether the primary condition is kidney, heart, lungs, or arteries ; the differential 
diagnosis between these is considered on page 14. 

Cyanosis due to splenomegalic polycythemia (Plate XX LX, p. 634) is slowly progressive, 
and the diagnosis is arrived at by finding in the patient a big spleen with PoLtycyTHaMIA 
(p. 582), and no other very definite lesion. 

Cyanosis due to inspissation of the blood as the result of loss of fluid from the tissues 
in fevers, such as cholera, dysentery, yellow fever or typhus, is a late symptom in a 
disease that will generally have been diagnosed upon other grounds. 

Methemoglobinemia and sulph-hemoglobinemia are diseases which have been grouped 
together under the term enterogenous cyanosis. Both are exceedingly rare. The tint of 
the skin by itself suggests the diagnosis, being altogether different from that of ordinary 
cyanosis, and yet not to be mistaken for pigmentary affections such as Addison’s disease, 
argyria, ochronosis, or hemochromatosis. There is no polycythemia. The diagnosis is 
established by spectroscopic examination of the patient’s blood, a suitably diluted specimen 
exhibiting a well-defined absorption band in the red (Fig. 35, p. 80) in addition to the 
two bands of oxyhzmoglobin between the D and E lines (Fig. 30, p. 80); the distinction 
between sulph - hemoglobin and 
methemoglobin is not easy except 
in the hands of experts in blood 
chemistry and spectroscopy. Some 
eases arise without any obvious 
external cause, and are to be dis- 
tinguished from those in which 
the blood-changes are directly 
attributable to the effect of taking 
chlorate of potash, aniline deriva- 
tives, and possibly other drugs. 

Herbert French. 


CYSTINURIA is the term used 
to denote the presence of cystin 
(C,H,NSO,), in the urine. The 
latter is usually pale, turbid, and 
oily in appearance when passed, 
slightly acid in reaction, with an 
aromatic odour resembling sweet- 
briar; after standing, alkaline de- 
composition leads to the formation 
of sulphuretted hydrogen and a 
change in colour from yellow to Fig. 72.—Cystine in erystals, as seen under {the:high power of the 
green. The eystin forms a light- Microscope : colourless flat hexagonal plates. 
yellowish deposit, which consists of 
colourless microscopic hexagonal plates (Fig. 72). The condition is hereditary, and merely 
indicates a peculiarity of metabolism. The crystals have occasionally given rise to calculi, 
which are of a light fawn colour when first passed or removed, changing to green when they 
are exposed to the air. Cystin is not dissolved on heating the urine or by adding acetic 
acid, but it is by mineral acids and by ammonia; from the latter it can be recovered by 
evaporation : a chemical test that has been recommended is to boil some urine with 
acetate of lead and caustic potash; if cystin be present, a dark precipitate should form, 
as the result of the formation of lead sulphide. The best evidence of the condition, how- 
ever, is the discovery of the typical crystals in the urine microscopically. Herbert French. 
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DEAD FINGERS.—Most individuals are familiar with dead fingers arising in perfectly 
normal persons who have spent more than the usual length of time in a swimming bath or 
in the sea; sometimes all the fingers of both hands will go absolutely white under these 
circumstances ; even the whole hand may go dead-white, but more often it is the fingers 
only. The toes may be affected in a similar way. 

Very similar deadness of the fingers results from exposure to cold on land, though the 
amount of cold required on shore is much greater than that which produces dead fingers 
in the water. The degree of cold required to produce this deadness of the fingers is much 
greater in the case of some individuals than in that of others, and the more inured the 
individual is, as the result perhaps of his occupation or other circumstances, the less easily 
do his fingers go dead with cold. This being so, it becomes a difficult point to decide just 
where deadness of the fingers ceases to be a physiological phenomenon and begins to be 
evidence of a pathological change. At the other end of the chain one has Raynaud's disease, 
which is one of the most characteristic of maladies, the patient’s fingers going dead on the 
least exposure to cold, and sometimes often in quite warm weather. This phase of local 
syncope often passes on quickly to one of local asphyxia, in which the fingers and generally 
also the toes, from being white, go more or less purple or even quite black (Fig. 125, p. 256) 
and remain in this deeply cyanotic state for hours, days, or even weeks, unless artificial 
measures are resorted to to restore the circulation. In the most severe cases some portions 
of the affected tissues fail to recover their circulation properly, and die in patches, with the 
result that indolent ulcers develop, healing slowly to form depressed scars, and thus simu- 
lating to a minor extent the effects of frost-bite. Even extensive gangrene and loss of 
fingers results sometimes. 

A very similar condition in which dead fingers may be a symptom results from 
ergotism (p. 259); and deadness of the fingers may be one of the phenomena of pellagra 
(p. 225), although here erythema is commoner than acute pallor. Fortunately both pellagra 
and ergotism are exceedingly rare in this country. | 

Between the physiological dead fingers of exposure in cold water or to cold 
atmospheres, and the pathological deadness resulting from Raynaud’s disease as the result 
of exposure to temperatures which ought not to cause deadness of the digits in normal 
persons, one meets with varying degrees of precisely similar changes to which it is difficult 
to give an exact name. For instance, an apparently healthy individual complains that 
whenever he is getting up on a winter’s morning he finds one or other of his fingers, gener- 
ally a ring or little finger, goes dead and white, and it is not until he comes down 
to breakfast and gets into a warm room with a fire that the circulation becomes restored 
in it; what name is one to give to this? There is no generalized syncope of all the fingers 
such as one meets with in Raynaud’s disease ; and yet the patient suffers from his dead 
fingers without any cause which should be adequate. The complaint is fairly common ; 
generally it is no indication of disease. Four things in particular need to be thought of 
however, before the trouble is put into the category of personal idiosyncrasy, namely : 
(1) Cervical rib ; (2) Arteriosclerosis ; (8) Cccupation ; (4) Blue-brain. 

Deadness of the ring or little fingers may be one of the earliest symptoms in the case 
of a person who has a cervical rib (Fig. 186, p. 448). Later, more generalized neurotic 
symptoms in the arm and hand may be expected, or even atrophy of the muscles supplied 
from the ulnar part of the brachial plexus. Although the rib dates from birth, it is remark- 
able how it often produces no symptoms until adult life is reached ; it may produce no 
symptoms at all even then; when it does so the patient’s attention is seldom drawn 
directly to the neck, but nearly always to something being the matter with the hand or 
forearm, especially the ulnar aspect of the latter and the little and ring fingers. If one 
realizes that the cervical rib or the fibrous band which joins the end of a buttress cervical 
rib (Fig. 187, p. 443)-to the first rib, is liable to interfere with the lower trunks of the brachial 
plexus, one can imagine the various vasomotor and other nervous symptoms that may 
result ; and if the possibility occurs to one, the diagnosis is established by means of the 
w-rays. Only when in place of any bony rib there is but a fibrous cord representing it will 
the w-rays fail to show either the entire rib, or more commonly perhaps a stump representing 
the vertebral end of such a rib, sufficient nevertheless to indicate the cause of the nerve 
symptoms in the hand and arm. 

Arteriosclerosis or atheroma, or both, may involve the vessels supplying the hands 
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and produce in the latter various symptoms of deficient circulation, including dead fingers. 
The patient will generally be past middle life, and as a rule there will be other indications 
of arterial degeneration, especially raised blood-pressure, though when atheroma rather 
than arteriosclerosis is the cause, the arterial affection may be extensive though the blood 
pressure is not raised. The condition in the arms and hands comes on as a rule spasmodic- 
ally, or in paroxysms when the arms and hands are used, and the remarks made on page 
440 in regard to intermittent claudication apply here just as they do in the case of the leg. 
Dead fingers from this cause, however, are not met with frequently. 

Occupation as a cause for dead fingers is familiar in two classes of persons in particular, 
namely first, those whose hands are immersed for many hours a day in waters of different 
temperature, especially if there are chemical ingredients such as carbonate of soda in the 
waters. Dead fingers are in this way one of the troubles which washerwomen are apt 
to suffer from (p. 444). The nature of the patient’s employment may suggest this cause 
if inquiry is made as to exactly how the particular individual carries on his work. The 
other group of persons who are liable to develop dead fingers in one hand or the other as 
the result of their occupation, are those who carry heavy loads upon one shoulder in such 
a way as to depress that shoulder and push the head far over towards the opposite side. 
Apparently what happens is that the pushing asunder as it were of the shoulder and the 
neck throws much strain upon the fibres of the brachial plexus, and in some individuals 
this strain leads to degenerative changes which extend down the nerve of the arm into the 
hand. Pains may be the most prominent result, and these pains are generally most severe 
in the region of the shoulder and the upper arm, especially in the parts supplied by the 
circumflex nerve. In other cases, besides the pain, or without pain, muscular atrophy 
results. In a few instances vasomotor phenomena predominate, and dead fingers or even 
a condition similar to that of Raynaud’s disease has resulted. That occupation is the 
probable cause will be suggested by the symptoms being so much more pronounced in 
one hand than in the other, for it very rarely happens that the man will carry weights first 
on one shoulder and then upon the other, so as to affect both brachial plexuses alike. 

Blue-brain is a descriptive term, coined by Sir James Goodhart to cover a very extensive 
class of case in which all sorts of peripheral phenomena of a functional type have their root, 
in his opinion, not in a peripheral cause but in a central one ; and as the individuals generally 
have what is called a poor circulation, with a tendency to blueness of the ears and hands, a 
ability to chilblains and other phenomena of that kind, he considers that they also have 
a corresponding tendency to poorness of the circulation in the cerebral centres ; just as 
they have blue extremities, so they have, as he says ‘ blue-brain.’ The patients are not 
all women, though the majority are ; they have aches here and pains there ; the abdominal 
aorta is often unduly pulsatile; the right kidney is often movable; there is suffering at 
the monthly periods ; the knee-jerks are exaggerated ; the patients are of the nervous, 
neurotic, neurasthenic, or even actually hypochondriacal type. Amongst the many symp- 
toms that they may complain of, deadness of the fingers on the slightest provocation 
may be one; the condition may then simulate Raynaud’s disease, and it is a question 
whether in Raynaud’s disease itself the vasomotor anomaly is not central rather than 
peripheral. Every practitioner has met with dead fingers in patients for whom they can 
recognize at once that the term ‘blue-brain’ fits as an appropriate label; for a full 
description of the types of case in question he should read Sir James Goodhart’s original 
article upon the subject. Herbert French. 


DEAFNESS.—This is the most constant symptom of disease of the ear. It may be 
present in one or both ears, and may vary from a slight deficiency, which may be 
unnoticed by the patient, to a complete loss of hearing. The causes of defective hearing 
are many. In some cases it can be easily relieved ; in others the prognosis may be abso- 
lutely hopeless. 

The organ of hearing consists of two main parts. The first is a conducting 
portion consisting of the external auditory meatus, tympanum, drum, and ossicles—the 
function of which is to collect the sound waves and transmit the vibrations to the 
endolymph of the internal ear. The second portion contains the labyrinth—cochlea, 
vestibule, and semicircular canals—in which are situated the terminations of the auditory 
nerve. Deafness may be caused by a lesion either of the conducting portion of the auditory 
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apparatus, or of the internal ear, which contains the receptive mechanism. The latter— 
labyrinthine or nerve deafness—is the more serious and usually the more severe, but the 
former is much the commoner. Rarely, deafness may be due to some disease of the 
auditory nerve or to some tumour of the brain involving the fibres of the nerve in their 
intracerebral course. 

Tests for Hearing.—In the examination of a deaf patient, a- careful investigation 
of the sense of hearing is necessary : (a) To estimate the severity of the deafness ; (b) To 
ascertain whether the lesion is situated in the conducting apparatus, or in the labyrinth 
or auditory nerve. Before carrying out these tests it is well to examine the external 
auditory meatus with a speculum, to make sure that the deafness is not due to the presence 
of a plug of cerumen, in which case elaborate hearing tests are unnecessary. The following 
are the tests usually applied :— 

1. The Whispered Voice Test——This consists in noting the distance at which whispered 
words are heard. Vowel sounds are usually heard better than consonants. The examiner 
must cultivate a whisper of uniform intensity, and the patient’s eyes should be covered 
to avoid the possibility of ‘ lip reading.’ Each ear 
must be tested separately, the other external audi- 
tory meatus being covered by a finger. 

2. The Watch Test—Here the distance is 
measured at which the ticking of a watch is heard. 
The same precautions must be taken as in the 
voice test. The observer must first measure the 
distance at which it can be heard by a normal 
person. Suppose this to be 30 in., and the patient 
hears it at a distance of 12 in; 
the patient’s hearing is then 
described as 33. Instead of a 
watch, Politzer’s acoumeter (Fig. 
73), an instrument producing a 

Fig. 73.—Politzer’s acoumeter. uniform tapping sound, may be 
used. 

The results obtained by these tests by no means always coincide. 
Sometimes the whispered voice may be heard remarkably well while the 
watch is almost inaudible. This is more likely to be the case when the 
onset of the deafness is late in life. More rarely the watch is heard 
more easily than the voice. x 

3. Tuning-fork Tests are of the ‘greatest importance, since it is chiefly 
by these that labyrinthine or nerve deafness can be distinguished from 
deafness due to a lesion of the external or middle ear. In the latter 
case the sound waves are obstructed on their way to the receptive 
apparatus, and cannot be heard when the fork is near to, but not in 
contact with, the ear; whilst if the base of the fork is applied to the 
mastoid process, forehead, or chin, the vibrations are heard readily, | _ 

3 : Fiq. 74.—Tuning-fork 
because they are now conveyed to the normal receptive mechanism. with foot-piece. 
directly through the bone. In nerve or labyrinthine deafness, on the 
other hand, though the vibrations are transmitted by the bone, the sound is heard poorly 
or not at all, for the receptive apparatus is at fault, and is unable to respond properly 
to the stimulus of the sound waves, whether they reach it via the external and middle ear, 
or through the bone. 

The tuning-fork used should be one which vibrates 256 times per second (C1). It 
should have a flat foot-piece (Fig. 74), so that it can be applied conveniently to the bone, 
and it may with advantage be fitted with a contrivance to prevent the occurrence of over- 
tones. In addition, tuning-forks vibrating 64 times per second and 1024 times per second 
should be at hand, for testing the perception for high and low tones. In an elaborate 
investigation, still higher pitched tuning-forks may be necessary. The following are special 
tests used in testing bone conduction in a deaf patient :— 

1. Rinne’s Test-—The tuning-fork is struck lightly, and the flat foot-piece is held 
steadily against the mastoid process. Directly the patient ceases to hear the sound, he 
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raises his hand, and the fork is then held close to the external auditory meatus. If the 
sound is heard again, the result is positive ; if it is inaudible, the result is negative. The 
test may also be carried out by holding the fork opposite the external auditory meatus 
first, and then, when it is no longer audible, applying it to the mastoid. A useful modifica- 
tion of this test is for the examiner to wait until the fork is no longer heard by the patient 
through the mastoid, and then to transfer it to his own mastoid. In this way the bone 
conduction of the patient is compared with the bone conduction of a normal individual. 

2. Weber’s Test.—This is especially useful in unilateral deafness. The vibrating fork 
is applied by the flat foot-piece to the middle of the forehead. The patient is then asked 
in which ear the sound is heard best. If the deafness is in the external or middle ear, the 
sound will be best heard on the deaf side (positive) ; if due to a lesion of the internal ear 
or auditory nerve, it will be heard in the good ear (negative). Great care has to be exercised 
in this test to get the correct reply from the patient, as there is often unwillingness to 
admit hearing in the affected ear. 

3. Gellé’s Test——The air-pressure is increased in the external auditory meatus by 
means of a Siegle’s speculum. The vibrating fork is then applied to the mastoid, or to 
the middle of the forehead. In a normal person, bone conduction is diminished. When 
it is unaffected it is generally considered that the foot of the stapes is fixed. 

The hearing of high or low tones is ascer- 
tained by using tuning-forks of a rapid or low 
rate of vibration. Galton’s whistle (ig. 75), 
which produces very high notes, is also used for 
this purpose. By means of this instrument a 
note as high as 50,000 vibrations per second 
can be produced. If notes of more than 20,000 
or 25,000 vibrations are not heard, the auditory = 
nerve is probably affected. Fig. 75—Galton’s whistle. 

To sum up, labyrinthine deafness is indi- 
cated when bone conduction is diminished markedly, i.e., when Rinne’s test is positive and 
Weber’s is negative. Generally speaking, in this form of deafness the perception of high- 
pitched sounds is diminished. It must, however, be remembered that in old people the per- 
ception of high notes is generally diminished considerably without any affection of the nerve. 

Deafness due to some error in the conducting apparatus is indicated when bone con- 
duction is good, i.e., when Rinne’s test is negative and Weber’s positive. There is also 
likely to be poor perception of low-pitched notes. 
| In carrying out these tests, however, it must be remembered that, in a patient over 
fifty, bone conduction is normally diminished, so that the tests are often inconclusive in 
an elderly patient. 

Deafness due to a Lesion of the Sound-conducting Apparatus.—When this is 
the case, either the external or the middle ear may be at fault. Examination with the 
speculum will readily reveal the presence of a plug of cerwmen, polypi, or a foreign body, 
such as a mass of wool, which is not infrequently inserted and forgotten by the patient. 

The cause of middle-ear deafness will be diagnosed by considering other symptoms 
which may be present, such as pain and tinnitus, together with an examination of the 
tympanic membrane, and of the nose and naso-pharynx. Deafness is more or less marked 
in all inflammatory diseases of the middle ear, acute or chronic, suppurative or non-suppurative. 
It must be remembered that there is not necessarily a correspondence between the intensity 
of the deafness and the condition of the membrane. The latter may be destroyed and 
hearing may remain fairly good, while with a small perforation, or in chronic non-suppurative 
otitis media, with but little alteration in the appearance of the membrane, the deafness 
may be profound. 

Catarrh of the Eustachian tube, or obstruction to this passage by the presence of adenoids 
or enlarged tonsils, is a common cause of deafness, especially in children. 

In some cases of middle-ear deafness, especially in otosclerosis, where the foot-plate of 
the stapes is fixed, the patient may hear ordinary speech better in a noisy place than in a 
quiet room. This is known as paracusis Willisti. It is generally explained by supposing 
that the more extensive vibrations caused by the loud noise loosen the joints between the 
ossicles, which are otherwise abnormally stiff. 
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In disease of the conducting apparatus, the patient, though deaf, not infrequently 
hears his own voice very loudly, and also noises in the nasopharynx such as occur on 
swallowing. This is known as aulophonia. 

Hyperesthesia acustica is a term applied when sounds produce an actual painful sensa- 
tion in the ear. It may be present in acute inflammation of the middle ear, fevers, and 
migraine. ; ; 

Nerve or Labyrinthine Deafness may be due to a lesion of the auditory nerve itself, 
which may be involved in a growth of the temporal bone, or may show degenerative 
changes in tabes. It may also result from a definite intracranial lesion such as a tumour 
of the mid-brain or pons. A diagnosis in these cases will be made from the coexistence of 
other nervous symptoms associated with cerebral tumour. In labyrinthine deafness the 
following actual pathological changes have been found: (1) Degenerative changes in the 
organ of Corti; (2) Hemorrhage; (8) Organized inflammatory products; (4) Rise in 
pressure in the endolymph. 

The following are the chief causes of labyrinthine deafness :— 

1. Extension from disease of the middle ear, suppurative (pyo-labyrinthitis) or non- 
suppurative (occasionally in otosclerosis). 

2. Apoplectic deafness or Meniére’s disease, which may be due to hemorrhage or a 
sudden rise of intracranial pressure. 

3. Following the specific infectious fevers, especially mumps, but also influenza, 
typhoid, measles, scarlet fever, and others. 

4. Syphilis. In the acquired disease, deafness may occur at almost any stage. The 
onset is usually sudden, the trouble is usually unilateral, and may have all the characters 
of Meniére’s disease. In congenital syphilis the deafness usually begins between the ninth 
and sixteenth years. Eustachian obstruction and retracted membranes are frequently 
present, but the deafness progresses and is labyrinthine in character. Other signs of 
congenital syphilis will be present to assist in the diagnosis. 

Deafness may follow an injection of salvarsan. It may appear after an interval of 
several days, or as long as three months. The short interval is usually after an intravenous 
injection, the longer when the drug has been injected into the muscles. The deafness is 
more or less absolute and has the characters of nerve deafness. By some this is regarded 
as due to the drug; others regard the lesion as due to the liberation of a large quantity 
of endotoxin consequent upon the destruction of the spirochetes. 

5. In Bright’s disease, leukeemia, pernicious and other anzemias. A hemorrhage is 
frequently the cause of the trouble here. . 

6. Certain drugs cause transient deafness of labyrinthine character ; notably quinine, 
and sodium salicylate; possibly alcoho! and tobacco. Mercury and lead also are stated 
to cause deafness sometimes. 

7. Traumatic. Labyrinthine deafness may follow blows, falls, or fracture of the base 
of the skull. 

8. Occupations, such as caisson workers, or workers in a continuous loud noise (boiler- 
makers’ deafness). 

9. Meningitis, especially cerebrospinal meningitis ; and occasionally in epilepsy. 

Deafness may also occur in hysterical individuals. This may usually be recognized 
by the manner and aspect of the patient, and by the absence of abnormal physical signs 
on examination. 

Lastly, it must be remembered that deafness may be complained of by a malingerer ; 
the fraud is usually exposed by contradictory replies to hearing tests with the eyes bandaged, 
or by speaking into the chest-piece of a binaural stethoscope with the tube to the sound 
ear plugged with wool. The probability is that the patient will say he hears words spoken 
into the stethoscope, but on removing this and covering the sound ear with the finger, he 
will say that he hears nothing. Philip Turner. 


DEFORMITY OF THE CHEST.—In the differential diagnosis of alterations in the 
form of the chest, it must be remembered that many slight deviations from its typical 
form are not produced by disease. A long narrow chest (alar chest), or one flattened 
anteriorly (flat chest) is often found in persons predisposed to phthisis ; but these also occur 
in individuals who are never affected by this disease. A long neck and sloping shoulders 
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are also associated with this condition, while a short, thick neck with high shoulders is 
found in persons subject to apoplexy. The alterations in the form of the chest which may 
result from disease may be considered under the following headings :— 

(1). Deformities the result of rickets ; 

(2). General changes in the form of the chest: (a) The barrel-shaped, (b) Unilateral 
enlargement, (c) Unilateral shrinking ; 

(3). Local changes: (a) Bulging, (b) Retraction. 

Rickets.—The following deformities of the chest in an infant are due to rickets :-— 
The chest is somewhat pear-shaped on transverse section, and a long vertical groove 
is often seen on each side of the sternum. Beading of the sternal ends of the ribs 
takes place, giving rise to the rickety rosary. The pigeon chest, in which the ribs are 
flattened on each side in front, so that the sternum becomes unusually prominent, making 
the chest appear somewhat triangular on transverse section, is always due to rickets 
(Fig.78). Harrison’s sulcus, a horizontal groove in the lower part of the rickety chest, sis 
due to the sinking in of the ribs above the attachment of the diaphragm. This groove is 


Fig. 76.—Rickety chest— Fig. 78.—Pigeon chest— 
child, aged 15 months. child, aged 14 months. 


Fig. 77.—Normal adult chest. 


Fig. 79.—Fibrosis of the left laung—man, aged 30 years. Fig. 80.—Emphysematous chest. 


CYRTOMETRIC TRACINGS OF VARIOUS FORMS OF CHEST. 
Transverse sections of various forms of chest at the level of the sterno-xiphoid articulation, reduced from 


eyrtometric tracings. The dotted lines indicate the natural shape at the same age. ‘The figures represent the 
measurements in inches. (Sawyer’s Physical Signs, 1908.) 


exaggerated because the lower ribs are pushed out by the increase in size of the abdominal 
viscera. All these deformities are associated with other signs of rickets in the child, 
which make the diagnosis easy. 

General Changes.—(a). The Barrel-shaped Chest is found in patients suffering 
from pulmonary emphysema (Fig. 80). The chest is enlarged in all directions and gives 
the appearance which is assumed by the normal chest only after deep inspiration. The 
antero-posterior diameter is greatly increased. The shoulders are higher and squarer 
than in health, the intercostal spaces are enlarged and bulging, the dorsal curve of the spine 
exaggerated. The movements of the chest during respiration are extremely restricted ; 
there is elevation of the chest as a whole during inspiration, but very little real expansion. 
The neck appears abnormally short. The apex beat of the heart cannot be felt. On 
percussion the note over the lungs is hyper-resonant, the cardiac dullness is greatly dim- 
inished and often obliterated, and the upper level of the hepatic dullness is lowered. The 
breath-sounds upon auscultation are enfeebled, and expiration is markedly prolonged. 
If bronchitis be present also, adventitious sounds are heard, especially sonorous and sibilant 
rhonechi and coarse bubbling rales. The heart-sounds are difficult to hear. 
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Whenever any loss of symmetry in the two sides of the chest is found, the vertebral 
column must be examined carefully, as the alteration may be due to spinal curvature. 

(b). A Unilateral Enlargement of the chest can be produced by an extensive pleuritic 
effusion, a large empyema, pneumothorax, and when an intrathoracic tumour affects the greater 
part of one side of the chest. The cause of the enlargement is ascertained by the physical 
examination ; thus with pleuritic effusion, either serous or purulent, the movements of 
the affected side during respiration are restricted, while those of the opposite side are exag- 
gerated ; dullness is found over the effusion, while above it the note is usually of higher 
pitch than normal, and often skodaic ; vocal fremitus, breath-sounds and voice-sounds are 
diminished or absent over the dull area. At the upper level of the fluid egophony may be 
present, and the breath-sounds frequently tubular. The presence of fluid is further con- 
firmed by finding the heart pushed over to the opposite side, and the liver depressed when 
the right pleura is involved. When a pneumothoraz is present, there is usually a history of 
a sudden onset, accompanied by a severe pain in the chest ; the affected side does not move 
as freely as the other with respiration ; the heart is displaced towards the opposite side, 
and vocal fremitus, breath-, and voice-sounds are diminished or absent, though the affected 
side of the chest is fully resonant; if serum or pus be present in addition to air, the 
note is dull or greatly impaired at the base of the lung, with hyper-resonance but absence 
of breath-sounds above. When much fluid is present, the note changes considerably with 
the position of the patient. The metallic tinkling of Laennec is sometimes heard over a 
pneumothorax ; coughing is generally required for its production ; it resembles the sound 
which occurs when ** a drop of water falls on the surface of a fluid contained in a half-filled 
decanter.’’ The bell sound or ‘ bruit d’airain’ is very characteristic of a pneumothorax ; 
to hear it, auscultation is performed over a portion of the pneumothorax, and a coin placed 
on another portion is struck with a second coin; the sound has a ringing metallic quality 
like that of the tinkling of a small bell, or like the ring that accompanies hammering upon a 
blacksmith’s anvil. Hippocratic succussion may also be obtained when the observer’s ear 
is applied to the chest while the patient’s body is shaken or jolted. 

(c). Shrinking of the whole of one side of the chest is due to contraction of one lung, 
either as the result of a previous compression by a large pleuritic effusion, and especially 
by an empyema, or on account of fibrosis of the lung (Fig. 79). The history of the patient 
often indicates the cause of the contraction of the lung; a large effusion may have been 
aspirated, or an empyema may have been drained by surgical means, leaving the scar of 
the operation. In other cases the empyema may have burst into the lung, and there may 
be a history of a large amount of pus having been expectorated. With fibrosis of the lung 
the affected side is retracted and shrunken, the intercostal spaces are very narrow, and 
the ribs may even overlap. The shoulder is lower on the affected side, and the vertebral 
column is deviated towards the diseased lung. The heart is drawn over to the affected 
side, in which there is very little movement during respiration. If the left lung be affected, 
the heart will be less covered by lung than normally, and so there may be a large area over 
which cardiac pulsation is visible. The note over the contracted lung is impaired, while 
on the opposite side it is hyper-resonant. The breath-sounds are deficient or absent, and 
may be tubular or cavernous, while at the base there may be numerous coarse bubbling 
rales, especially if there is bronchiectasis. Vocal fremitus may be decreased or exaggerated. 
The expectoration is generally copious, semi-purulent, and often fcetid. There is often 
marked clubbing of the tips of the fingers. 

Local Changes.—(a) The cause of bulging of any portion of the chest wall may be 
difficult of diagnosis, though sometimes it is obvious, as when an empyema points externally ; 
even this is sometimes mistaken for a localized abscess of the chest wall, unless a careful 
examination reveals the sign of fluid within the chest. In pulmonary emphysema, bulging 
is often present in the supraclavicular and infraclavicular regions. Bulging may also be 
due to an intrathoracic tumour, to an aneurysm of the aorta, or to a tumour or abscess of the 
chest wall. The most common situation on the chest wall for an aneurysmal swelling is 
to the right of the sternum in the first, second, and third intercostal spaces ; it may erode 
the upper part of the sternum and so produce a swelling there, while in rare instances it 
may produce a prominence to the left of the sternum ; a bulging to the left of the vertebral 
column may be due to an aneurysm of the descending thoracic aorta. The expansile 
character of the pulsation suggests the diagnosis. A tumour or abscess of the chest wall 
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may occur in any situation. The precordia becomes prominent in children in cases of 
pericardial effusion, or when the heart is enlarged; the situation of the prominence 
indicates its cardiac origin. An enlargement of the liver (p. 366) may also produce a promi- 
nence of the ribs under which it lies; a hepatic abscess, a subdiaphragmatic abscess, or 
an empyema, sometimes point over the lower part of the chest in front, while a psoas 
‘abscess may point over the lower ribs posteriorly. A prominence over the spinal column 
in the dorsal region may be due to spinal caries, or to a malignant new growth of the spine. 
An angular curvature of the spine is most commonly due to spinal caries, and any swell- 
ing which is associated with it may be produced by an abscess arising from the disease. 
Bulgings which give an impulse on coughing, and which wax and wane with respiration, 
suggest hernia of the lung, sometimes of considerable size in marasmic children suffering 
from whooping-cough, or in emaciated phthisical subjects with incessant cough. 

(b). Retraction or localized shrinking of the chest wall occurs in any condition in which 
there is a portion of lung contracted by disease. When present over one or both apices 
of the lungs, as shown by retraction in the supra- and infraclavicular regions, it is nearly 
always due to phthisis. Unilateral shrinkage is also found with fibroid conditions of the 
lungs which are not tuberculous, or after the absorption of a pleuritic effusion or the 
removal of the pus from an empyema. J. E. H. Sawyer 


DELIRIUM occurs in an overwhelmingly large proportion of cases in the course of 
some well-known disease, commonly pyrexial, and beyond the fact that the condition 
itself in such diseases is a symptom of somewhat serious import, nothing need be said as 
regards the diagnosis. There are, however, a few prognostic points worthy of mention 
in connection with such cases. Thus, in typhoid during the height of the fever, in measles, 
and in searlet fever, the delirium is commonly in proportion to the pyrexia in its violence, 
and can usually be controlled by controlling the pyrexia, if necessary ; in the later stages 
of typhoid, a low muttering delirium is of very serious import. In pneumonia, on the 
other hand, some degree of delirium is an almost constant factor, no matter what the 
temperature may be, and its significance depends upon the previous (alcoholic) history of 
the patient, upon the violence or severity, and duration or persistence of the mental 
phenomena. In rheumatic fever (unless due to salicylates, vide infra) delirium is of 
extremely grave significance, being commonly associated either with hyperpyrexia or with 
definite intracranial inflammation, neither of which is at all common. In influenza, too, 
it is a symptom causing great anxiety. 

The difficulties of diagnosis arise chiefly when we are called to a case of delirium of 
which we have no previous knowledge, where in fact our services are sought primarily 
because the patient has ‘ gone off his head and is.talking nonsense,’ and we must consider 
to what different factors this may be due. The following table embraces causes ordinarily 
met with :— 


Mania or lunacy in all its forms 
Pain, occasionally so severe as to prod.ce it 
Shock, ditto 


Delirium due to intrinsic brain- ( 
| Uremia 
{ 
{ 


cell changes or to pure nerve 
influences 


Delirium due to poison arising 


. : : . 19 2 
in the body (autogenetic) Diabetes. Anzemia. Polycythemia 7 


Impending death from any cause. 


Fevers of any kind, known and unknown as to their 
specific microbic origin 


Delirium due to microbie activi- 
ties 


and other less common intoxicants, anzsthetizing 
Delirium due to chemical agents substances, and hypnotics. Lead, and other metals 
introduced from without | occasionally. Exceptionally, it arises from almost 


| Belladonna, hyoseyamus, and their allies; alcohol 


any poison or drug, most typically, perhaps, from 
artificial salicylate of sodium. 


As with all other tables of diagnostic problems, the difficulties are much greater on 
paper than in practice, for in almost every case there is some one overwhelming and out- 
standing fact in the history which settles the matter off-hand. It is well, however, to 
have some fixed order of procedure laid down, which may take the following lines :-— 

1. Make strict enquiries as to anything unusual having been taken or applied lately. 


rT MLSE 


Sa ESE aD 


170 DELIRIUM 


Medicines containing belladonna, drops put into the eyes, or some strange or unusual 
vegetable eaten, are the most likely things. 

2. Enquire as to the recent health of the individual bearing on the urinary secretion, 
anemia, etc. ; also enquire about incidents that might have caused shock, and incidents 
suggestive of a simple idiopathic mental disorder. 

3. Take the temperature ; if materially raised it suggests some form of microbic 
influence, although in some, such as rabies, the pyrexia may not be great. 

4. Note the pupils; if dilated and fixed, they suggest belladonna or perhaps 
alcohol —delirium tremens can hardly occur without a definite history of ‘ soaking,’ or 
an accident ; contracted and immovable pupils suggest ureemia ; unequal pupils, general 
paralysis of the insane. 

5. Test the urine; this will go far in clearing up urinary causes. Further details 
must be sought under the appropriate headings. 

6. Note the skin, whether dry or sweating, whether flushed or pale ; in poisoning by 
belladonna, etc., it is often dry and flushed ; if connected with other dangerous chemical 
poisons, it is commonly pale and sweaty. Fred. J. Smith. 


DIACETURIA—or the passage of diacetic acid in the urine—occurs under precisely 
similar circumstances to ACETONURIA (p. 8). The following is the usual clinical test 
for diacetic acid :—To one inch of urine in a test-tube add liquor ferri perchloridi (B.P.) 
drop by drop. For a moment a white precipitate of iron phosphate forms, and then, if 
aceto-acetic acid be present, the liquid becomes deep purple-red, this colour being dis- 
charged on warming. If carbolic acid, salol, or salicylates are being taken, the urine 
contains phenyl compounds which give a similar reaction with ferric chloride, but the 
colour due to these does not disappear on warming. Herbert French. 


DIARRH@A.—It is important to remember that diarrhcea is a symptom and not a 
disease in itself, and in every case one must try to discover what the underlying cause 
of the looseness of the bowels is. In order to do this it may be necessary, in addition to 
routine physical examination in the ordinary way, to employ one or all of the following 
special methods: (1) Digital examination of the rectum; (2) Inspection of the lower 
colon by the sigmoidoscope ; (8) Investigation of gastric digestion by test meals (see p. 
319); (4) Examination of the stools by the naked eye and by the microscope. Most of 
these methods require no special description, or have been dealt with in other articles, 
but some account must be given of the examination of the stools. 


Various ‘ test-diets ’ for the investigation of the intestinal functions have been proposed, but 
it is sufficient to let the patient include the following articles in the dietary for about forty-eight 
hours before the stool is examined, viz: (1) Milk; (2) Eggs; (8) Meat in some form; (4) Farin- 
aceous foods, e.g., bread, potatoes, rice; (5) Green vegetables and stewed fruit ; (6) Fats, e.g., 
butter, bacon, fat, ham, etc. The choice and amount of the individual articles may be left to the 
patient’s taste. 

In order to examine the stool, a portion the size of a walnut should be rubbed up with normal 
saline solution to a fluid consistency, and examined with the naked eye against a dark background. 
Normally one sees a homogeneous fluid made up of very small dark-grey particles. In pathological 
conditions one may recognize mucus, pus, blood, parasites, the remains of connective tissue in the 
form of yellowish-white shreds, brown muscle fibres, and the residue of potatoes in the form of 
glossy granules. 

For microscopical examination one prepares three specimens. The first is examined as it is ; 
to the second one adds a few drops of 30 per cent acetic acid, and heats a little to dissolve fat ; to 
the third is added a little iodine solution. 

A normal stool shows in the first preparation a few muscle fibres, some yellow lumps of lime 
salts, and a few empty potato cells. In the second preparation, a few fatty crystals ; in the third 
a very few violet-tinted starch grains. In pathological conditions one may find in the first prepara- 
tion many well-preserved muscle fibres, numerous fat droplets and fatty crystals, and abundance 
of potato cells ; in the acetic acid preparation, numerous masses of crystals of fatty acids ; in the 
iodine preparation, an excess of starch. 

In order to test for Bile, mix some of the stool with concentrated corrosive sublimate solution 
and allow to stand for twenty-four hours. Normally it turns red from the presence of urobilin ; 
greenish particles show the presence of unaltered bilirubin ; absence of green or red colouring 
shows that bile is not present at all. 

Reaction of the Stool—A drop of the stool prepared as above by rubbing up with water is 
applied with a glass rod to a piece of moistened litmus paper. The reaction can easily be seen on 
the other side of the paper. A normal stool is nearly neutral ; marked alkalinity indicates putre- 
faction ; acidity shows carbohydrate fermentation. 
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Test for ‘ Occult? Blood.—The patient must have eaten no red meat for two or three days. 
A portion of the stool the size of a hazel-nut is rubbed up with 2 c.c. of distilled water in a mortar 
and placed in a test tube. Add half its volume of glacial acetic acid, and shake. Then nearly 
fill the tube with ether, and reverse several times. ‘To about one inch of the resulting yellow, 
translucent, ethereal solution, add: (a) a few drops of glacial acetic acid, (b) one inch of freshly 
prepared saturated solution of benzidin in rectified spirit, (c) one inch of liq. hydrog. perox. Shake, 
and pour a few drops on to a porcelain slab. If blood be present, a blue colour appears. 


DIARRHEA IN INFANCY AND EARLY CHILDHOOD. 


1. Acute.—The acute diarrhceas of infancy are either dyspeptic or infective in origin. 
The infective diarrhceas are usually spoken of as ‘summer’ or * epidemic’ diarrhoea. It 
is often impossible to distinguish sharply between the simple dyspeptic and the infective 
variety, but it may be said that the greater the signs of toxzemia (collapse, sinking in of the 
fontanelle, inelasticity of the skin, etc.) the more likely is it that the case is one of infection. 
High body temperature and epidemic prevalence of the disease are also in favour of such 
a diagnosis. Dyspeptic diarrhoea may be due to mal-digestion of any of the constituents 
of milk. Examination of the stools may enable one to distinguish which constituent is 
at fault, thus :— 


Stools containing white tough particles, insoluble in alcohol and ether mixture = 

casein indigestion. 

Green slimy stools containing small granular masses soluble in alcohol and ether 

mixture = fat indigestion. 

Frothy sour stools = sugar indigestion. 

Green stools are of no special diagnostic value, as they merely indicate that the 
contents have been hurried unduly through the intestine. 

If the stools contain visible blood and mucus, and are passed with much pain and 
straining, acute colitis may be diagnosed, but not until intussusception has been excluded 
(see BLOOD PER ANUM, p. 75). 

2. Chronie.—Chronic diarrhcea in infancy may follow upon an acute infective diarrhcea 
or be dyspeptic from the outset. The history and a consideration of the points mentioned 
above will determine the diagnosis in most cases, but it must be remembered (1) That an 
intestinal catarrh set up by an infection may lead to mal-digestion and persistent chronic 
diarrhoea in consequence ; and (2) That a dyspeptic diarrhcea predisposes to the develop- 
ment of intestinal infections. The two classes may therefore pass into each other and 
an exact differential diagnosis be impossible. 

There is a special form of chronic diarrhcea in early life which follows a very prolonged 
course, and to which the term ‘ coeliac disease’ or ‘ the cceliac affection’ is applied. It 
usually starts in the second or third year of life, and is characterized by the passage of 
stools which are not very frequent but are bulky, pale, and extremely offensive, containing 
much undigested fat and free fatty acids. The abdomen is tumid and tympanitic, and the 
child wasted and stunted in growth and development. This form of diarrhoea is very 
apt to simulate abdominal tuberculosis, and indeed is usually diagnosed as such ; but in 
abdominal tuberculosis enlarged glands or a rolled-up and thickened omentum can usually 
be felt, or there is ascites or evidence of tuberculosis elsewhere. Sometimes, however, a 
diagnosis is only possible after watching the progress of the case. If the stools in a case of 
chronic diarrhoea contain visible mucus and blood, and are passed with much straining, 
special involvement of the large bowel may be diagnosed (chronic colitis). The history 
will usually point to the preceding occurrence of an attack of acute colitis. 


DIARRH@A IN ADULTS. 


1. Acute.—The history is of great importance. It may elicit some indiscretion of 
diet (the eating of unripe fruit, ete.), or the consumption of some toxic article of food 
(ptomaine poisoning) or irritant drug (e.g., arsenic). In such cases vomiting is often present 
as well. In toxic cases there is great depression, and a feeble and, perhaps, irregular pulse. 
If there be fever, one should think of an infective cause, such as typhoid fever, or dysentery. 
In the case of typhoid, enlargement of the spleen is an early confirmatory sign, but is some- 
times absent ; spots should also be looked for. The presence of leucopenia may be of 
help, and the pulse-rate is low in proportion to the temperature. The agglutination 
reaction is not usually obtainable until the end of the first week. In dysentery there will 
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be tenesmus, with blood and mucus in the motions. In the amcebic form, the Ameba coli 
may be found in the stools (see Fig. 25, p. 77). In the specific form, the blood serum 
agglutinates Shiga’s bacillus. Similar symptoms to those of dysentery are produced by 
acute colitis, especially of the ulcerative form. 

Appendicitis may begin with acute diarrhoea, and the possibility of this should be 
borne in mind. 

In pernicious anemia, exophthalmic goitre, and Addison’s disease, periodic attacks of 
acute diarrhoea are apt to occur. The other characteristic signs and symptoms of these 
affections will be present. (See ANa#MIA, p. 24; and PIGMENTATION OF THE SKIN, p. 
528). 

Finally, it should be remembered that even although diarrhcea is due to a new growth 
in the bowel, it may begin acutely, and a rectal examination should never be omitted. 

2. Chronic.—Chronic diarrhoea in the adult may be the result of several causes, of 
which the following are the chief :— 

Impaired Gastric Digestion (gastrogenic diarrhoea).—The looseness tends to occur in 
bouts, with intervals of freedom. The stools contain fragments of connective tissue and 
show under the microscope an excess of unaltered muscle fibres. A test meal reveals 
absence or great diminution of gastric juice (achylia). 

Impaired Pancreatic Digestion (pancreatic diarrhcea).—The stools are pale or white 
in colour, very offensive, and show, on cooling, solidified fat masses ; microscopically they 
exhibit excess of fat globules and fatty acid crystals along with undigested muscle fibres 
and starch granules. 

Local Conditions in the Colon :— 

(a). Fecal Impaction (paradoxical diarrhcea).—This variety is commonest in elderly 
persons. Rectal examination reveals retained feces, and faecal masses may perhaps be 
felt through the abdominal wall. A thorough evacuation arrests the discharges. 

(b). New Growth.—There is nothing absolutely characteristic about this form of diar- 
rhoea, but the motions are often explosive and tend to occur in the early morning. Blood 
may be present in the stools, but not always. Digital examination of the rectum or the 
use of the sigmoidoscope will reveal a growth. It should be noted specially that neither 
a sudden beginning of the symptoms nor the youth of the patient excludes the possibility 
of growth. 

(c). Chronic Catarrh of the Colon or Rectum.—The_ diarrhoea in this variety tends to 
be in the early part of the day (‘morning diarrhoea’), the stools are well-digested and 
may or may not show visible mucus. Examination with the sigmoidoscope will show a 
catarrhal condition of the mucous membrane if the disease affects the pelvic colon. In 
cases in which the chief seat of the affection is higher up, it may only be possible to arrive 
at a diagnosis by the method of exclusion. 

(d). Ulcerative Colitis ——The stools are frequent, usually small, often passed with some 
straining, and contain visible mucus, blood, and shreds. The sigmoidoscope reveals ulcera- 
tion of the mucous membrane. The ulceration may be dysenteric or non-dysenteric in 
nature, but the history will usually enable one to make the distinction. 

Catarrh of the Small Intestine——The stools are usually copious, fluid, free from visible 
mucus or blood, unless the colon be involved as well, and show under the microscope 
impaired digestion of all the food constituents and the presence of bile-stained particles 
of mucus. Sometimes the diagnosis can be arrived at only by exclusion. 

If catarrh of the small intestine be diagnosed, one has to determine its cause. The 
chief things to think of are: cardiac disease or cirrhosis of the liver producing chronic 
venous stasis in the bowel; phthisis or other forms of tuberculosis ; chronic nephritis ; 
alcoholism and the ingestion of irritants (e.g., arsenic, antimony). 

Lardaceous Disease is a rare cause of chronic diarrhoea nowadays, and is not likely to 
occur unless there be signs of waxy disease elsewhere, e.g., in the spleen, liver, or kidneys. 
There may be a history of prolonged suppuration or tertiary syphilis. 

Tropical Diseases——The two chief tropical diseases causing chronic diarrhoea are, 
besides chronic dysentery already mentioned, sprue and hill diarrhea. 

In sprue the pale, frothy and copious stools are characteristic, besides the presence of 
a painful stomatitis involving the tongue and lining membrane of the mouth. It should 
always be thought of as a possibility in the case of a patient who has lived in the East. 
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Hill diarrhea, which is closely allied to sprue, is met with chiefly in EHuropeans on 
their going to the hills after living in the tropical lowlands. The diarrhoea tends to occur 
chiefly in the early morning, the stools being copious, pale and frothy. The diarrhoea 
is accompanied by much flatulence and distension. 

Nervous Causes.—If all the above causes of a chronic or recurring diarrhoea can be 
excluded, one may be dealing with a case of nervous diarrhea, which is characterized by a 
tendency for the bowels to act directly after a meal (lientery) or on excitement or under 
emotional influences. A good many cases of so-called ‘morning diarrhoea’ are of this 
type, though in many there is a catarrhal basis as well. The history, the presence of other 
evidences of nervous irritability, and the fact that the general health and nutrition are 
well maintained, all yield confirmatory evidence. Frequent action of the bowels may 
accompany tabes dorsalis, either in a late stage when sphincter trouble has arisen, or earlier 
in the form of rectal crises analogous to the more familar gastric crises of this disease. 

Robert Hutchison. 


DIAZO-REACTION,— The diazo-reaction of Ehrlich is obtained in certain urines 
on testing them with the following solutions :— 


(1) Sodium Nitrite - - - 05 gram | (2) Sulphanilic Acid” - - O°5 gram 
Distilled Water - - = 100° ¢:e. Hydrochloric Acid - =, 0's C.c; 
Distilled Water . LOG ¢-c. 


A strong solution of ammonia is also required, and all should be freshly prepared. 
To a drachm of sulphanilic acid solution add a drop of sodium nitrite solution, mix with 
a drachm of the urine, and add ammonia to excess. A normal urine turns brownish- 
yellow ; when the reaction is positive the mixture turns deep red, and, most characteristic 
of all, the froth produced on shaking the test tube is rosy red. 

It is often regarded merely as an obsolete test for typhoid fever; but it occurs in 
many other conditions—it is an indication of abnormal protein metabolism, leading to 
the elimination of certain aromatic substances which react in this way to diazo compounds. 
The following are some of the conditions under which the diazo-reaction has proved 
positive :—Many fevers, such as diphtheria, erysipelas, measles, pneumonia, scarlet fever, 
typhoid, typhus ; cachectic states, such as advanced phthisis, cancer, cirrhosis, syphilis, 
malaria, grave anzmias ; and as the result of poisoning by certain drugs, such as chrysarobin, 
guaiacol, carbolic acid, or opium. 

Clearly a reaction which occurs under so many different circumstances can have but 
a limited value. There are some who say that it has no value at all; others, however, 
find it of clinical use in the following respects: (1) It is never normal; (2) It is more 
constantly present in cases of typhoid than in any other fever, so that, other things being 
equal, the presence of the diazo-reaction may help in diagnosing typhoid fever, though 
the converse is not true; (3) In cases of phthisis a positive diazo-reaction is a sign of ill- 
omen, whilst should the diazo-reaction disappear after it has been present, this is evidence 
of material improvement, even though the physical signs remain the same. 

Herbert French. 


DILATATION OF THE HEART.—(See ENLARGEMENT OF THE HEART p. 206.) 


DILATATION OF THE STOMACH presents itself clinically under two _ totally 
different aspects: (1) Acute; (2) Chronic. 

Acute Dilatation of the Stomach is generally a serious complication, or often rather a 
fatal catastrophe, arising in the course of some other condition, especially :— 

After operations, notably laparotomy, per- | In the course of acute fevers, especially 

formed for whatever cause lobar pneumonia 
After abdominal injury In the course of chronic heart failure, 
especially in bad cases of mitral stenosis. 

The diagnosis is generally easy ; it is the relief of the acute dilatation that is so difficult. 
The blown-up, drummy abdomen, the constant effort to bring up wind, sometimes in vain, 
sometimes with copious and recurrent eructations, often with ominous hiccough, are 
familiar and much to be dreaded. Sometimes shortly before, sometimes just after, death, 
immense quantities of blackish brown or dull greenish brown fluid flow from the mouth 
and nostrils, and the wonder is how it can all be coming from one stomach. The dilatation 
itself is of the nature of acute paralysis of the gastric walls, and the final outflow of fluid 
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—-which gushes out rather than is vomited—is caused by the pressure of the gas associated 
with it, and not by active contractions of the stomach musculature. 

Chronic Dilatation of the Stomach is due to totally different causes, which may be 
divided into two main groups, namely :— 


1. Those associated with stenosis at or on either side of the pylorus due to :-— 


Cicatricial fibrosis of an old simple gastric ucler 

Cicatricial fibrosis of an old duodenal ulcer 

Adhesions around or near the pylorus, the result of former local peritonitis due to 
such causes as: Former gastric ulcer; Former duodenal ulcer; Gall-stones. In 
many cases adhesions are found without any ascertainable cause. 


Carcinoma of the pylorus Rarities, such as calcified retroperito- 
Carcinoma of the duodenum neal cyst ; hydatid cyst at the portal 
Carcinoma of the gall-bladder fissure ; huge renal tumour. 


Carcinoma of the head of the parcreas | 


2. Dilatation without obstruction :— 


Atony. Over-distention by gas or excess of food or drink. 


In the consulting room the two most suggestive signs of dilatation of the stomach are : 
(1) A gastric succussion splash, audible or palpable over a much wider area than normal. 
The mere presence of succussion is not an indication of dilatation, for. a normal stomach 
containing fluid and gas gives marked succussion. The point to determine is the area over 
which the succussion is heard; and if it extends right across the epigastrium and down to 
the umbilicus, or below it, when the patient is lying down, dilatation is almost certain. 
(2) Visible ‘gastric peristalsis over an unduly large area (p. 521). The most important 
symptom when there is pyloric stenosis is the vomiting at relatively long intervals of larger 
quantities of material than were consumed at the last meal, especially if remains of a meal 
taken the day before can be recognized in the vomit. A very important point to remember, 
however, is that even a marked degree of pyloric stenosis, with extensive dilatation, may 
be present in a patient who never vomits at all. This has been proved again and. again 
by bismuth and a-ray examinations followed by operation. It is by the a-rays that the 
diagnosis is made best, especially by a series of examinations after the original bismuth 
meal. If the bismuth is taken at 11 a.m., none should be seen in the stomach at 6 p.m. 
Very often in these cases, however, the black shadow is still obvious in the stomach, even 
at 11 a.m. on the following day—after twenty-four hours, and in some instances for longer 
still. It is generally easy to see the active peristaltic waves of the stomach at the same 
time, and thus distinguish between the dilatations due to obstruction, and atonic dilatation 
in which the stomach wall has sagged down and remains motionless when seen with the 
x-rays after bismuth. Skiagraphy is infinitely superior to any other method of diagnosis 
in these cases, and is replacing diaphany, lavage, inflation, and gastric juice analyses where- 
ever available. At the same time it is often possible to detect such difficulties as hour- 
glass stomach, or to distinguish ulcer from carcinoma. Once dilatation from stenosis has 
been demonstrated in this way, operative measures are indicated, for medicinal treatment 
cannot cure the mechanical stasis. The further details of the diagnosis are arrived at by the 
surgeon; even when the abdomen has been opened, however, it is often exceedingly 
difficult to decide whether a given hard mass at the pylorus is malignant, or due to inflam- 
matory matting round an old simple ulcer, and it may remain in much doubt which of 
the two is present until one finds that the patient survives for years after his gastro- 
enterostomy, and thus demonstrates that what was thought at the time to be a carcinoma 
must after all have been not malignant, but the result of inflammatory matting round a 
simple chronic ulcer. Herbert French. 


DIPLOPIA, or double vision, may be either monocular or binocular; that is to say, 
an object may be seen double with one eye, or single with each eye separately, and only 
double when both eyes are open. To distinguish between the two conditions it is necessary 
that each eye should be closed in turn. If with either eye the object is still seen double, 
the diplopia is monocular and due to that eye alone; if, on the other hand, the object 
is seen double only when both eyes are open, the diplopia is binocular, and due to some 
disturbance of the balance of the two eyes. 


DIPLOPIA ee ve: 


Monocular Diplopia may be due to : (1) Dislocation of the lens ; (2) Incipient 
cataract ; (8) Double pupillary apertures ; (4) Low degrees of astigmatism. 

In a case of monocular diplopia it is necessary to examine the eye by light reflected 
upon the pupil from an ophthalmoscope mirror in a dark room. Diplopia from a dislocated 
or displaced lens will only occur when the edge of the lens is in the pupil, some rays passing 
outside the lens direct to the macula, and other rays, passing through the edge of the lens, 
being deflected to a different part of the retina. In these circumstances the edge of 
the lens will be seen in the pupil as a dark crescentic opacity of unmistakable form and 
appearance. Other symptoms which may serve to confirm the diagnosis are increased or 
irregular depth of the anterior chamber (the space between the iris and the cornea), and 
tremor of the iris during movements of the eye. 

Early cataract usually leads rather to the appearance of multiple images, than of 
two only, a candle or light being seen as five or six. This polyopia is due to the fact that 
the lens is broken up by cortical cracks and opacities into sectors of varying refractive 
power, very often set in slightly different planes. These cracks and sectors of the lens 
will be seen easily as black radial opacities on illumination by an ophthalmoscope mirror, 
or as opaque white striz when the eye is illuminated from the front by a lens. 

The presence of two pupillary apertures will be at once apparent on a careful examina- 
tion of the eye. They may be congenital, or due to accident or operation. In cases of 
diplopia due to multiple pupillary apertures, the double vision is most evident when the 
object looked at is not in accurate focus. 

Should none of the three conditions mentioned above be found, it is most likely that 
the diplopia is due to a low error of refraction. In this condition letters and test types 
are often seen accompanied by faint ‘ ghosts’ placed either above or to the side of the 
real letters, and in some cases over-lapping them. This cause of monocular diplopia can 
only be determined by a careful examination of the refraction of the eye. The diplopia 
is cured by the wearing of suitable glasses. 

Binocular Diplopia may be either (1) Physiological or, (2) Pathological. 

Physiological diplopia occurs unnoticed in all normal binocular vision. It is evident 
that as the two eyes view any given object from different standpoints, the retinal images 
must differ as do the two views taken by a stereoscopic camera. The diplopia is not 
apparent, however, as the two dissimilar images are combined by the higher visual centres 
of the brain to form a single solid conception of the object viewed. The amount of 
dis-similarity of the retinal images gives the impression of space and distance, near 
objects causing images more unlike than those formed by things remotely placed. The 
dis-similarity of the two retinal images in normal binocular vision, giving the idea of 
space, is termed in psychology ‘ disparateness ’ or ‘ disparation.’ 

When, however, owing to some failure in the centre which controls the mental fusion 
of the two ocular images, they are not combined, or when some disturbance of the accurately 
balanced muscular mechanism upsets the automatic fixation of both eyes upon the same 
object, pathological, or obvious diplopia results. 

Pathological Diplopia.—Before discussing the various forms and causes of this con- 
dition it is necessary to have a clear idea of the visual process of localizing objects in space 
—projection, or orientation. 

In normal binocular vision, looking at an object means that both eyes are so turned 
that the image of the object looked at falls upon the central most acute area of the 
retina, the macula or yellow spot, in each eye, and objects other than that directly 
looked at form images upon the retina which are more or less peripheral. Irom our 
experience of such sensations and their locality on the retina we are able accurately 
to determine the relative positions of objects in space. The image of any object will 
always fall upon corresponding areas of the retinz of the two eyes. These areas, though 
always corresponding, are not in the true sense of the word symmetrical. The image 
of an object to the right of the eyes falls upon the nasal side of the right and the 
temporal side of the left retina; but the corresponding areas are in normal circum- 
stances always stimulated simultaneously, and from these retinal images is derived the 
idea of the position of the object in space. 

If the normal relative position of the two eyes is upset in any way the image of an 
object no longer falls upon two usually corresponding areas, erroneous ideas of projection 
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are formed, with consequent diplopia, and it is from an examination of this diplopia that 
we can ascertain the displacement of the eye and its probable cause. 

For example, Fig. 81 represents diagrammatically a condition in which the left eye 
is looking at or fixing the object O, while the right eye is pointing abnormally inwards— 
a convergent strabismus. In consequence of the abnormal position of the right eye, the 
image of the object O does not fall upon the yellow spot on the macula, f, but upon a point 
internal to it, a. In ordinary circumstances, with proper fixation of the two eyes, any 
object whose image fell upon a would be to the right of the object O, hence under the exist- 
ing abnormal conditions the right eye erroneously projects the object.O to the position O}1, 
and a diplopia results in which the right of the two images seen belongs to the right eye, 
and the left to the left eye. This is termed a homonymous diplopia. Fig. 82 shows in a 
similar manner the formation of a crossed diplopia in a divergent squint or strabismus. 
These two figures illustrate the formation of a diplopia in lateral deviations of the eyes. A 


fea 


Fig. 81.—Homonymous double images. Fig. 82.—Crossed double images. 


moment’s consideration will show that deviation in a vertical or oblique plane will equally 
cause diplopia, owing to the disturbance of the normal corresponding areas of the two 
retine. 

It will be seen from the figures that, in lateral deviations, a convergent squint causes 
homonymous, and a divergent squint crossed, diplopia. In ocular paralyses the diplopia 
will increase if the two eyes are carried in the direction of the usual action of the paralyzed 
muscle. As an example, Fig. 81 may be chosen as a diagrammatic representation of a 
paralysis of the right external rectus muscle. The more the eyes are turned to the right 
the greater will be the convergence, owing to the inability of the right eye to turn to the 
right to the same extent as the left ; the greater therefore will be the diplopia as the image 
of the object O falls farther and farther round on the nasal side of the right retina, the 
object being projected farther and farther to the right. It will also be seen from this con- 
sideration that in a case of diplopia from a muscular paralysis when the eyes are carried 
as far as possible in the direction of the usual action of the paralyzed muscle, the farthest 
displaced image always belongs to the paralyzed eye. 

The two images are not equally distinct. That in the unaffected eye falls upon the 
macula and is seen most distinctly ; this is called the reai image. That falling upon the 
retina of the affected eye is more peripheral, and therefore not so definite; it is termed 
the false or apparent image. 

With the above considerations in view, and with a knowledge of the individual actions 
of the ocular muscles, it is easy to elucidate cases of simple paralysis of one or more ocular 
muscles, but for convenience of reference the chart giving the position of the images in 
paralysis of the various ocular muscles is reproduced on the following page. 

Binocular diplopia may be caused, as suggested above, by paralysis of ocular 
muscles, but it may also arise from the bodily displacement of one eye from 
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orbital growth, abscess, or haemorrhage. It may also occur after some operations for 
fenotomy. 

Cases of displacement of the eye from local causes can usually be distinguished from 
those of ocular paralysis by the indeterminate character of the diplopia, which is accom- 
panied by more or less fixation of the eyeball, and by proptosis. 


Fig. 83.—To ILLustraTE THE BEHAVIOUR OF THE DOUBLE IMAGES 


IN PARALYSIS OF THE. OCULAR MUSCLES. 
Left-sided Right-sided 
Paralysis. Paralysis. 


The dotted lines represent the apparent image. 
External Rectus. 
Diplopia appears in looking toward the paralyzed side. 


The lateral separation of the images increases as the paralyzed eye 
is abducted. ; 


Internal Rectus. 


Diplopia on looking towards the sound side. 
The later separation of the images increases in adduction of the para- 
lyzed eye. 


. Superior Rectus. ei 
4 Diplopia on looking up. ‘ 
t] The vertical distance between the images increases as the paralyzed A 

: eye is elevated and abducted. ¥ 
The obliquity increases in adduction. 
The lateral separation of the images diminishes when the eyes are 
turned laterally in either. direction. 


Inferior Rectus. 
Diplopia on looking down. 
The vertical distance between the images increases as the paralyzed 
eye is depressed and abducted. ® 
The obliquity increases in adduction. i. 
The lateral separation of the images diminishes when the eyes are - 
turned laterally in either direction. A 


Superior Oblique. 


Diplopia on looking down. 
The vertical distance between the images increases as the paralyzed * 
’ is d d and adducted 
@ eye is depressed and adducted. A 
- The obliquity increases with the abduction. » % 
oe The lateral distance between the images diminishes when the eyes ; 
“4 are turned laterally in either direction. 


Inferior Oblique. 


Diplopia on looking up. oy 
The vertical distance between the images increases as the paralyzed ‘o 
eye is elevated and adducted. yy 
The obliquity increases with the abduction. @ 
The lateral distance between the images increases as the eye is 
elevated and abducted. 


Isolated paralyses of individual ocular muscles or groups of muscles are nearly always 
nuclear in origin ; basal growths rarely cause ocular paralyses of any extent on one side 
only, the affection sooner or later becoming bilateral. . 

In some rare cases of convergent or divergent squint with absence of binocular vision 
and good vision in each eye, there may be the power of alternate fixation with more or less 
evident diplopia. As a rule, however, the individual has the power of suppressing the 
image of the squinting eye, obtaining monocular vision. Herbert L. Eason. 


DISCHARGE FROM THE EAR.—(See Ororruaa, p. 421.) 
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DISCHARGE, NASAL.—A discharge from the nose may be acute, subacute, or chronic 
and it may consist of clear fluid almost like water, of mucus, muco-pus, pus, food regurgi- 
tated through the nose, or blood. For the differential diagnosis of the causes of hzmor- 
rhage from the nose, see EPISTAXIS, p. 220. 

Regurgitation of Food through the Nose may be due to a congenital condition, 
especially cleft-palate ; to acquired perforation of the palate, especially syphilitic ; to post- 
diphtheritic paralysis ; or to much rarer neuro-muscular lesions, such as bulbar paralysis, 
pseudobulbar paralysis, or myasthenia gravis, all of which are discussed elsewhere. 

Serous, Mucous, and Muco-Purulent Discharges differ from each other chiefly 
in degree, for that which may begin as serous may later become muco-purulent and then 
purulent, as is seen during the course of a common cold. <A watery discharge is sometimes 
spoken of as coryza, though for the latter to be typical there should at the same time be 
watering of the eyes; it is generally acute in onset, and the diagnosis of its cause is not 
difficult as a rule. It may be due to the following different conditions :— 


Common cold, early stage | Arsenic Some cases of spasmodic ‘ 
(Micrococcus catarrhalis) | Local irritants such as snuff, asthma 

Lachrymation | ammonia vapour, sulphur | Some cases of trigeminal 

Hay fever (coryza e feno) dioxide, chlorine, and other neuralgia 

Measles irritating gases Neurosis 

Iodism or bromism | Fog 


The differential diagnosis of these conditions needs little discussion, a careful inquiry 
into the circumstances of the case generally pointing to its nature at once. Measles 
probably presents the greatest difficulty, for the coryza precedes the macular eruption, 
and the patient, generally a child, may seem to be suffering merely from a severe cold, 
when in reality it is in the most infectious stage of measles. Examination of the buccal 
mucous membrane for Koplik’s spots (Plate VIII) may sometimes serve to distinguish this 
malady as long as two days before the eruption appears. These spots are individually 
small, with a whitish centre the size of a pin’s head, surrounded by a purplish red blush ; 
in many cases they are not single, but collected into groups of from two or three to thirty 
or more ; a common place to find them is on the inner aspect of the cheeks, in much the 
same position as that in which one expects to find brown pigmentation in Addison’s 
disease ; but they should be looked for also on the gums, the inner aspects of the lips, 
and on the hard and soft palate. 

The coryza resulting from iodide or bromide of potassium or from arsenic may be very 
severe, and the patient generally complains of constantly catching cold, when in reality 
the symptoms are due to the drug. 

The term influenza is sometimes applied to severe febrile colds associated with 
running of the eyes and dripping at the nose, but it is often inaccurate to apply the term 
influenza here, for the symptoms are more often due to the Micrococcus catarrhalis. 
Bacteriological detection of the Bacillus influenze in the discharge is essential if influenza 
is to be diagnosed with accuracy. 

Excessive secretion by the lachrymal glands apart from emotion may, in some 
instances, lead to constant dripping of water from the nose as the result of neurosis. 

One rare form of watery discharge from the nose is the escape of cerebrospinal fluid ; 
this fluid is perfectly transparent, like water, and it may be difficult to recognize its true 
nature unless there is a clear history of the commonest cause for the symptom, namely, 
an injury to the head leading to fracture through the base of the skull, involving one of 
the anterior fosse. The fluid may drip steadily, at the rate of a certain number of drops 
per minute, and if it is collected in a test-tube it may be found to reduce Fehling’s solution. 

A purulent discharge from the nose may result from that which has been in the first 
place serous, mucoid, or muco-purulent ; or it may have been purulent from the beginning. 
If it is acute and bilateral, it is probably due to a local infection by some pyogenic micro- 
organism, and even when it may seem to be due to nothing more than a common cold, 
not a few different organisms may be discovered bacteriologically. Staphylococci, strepto- 
cocci, and pneumococci (see Plate XXVIII, p. 614) are associated not at all infrequently 
with the Micrococcus catarrhalis. Influenza bacilli may be found. In rare cases, especially 
when the purulent discharge persists longer than it ought if it were the result merely of a 
cold, and especially in cases in which it is so acrid as to produce superficial excoriation and 
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PLATE VIIi. 


KOPLIK’S SPOTS 
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soreness of the edges of the nostrils and the upper lip, diphtheria bacilli will be found more 
often than might be expected. Nasal diphtheria, indeed, is not altogether uncommon, 
put it is difficult to recognize except by bacteriological examination of the nasal discharge. 
The same applies to two very much rarer purulent lesions of the nose, namely those due 
to gonococci and to glanders. There may be a urethral infection or a vaginal discharge to 
point to the diagnosis in the former case, the patient having transferred gonococci directly 
from the genital source to the nose by means of the fingers or a towel. Purulent rhinitis 
due to glanders is fortunately rare, though when it does occur it may escape recognition 
entirely in its curable stage, unless the patient’s occupation as a groom or horse-dealer 
suggests the source of the infection, or unless bacteriological methods are resorted to in 
all cases of nasal discharge that are not perfectly straightforward. 

Chronic purulent nasal discharges are for the most part due either to lesions of the 
mucous membrane or to the emptying into the nose of purulent collections from the 
antrum of Highmore, frontal, ethmoidal, or sphenoidal sinus, or from necrosis of the nasal 
bones. The diagnosis may be obvious enough, but very often it is by no means easy. It 
is essential that both nasal cavities should be inspected directly in a good light by means 
of a speculum and mirror; the various kinds of chronic rhinitis may be recognized in this 
way ; in chronic atrophic rhinitis the amount of discharge is usually small, the cavities of the 
nose are relatively spacious, the smell offensive (ozena), and there are generally crust-like 
deposits upon the mucous membrane. Chronic hypertrophic rhinitis may also produce 
a very offensive smell, a considerable purulent discharge, and difficulty or even inability 
to breathe through the nose owing to the bulging of the inflamed mucous membrane. 
There may or may not be polypi at the same time, and perhaps adenoids and enlarged 
tonsils owing to the necessity for breathing through the mouth. Membranous rhinitis is 
not a distinctive variety, it being more or less an accident whether the inflamed mucous 
membrane produces a membranous exudate or not; the discovery of membrane would 
suggest diphtheria, but bacteriological examination alone can determine whether the 
lesion is diphtheritic or not. Syphilis is responsible for a large number of the cases of 
ozena and chronic rhinitis, especially of the atrophic form, but it is not responsible for 
all, and the diagnosis as to whether the lesion is syphilitic or not will rest upon concomitant 
signs elsewhere, upon the history, and upon the result of Wassermann’s reaction. Necrosis 
of the nasal bones, if it occurs spontaneously, is often syphilitic, but it may also result 
from an injury, such as a blow; the deformity which follows the falling in of the bridge 
of the nose is characteristic. 

Tuberculous rhinitis is rare. There is a variety of nose affection called rhinitis caseosa, 
but this is acute and not. tuberculous ; the appearances might at first suggest that the 
nose was filled with a yellowish diphtheritic membrane, but on cultivation no diphtheria 
bacilli are to be found ; what micro-organism is the cause of the cheesy exudate in these 
cases is not known: if left, the underlying mucosa is apt to ulcerate, but under simple 
antiseptic treatment cure results in a week or a little more. Rhinoliths, although they 
may cause persistence of a nasal discharge, are not in themselves a primary condition, 
but rather the result of preceding rhinitis. Endothelioma, carcinoma, or sarcoma affecting 
the nose are not common except as the result of direct spread to its interior from the lip, 
jaw, cheek, or forehead. Sometimes, however, considerable nasal discharge may result 
from the growth of a semi-malignant tumour known as recurrent fibroma or fibro-sarcoma 
arising from the external periosteum of the basi-sphenoid bone, thus obstructing the back 
of the nose, and detected by a digital examination via the mouth. 

A foreign body inserted into the nose by a child or by an insane person may produce 
damage associated with a purulent discharge, which may persist even after the foreign 
body has been detected and removed. 

Lupus of the nose is hardly ever primary, and although it may destroy the margins 
and lead to a purulent discharge from the nostrils, the diagnosis is generally clear from 
the apple-jelly deposits in the adjacent skin of the cheeks. Rodent ulcer, on the other 
hand, though starting in the skin, may spread deeply into the nose, causing destruction of 
cartilage and bone, with pain and purulent discharge. Whereas lupus starts in early adult 
life, rodent ulcer begins at or after middle age. Histological examination may be required 
to distinguish it from epithelioma, though the latter is likely to fungate more and to have 
advanced more rapidly than rodent ulcer does; the latter may have existed for years 
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without any rapid advance. Radium treatment, efficiently applied, will cure most rodent 
ulcers of the skin, but this therapeutic test is no longer applicable when the cartilages and 
bones of the nose have become involved, for radium is then not able to cure the rodent 
ulcer any better than it can cure lupus or epithelioma. 

Empyema of one antrum of Highmore may cause most troublesome purulent discharge 
from the nose, but it is not difficult to diagnose when the symptoms are definite. The 
patient generally complains that the pus invariably comes down one nostril; that it is 
associated with an odour which is offensive to himself in a way not common with ozena 
generally ; that he can often produce the discharge by tilting his head sideways in the 
opposite direction to that from which the discharge comes, and that he experiences. dull 
aching pain in one side of the face, often spoken of as neuralgia, but upon investigation 
proving to be associated with tenderness located mainly in the corresponding superior 
maxilla. There may be a carious tooth, particularly a canine, from which infection of 
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Fig, 84.—Transilluminations of the antrum. A shows the normal appearance. B shows no illumination of the 
right side, owing to purulent contents. (From Medical Annual, 1906.) 


the antrum has taken place, though in a small number of cases a more serious cause exists, 
namely, carcinoma or endothelioma of the antrum, which can seldom be diagnosed until 
either an operation is undertaken or the growth itself begins to cause a protuberance either 
into the nose or through the face ; the nature of these growths is determined histologically 

Examining the patient in a dark room by the introduction of an electric lamp into 
the mouth or posterior nares, may reveal empyema of the antrum by the transillumination 
of the superior maxilla of the normal side and the opacity of the other in which the antrum 
is full of pus (Fig. 84). 

Empyema of a frontal sinus has generally been preceded by acute nasal catarrh, which 
has led subsequently to severe aching above one or other eye, with tenderness on percussion 
over the affected frontal sinus, and so much pain in this region that the patient may be 
compelled to hold his head before he is able to cough or blow his nose, because of the 
increased pressure within this sinus due to either of. these acts. The condition nearly 
always starts acutely, though if untreated it may become chronic and come under 
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observation only when the infection has tracked its way through into the subcutaneous 
tissue so as to point above the eye or in the angle between the latter and the nose. 
Suppuration in connection with the ethmoidal or sphenoidal sinuses can be little more 
than guessed at unless special skill has been acquired in the direct examination of these 
air-cells. If, however, there is a purulent discharge from the nose coming apparently 
from high up, in a patient who has neither antral disease nor infection of the frontal sinus, 
and in whom local conditions of the mucous membrane of the nose itself can be excluded, 
infection of the sphenoidal or of the ethmoidal cells is to be suspected. Herbert French. 


DISCHARGE FROM THE NIPPLF.—Discharges from the nipple may be divided 
into three classes :—(1) Normal discharges; (2) Normal discharges at abnormal times ; 
(8) Abnormal discharges. | 

Normal Discharges.—It is quite natural for a woman during the period of 
pregnancy and lactation to have a discharge of milk from the breast. It is usually of 
small amount, except when the child is put to the breast, but occasionally the flow at other 
times may be sufficient to be distressing. 

Normal Discharges at Abnormal Times.—Milk may come from the breast at other 
times than during pregnancy and lactation. In infants it may be found as the result of 
undue stimulation on the part of the nurse, and it has been noted in the breasts of both 
sexes at the time of puberty. No great importance attaches to it. 

Abnormal Discharges.—Blood or Blood-stained Discharge. This is a very significant 
sign and should not be neglected, for it almost always indicates the presence of some 
abnormal condition in the breast which requires careful investigation. The commonest 
is some growth involving the larger ducts in the neighbourhood of the nipple. This may 
be either innocent—a duct papilloma ; or malignant—duct carcinoma, scirrhous carcinoma, 
or sarcoma. It behoves one therefore never to neglect such a significant sign. When a 
well-marked lump is felt the diagnosis can usually be made without difficulty, and for this 
the reader is referred to the article on SWELLING, Mammary (p. 685). Difficulty arises when 
there is no obvious swelling. In these cases the breast must be palpated carefully with 
the flat of the hand and also with the tips of the fingers, special attention being given to 
the part immediately subjacent to the nipple. If no swelling can be made out, and the 
bleeding remains a persistent sign, it may become necessary to make an incision into the 
breast for diagnostic purposes, recognizing the fact that a papilloma may be so delicate 
as to escape detection with the finger. Probably the commonest cause of bleeding is a 
duct carcinoma (columnar-celled carcinoma); after that duct papilloma and _ scirrhous 
- carcinoma, and last of all sarcoma. 

A purulent discharge, or pus mixed with milk, generally indicates acute suppurative 
mastitis ; the other signs of inflammation or abscess are well marked as a rule, so that there 
is no difficulty at arriving at a diagnosis. Chronic mastitis seldom causes a discharge 
of pus from the nipple, but the symptom is met with sometimes when the lesion is tubercu- 
lous ; the discovery of tubercle bacilli in the discharge will distinguish this from carcinoma, 
with which it is often confused. 

A discharge of serum will suggest chronic interstitial mastitis with cyst formation, 
but the symptom is rare. 

Hydatid fluid has been recorded as escaping through the nipple from a hydatid cyst 
of the breast, but it is so rare as to be a pathological curiosity. The nature of the fluid 
would be recognized by the finding of hooklets in it (Fig. 18. p. 49). George E. Gask. 


DISCHARGE, URETHRAL.—Any inflammatory process in the urethra causes a 
discharge. Although most commonly the result of infection by the gonococcus, by no 
means every urethritis is of this nature, and bacteriological examinations show that other 
organisms besides the gonococcus may produce a urethral discharge and the same sym- 
ptoms as an acute gonorrhea. Further than this, a purulent discharge may occur in 
which no micro-organisms can be found ; for instance, when the urethra has been injured or 
subjected to irritation by the injection of strong solutions, or when it contains a foreign body, 
such as a calculus or a retained catheter. It is stated that a urethral discharge may be 
associated with gout and rheumatism ; but although a few cases of the former have come 
under my care, I have been unable to prove that the small amount of discharge was not 
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the remains of a former uncured urethral infection, or that it was directly due to the same 
source as the arthritic symptoms. 

There is no doubt that an acute urethritis may be caused by other organisms than 
the gonococcus, and sometimes there is considerable trouble in completely curing it. 
These cases may cause complications in the genito-urinary organs similar to those due 
to the gonococcus, such as prostatitis, epididymitis, or cystitis. They may arise by the 
infection of the urethra by septic instrumentation, or after connection with a woman 
subject to leucorrhcea. A careful bacteriological examination should always be made ; 
more than once the reputation of a wife has been at stake until it was proved that the 
husband’s urethritis was of staphylococcal and not gonorrhceal origin. An acute urethritis 
may accompany a hematogenous urinary infection ; for instance, an acute pyelitis due 
to bacillus coli may be followed by acute cystitis, prostatitis, and urethritis, in which no 
other organism but Bacillus coli can be found. 

Gonorrheal Urethritis is due to the infection of the urethra by the gonococcus of 
Neisser (Plate XXVIII, Fig. R, p.614). In form it is a diplococcus with flattened surfaces 
approximating each other ; it stains readily with basic aniline dyes, but differs from other 
diplococci in being decolorized by Gram’s stain. The gonococcus is seen in a stained 
specimen to be intracellular, penetrating not only the leucocytes but also the epithelial 
cells found in a smear preparation, and, though the cocci may be found also between the 
cells, their appearance in the cells is strong evidence of their specific nature. 

In any case presenting a purulent discharge from the urethra, it is necessary, in order 
that appropriate treatment may be carried out, to ascertain the extent of the infection, 
not only in the urethra itself, but also in the other organs of the genito-urinary apparatus. 
For the purposes of clinical investigation, the urethra is divided into anterior and posterior 
portions, separated by the membranous urethra, the anterior comprising the bulbous and 
penile urethra, and the posterior the prostatic portion. A urethritis is also, according to 
its clinical aspect, acute or chronic, the acute form being characterized by a thick, creamy, 
purulent discharge, with pain, and the chronic by a thin, greyish, mucopurulent discharge. 
Acute gonorrhoea affects not only the superficial layers of the urethral mucous membrane, 
but also the sub-epithelial tissues and the glandular elements, causing a leucocytic infil- 
tration. The tendency of the inflammation is to spread backwards along the canal, so 
that the prostatic urethra may become infected, even in the acute stage, though most 
frequently this occurs ata later period; the prostatic and the ejaculatory ducts may 
become infected, and the inflammation may spread to the seminal vesicles, epididymes, 
or testes. In the acute stages of the disease, the infection of the anterior urethra is accom- 
panied, as a rule, by redness of the external meatus, scalding pain during micturition, 
and painful erections ; occasionally all pain is absent, especially in patients previously 
infected with gonorrhcea. If the anterior urethra be irrigated with sterile water or saline 
solution, the urine passed immediately afterwards will be quite clear ; or without irrigating, 
if the urine be passed into two glasses, the first portion will be turbid from admixture with 
the urethral discharge, whilst the second portion remains clear. 

When the posterior urethra becomes infected in the acute stages, the symptoms are 
much more severe. Micturition is more painful and greatly increased in frequency, both 
day and night, the patient often being obliged to pass urine every half-hour. Even after 
irrigating the anterior urethra the urine passed will be turbid with pus that has accumu- 
lated in the prostatic portion or passed backwards into the bladder, and the terminal urine 
may be tinged with blood. In these circumstances it may be necessary to eliminate acute 
prostatitis or prostatic abscess, either of which may complicate an acute posterior urethritis. 
In either condition, micturition may be very painful, or there may be acute retention ; 
the temperature will be raised, and in cases of abscess there is often a rigor ; upon rectal 
examination, the prostate is found much swollen, hot to the touch, and extremely tender, 
whilst with an abscess a soft fluctuating area may be felt. An acute posterior gonorrhoea 
is practically always accompanied by infection of the bladder, and the diagnosis between 
it and cystitis is practically impossible. 

Under suitable treatment an acute urethritis may remain confined to the anterior 
urethra and clear up, but in less favourable cases a slight discharge remains. If this 
continues for longer than six weeks after the initial onset, it is spoken of as chronic gonor- 
rhea or gleet. The discharge is small in amount, thin and watery, or may be so slight as 
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only to be present in the morning after a long period of freedom from urination, or as 
filaments in the urine. There is no pain or increased frequency of micturition, and there 
is no difference in the subjective symptoms between an anterior and a posterior infection, 
although in most cases of chronic gonorrhcea both are present. 

In any case of chronic urethral discharge, examination should be conducted to 
ascertain not only the seat of infection, but also the nature of the lesion promoting the 
discharge. Thus, the patient should be directed to hold urine for at least three hours 
before he presents himself for examination, when the anterior urethra may be irrigated 
thoroughly by a fairly forcible stream of sterile water, the urinary meatus being alter- 
nately occluded and opened during the process, so that the whole length of the anterior 
urethra is distended by the fluid. The washing is then examined for any threads, which, 
if present, must proceed from the anterior urethra. The patient is then directed to pass 
urine into two separate glasses ; if there is turbidity due to excess of phosphates, this is 
cleared by the addition of acetic acid, when, if any threads or plugs of muco-pus are present 
in the first specimen, they probably arise from the posterior urethra, whereas pus and 
turbidity of the second show that cystitis is present in addition. If there be any threads 
in the posterior urethra, or if only a small amount of discharge is present, it is advisable 
first to fill up the bladder with sterile fluid by direct Janet irrigation, after which the 
prostate is massaged by a finger in the rectum, and the patient is again directed to pass 
the fluid from the bladder. Plugs of muco-pus will be found if chronic prostatitis is 
present. In any case the threads from either the anterior or posterior urethra should 
be spread as a film, stained, and examined under a microscope for pus and micro- 
organisms. 

If the remaining infection is found to be limited to the anterior urethra, the latter 
should be examined under direct vision by the endoscope. A few minims of a 3 per cent 
solution of cocaine are injected into the urethra and, with aseptic precautions, the largest 
sized endoscope tube that the meatus will admit comfortably is passed for about an inch. 
The canal is then illuminated, and at the same time distended with air by means of the 
inflating bellows attached to the instrument ; each part of the anterior urethra can then 
be examined successively as the endoscope tube is passed gradually on until the membranous 
portion of the canal is reached. It will be found much better to examine the urethra in 
this manner than by first passing the instrument to the full extent and examining the 
canal as it is withdrawn, for any infection of the urethral glands, infiltration of the walls, 
or granular areas are observed under aero-distention before the instrument has passed 
over them. When the whole length has been examined under distention, the air is allowed 
to escape by opening the window of the instrument, and the canal again examined from 
behind forward by gradually withdrawing the tube, normal urethral walls falling together 
in a characteristic striated manner, which is altered into a slight rigidity by infiltration, 
whilst at the same time glandular infection or ulceration is again seen. Similarly, a definite 
stricture or a small polypus which may keep up a slight urethral discharge can be dia- 
enosed with certainty, and any local treatment for the various lesions applied. By careful 
examination conducted on these lines we are able to determine, not only which part of 
the urethra is producing the discharge, but also the nature of the lesion, so that appropriate 
treatment can be carried out. In most cases in which a gieet remains in spite of treatment 
with various kinds of injections, it will be found that there is an infection of the posterior 
urethra or prostatic ducts, which no urethral injection except a complete irrigation into 
the bladder will reach. There is often no abnormality to be detected on digital 
examination of the prostate per rectum; but after urethral irrigation the secretion 
squeezed out from the prostate by massage will usually show pus corpuscles in addition 
to the refractile globules and epithelium which are contained in the normal prostatic 
secretion. In other cases of obstinate chronic urethritis, a distinct infiltrative process 
will be found in the anterior urethra, a process which results in rigidity of the urethral 
wall, and in severe cases leads on to stricture. The urethral glands are implicated, and 
their secretion gives rise to the filaments in the urine. This infiltration is seen readily 
by urethroscopy, but it may be imperceptible on the passage of a sound. The urethral 
meatus is the narrowest part of the canal, and a sound which will completely fill the meatus 
may still pass steadily through an infiltrated portion of the urethra, even when its normal 
calibre is diminished considerably. 
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In spite of all forms of treatment, a slight urethral discharge occasionally persists, 
and the physician may be asked if any infection remains, or whether a patient may be 
allowed to marry. A chronic urethral discharge may contain gonococci or may be entirely 
free from any organisms. Obviously, if any gonococci are found, the discharge is still 
infectious, but there is often difficulty in detecting the organism in these chronic cases, 
whilst in some they may be found if any slight exacerbation of inflammation occurs. 
Other cases again show a chronic urethral discharge which resists all treatment, but which 
contains a few pus and epithelial cells, though no organisms can be found. That pus cells 
are present in this small urethral discharge is no detriment to marriage, provided that no 
gonococci can be found, and in practice, if no cocci are found after irritation of the urethra 
by irritant injections, instrumentation, or the free use of alcohol, on several successive 
examinations, marriage may be permitted. 


A urethral discharge may in rare cases be present in other conditions than that produced 
by gonorrhea or septic urethritis, and as difficulty may arise if one of these cases be met 
with, it is necessary to mention. them. 

Herpetic Urethritis——The mucous lining of the urethra is undoubtedly affected by 
herpes in the same manner as other mucous membranes, frequently as a tertiary lesion 
of syphilis. There is irritation of the urethra during micturition, and a slight muco-puru- 
lent discharge from the meatus. The small vesicles may be seen by the endoscope, and 
may be associated with herpes of the prepuce. 

Soft Sores in the Urethra are distinctly uncommon. They occur in the terminal 
portion of the urethra, and cause painful micturition and a profuse, thin, purulent dis- 
charge, which contains no gonococci. There may be other sores on the glans penis, and 
an. ulcerated surface will be seen on endoscopic examination. They occur within a few 
days of infection, and, if extensive, may produce harrowing of the urethra on healing. 

Syphilis may affect the urethra either as a hard chancre or as a gumma. 

The Chancre occurs in the anterior end of the urethra, forming a firm indurated mass 
which can be felt readily on external palpation. The meatus is cedematous and swollen, 
so that the introduction of an endoscopic tube is impossible ; there is a thin, purulent, 
and often blood-stained discharge from the meatus. A urethral chancre must be 
diagnosed carefully from peri-urethral infiltration due to urethritis ; the period of incuba- 
tion from the time of infection, the presence of small, hard inguinal glands, the occurrence 
of secondary lesions of syphilis, and Wassermann’s serum test will point to the diagnosis. 

Gummata of the urethra give rise to a watery urethral discharge when they break down 
and cause ulceration. They may ulcerate through the canal and form fistule, but may 
usually be recognized on careful examination. 

Papillomata of the Urethra may occur either in the anterior or posterior portion, 
as small, pedunculated tumours in the canal, and frequently as a sequel to a chronic gonor- 
rhoea. They may arise, however, in the urethra of a patient who has never had urethritis. 
They cause a thin, scanty discharge, which does not yield to injections ; they are seen 
readily through the endoscope. 

Carcinoma of the urethra is very rare as a primary disease, and in the few cases 
recorded has been in association with stricture. It forms a tumour in the urethra palpable 
from the exterior, and causes painful micturition with a blood-stained discharge, and 
enlargement of the inguinal glands. Suspicion of carcinoma should arise if a hard, irregular 
tumour be felt in the course of the urethra, without gonorrhceal infection, in an elderly 
patient, but the final diagnosis depends on histological examination of a portion of the 
growth. 

Tuberculosis of the Urethra is always secondary to disease elsewhere in the genito- 
urinary tract, usually of the prostate or seminal vesicles. 

Foreign Bodies in the Urethra may cause a purulent urethral discharge if they 
remain in the canal for any length of time. They may be introduced through the meatus 
by intent—matches, pins, ete.; or a piece may be detached from a damaged catheter : 
or a small calculus may come down from the bladder and be arrested. In the latter case 
the history is usually clear—sudden stoppage of the stream of urine during micturition 
with penile pain ; a calculus may be felt from the exterior or seen through the endoscope. 

R. H. Jocelyn Swan. 
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DISCHARGE, VAGINAL.—In order to recognize the varieties of pathological vaginal 
discharges, it is first important to realize what the normal secretions found in the vagina 
consist of. The secretion normally present must be a mixture of those from the uterine 
body, cervix, and vaginal wall. That from the uterine body is watery and small in amount, 
whilst that from the cervix is thick and mucoid, but clear and transparent, like unboiled 
white of egg. The vaginal secretion is merely a transudation of plasma from the vessels, 
mixed with desquamated vaginal epithelium, and in virgins looks like unboiled starch 
mixed with water. Naturally it is very small in amount. The bulk of the secretion found 
in the vagina comes from the cervix, because there are far more glands there than in any 
other part of the genital tract. 

The secretion from Bartholin’s gland, which is thin and mucoid, may be copious under 
sexual excitement, but under normal conditions is absent, and so does not contribute to the 
secretions in the vagina. The vaginal mixed secretions are acid in reaction, owing to the 
presence of lactic acid produced by a long bacillus which is found normally in the vagina. 
On the other hand, the unmixed uterine secretions are alkaline. Normally, the amount 
of mixed vaginal secretion should do no more than just moisten the vaginal orifice. When 
the amount is so great as to moisten the vulva and consequently stain garments, the 
secretion is pathological. ) 

The composition of an abnormal secretion. varies considerably according to the source 
from which most of it comes. The commonest type is the thick white or yellow discharge 
associated with inflammatory changes in the cervix. It contains a large proportion of 
mucus, many leucocytes, masses of shed epithelium from the vagina (* squames”’), and 
bacteria of various kinds. This is quite typical, and is produced by endocervicitis and 
cervical erosions of the various kinds. When, however, there is a corporeal endometritis 
present as well, the discharge becomes thinned, white, or yellow, on account of the admixture 
of much watery secretion from the body of the uterus. The yellow colour is due to the 
admixture of red blood corpuscles, and in some cases the fluid may become actually blood- 
stained. Menorrhagia accompanies these discharges and serves to distinguish a mixed 
corporeal and cervical endometritis from a simple cervical catarrh. Microscopically the 
films made from the mixed cases show proportionately less mucus, but otherwise the 
constituents are the same. 

Vaginitis rarely exists alone, but when it does occur the discharge is thick and pasty 
if it is a simple catarrhal condition : pasty on account of the large admixture of desquamated 
vaginal squamous epithelium. On the other hand, in granular catarrhel vaginitis the dis- 
charge is much more purulent and copious owing to the exudation of more fluid from the 
exposed blood capillaries. This is the kind of discharge associated with traumatism of 
the vagina, especially from the irritation of badly-fitting pessaries, and actual ulceration 
as in decubitus ulcers on prolapsed portions. Practically no mucus is found in such 
discharges unless the cervix shares in the inflammatory process. 

There is nothing characteristic of gonorrheal discharges to the naked eye or on simple 
microscopical examination. The detection of the gonococcus alone can decide the question, 
This is often a matter of great difficulty, because it is only in the few days immediately after 
infection that the gonococcus can be found free in the vaginal discharge. In chronic cases 
the gonococcus must be looked for in two places, either the interior of the cervix or in the 
urethra and Skene’s tubes, which open by the sides of the meatus urinarius. The best 
plan is to take some discharge from within the cervix, after carefully wiping away discharges 
from the os uteri with sterile wool, using a Fergusson’s speculum. This discharge should 
be spread on a glass slide and put by to dry. A second film on another slide should then 
be made, by squeezing the urethra from behind forwards and mopping up any secretion 
thus made to appear on the meatus. After drying in the air the films should be fixed by 
passing through a flame, and then stained by Gram’s method, followed by neutral red as 
a counter-stain. In films prepared in this way gonococci are stained red whilst organisms 
which retain Gram’s stain appear deep violet or black. The gonococci are usually found 
in the cytoplasm of the polymorphonuclear leucocytes (Plate XXVIII, p. 614). 

Offensive smelling vaginal discharge is associated with decomposition, and it may be 
that the discharge itself is decomposing because it cannot escape fast enough from the 
passage, or that the source of the discharge is a decomposing substance like a sloughing 
fibroid-or necrotic carcinoma of the cervix. In the two latter cases the discharge is copious 
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watery, and blood-stained, with a horribly foetid smell. When the discharge itself is decom- 
posing, it is usually thicker and purulent, and is commonly retained by pessaries or by 
redundant folds of vaginal mucous membrane. In old women a foul discharge may come 
from the interior of the uterus, a pyometra ; in which case pus can be made to flow from 
the os uteri by squeezing the uterus or passing a sound. It is due to senile endometritis, 
the result of infection, and is often associated with cancer of the body of the uterus. 

Watery blood-stained discharge, not offensive, occurs in cancer of the body of the uterus, 
in early cancer of the cervix, with mucous polypi, placental polypi, and hydatidiform mole. 
The differential diagnosis of these conditions cannot be made from the discharge alone, 
but must rest upon physical examination combined with the use of the microscope upop 
materials removed from the uterus. 

Vaginal casts may be composed of coagulated surface epithelium, the result of 
astringent injections or applications, and are easily recognized with the microscope. 
Membranous flakes may be passed with discharge in cases of membranous vaginitis. They 
consist of vaginal epithelium entangled in coagulated blood plasma, and present quite a 
different appearance to casts of coagulated epithelial layers. These membranous masses 
may be seen lining the whole vagina, and are generally due to special organisms. The 
diphtheria bacillus (Plate XXVIII, p. 614) has been found to be the causal agent in such 
cases, and in one investigated by the writer, the Bacillus coli communis was the offending 
organism. T. G. Stevens. 


DIZZINESS.—(See Verrico, p. 751.) 
DOUBLE VISION. 
DROP-FOOT.—(See Paraprecia, p. 510; 


and PaRALYSIS OF ONE EXTREMITY, LOWER, 
p. 496.) 


A, p. 174.) 


DROP-WRIST.—(See Atropuy, MuscuLar, 
paLGo): 


DROPSY.—(See GipEmMa, p. 411.) 


DWARFISM (Microsomia, Nanosomia).—For 
purposes of diagnosis, dwarfism may be divided 
into two classes, namely, dwarfism the result of 
deformity, and dwarfism without deformity. Gener- 
ally speaking, well-proportioned dwarfs owe their 
defective stature to a generalized delay or arrest 
of development, and are therefore in a state of 
infantilism, whereas deformed dwarfs are stunted 
in growth only, though the reduction in height 
may be due rather to the warping or collapse of 


the bony frame-work than to actual curtailment 
of height. 


IT. DWARFISM THE RESULT OF DEFORMITY. 
Fig. 85—Extinct rickets.—Age13. The dwarfism 


s moderate, and is due to bending and shortening of This kind of dwarfism is due mainly or solely 
the thigh and leg bones. There is knock-knee, the : : ‘ : . 
tibiee are sabre-shaped, the feet flat. The wrists and to shortness of the legs. In most cases the pumas 
ankles are large; the muscles are not affected. fault lies in the skeleton, but occasionally the 

dwarfism has its source in deficiency of the brain, 
and still more rarely is brought about by a local defect of development implicating the 


lower extremities. 

A. Skeletal. Dwarfism is occasioned by :— 

(1) Rickets ; (2) Achondroplasia ; (3) Osteogenesis imperfecta; (4) Anosteoplasia ; 
(5) Osteomalacia. 

Rickety Dwarfism (fig. 85) is usually moderate in degree, and is due partly to actual 
shortening of the bones of the lower limbs and partly to bending (bow-legs or knock-knees). 
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It may also be the outcome of antero-posterior or of lateral curvature of the spine. The 
skull looks big and is of the square or hot-cross-bun type, with bulging ferehead. ‘The 
shape of the nose is not affected. There is often a pigeon breast or a transverse groove 
round the lower part of the chest (rickety girdle, Harrison’s sulcus), and an hour-glass shaped 
or, at times, beaked (rostrate) pelvis. The muscles are well-developed, and the body is 
squat and thickset. 

In Achondroplasia (Fig. 86) the limbs are shorter than in rickets, and the stature 
less. The proportions are of the dachshund pattern. The shortening of the limbs is chiefly 
of the proximal segment, and the body, though actually short, is relatively long. The 
Jegs are often bowed, and there may be bending of the upper limb bones. The joints are 
usually prominent. The forehead is bulging, the bridge of the nose depressed. There is 
conspicuous lordosis, and the pelvis is small and contracted. The muscles are often dis- 
proportionately big, giving the achondroplasic a sturdy appearance and a surprising degree 
of strength. The fingers are broad, the three middle fingers being of equal length and 
divergently curved. 


Fig. 86.—Achondroplasia.—Age 15. The trunk is al- Fig. 87.—Osteogenesis imperfecta.— 
most of normal length, and the limbs very short, the Age 32. Bending of the tibiz, femora, 
proximal being shorter than the distal segments. The spine, etc., began at five years, and con- 
epiphyses are enlarged, and the forearms and legs are tinued for nearly ten years before it 
curved. ‘The nose is deficient at the bridge. In this ceased. There was no epiphysial en- 
case there is infantilism as well as dwarfism. largement. 


Osteogenesis Imperfecta (osteopsathyrosis, fragilitas ossium) (ig. 87) is characterized 
by brittleness with softening. There is not much dwarfing, except as the result of the 
yielding of the bones, and the muscles are usually weak. The disease probably sometimes 
runs on into osteomalacia. 

Anosteoplasia, or cleido-cranial dysostosis. With general impairment of bone growth, 
causing moderate dwarfism, there is pronounced defect in the formation of the membrane 
bones. The skull is rounded and broad, the face small, the dentition delayed ; the clavicles 
are rudimentary or absent. The disease is often hereditary. 

In Osteomalacia the dwarfism is due almost solely to the crumpling of the decalcified 
bones ; but when the disease occurs in childhood there is also some diminution of stature 
from arrest of bone growth. The muscles are conspicuously weak. 
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Diagnosis of Skeletal Dwarfism—Though osteogenesis imperfecta, rickets, and achon- 
droplasia can, as a rule, be distinguished readily one from another, cases occur in which 
one of these diseases seems to blend with another, or at any rate to partake of its characters. 
In distinguishing rickets from achondroplasia it must be remembered that the most char- 
acteristic features of rickety dwarfism are the bending and the post-natal origin, and of 
achondroplasia the shortness of the limbs (micromelia) and the pre-natal origin. The 
enlargement of the ends of the bones which is so distinctive of rickets disappears as the 
disease settles down and the bones continue to grow, whereas in the hyperplastic form of 
achondroplasia it remains throughout life. Extreme softening must cause us to suspect 
osteogenesis imperfecta or osteomalacia, even if there are rickety enlargements as well, 
especially if the bending continues to increase after the age of six years. 

Dwarfism may be due solely to spinal curvature. If a kyphosis it is usually the result 
of tuberculous disease (caries) of the spine, but is occasionally a local manifestation of 
rickets, or possibly of osteomalacia. When of rickety origin there is not only kyphosis of 
the dorsal region, but a compensatory lordosis of the dorso-lumbar. If it begins in middle 
or old age it is usually osteoarthritic, but as a rare event it may be due to osteomalacia 
(o. senilis). In the latter event the softening is usually confined to the spine and pelvis, 
and may take place with extraordinary rapidity, and be followed by gradual hardening 
and fixation in the deformed position. 

Scoliosis is usually of mixed origin, the main factor being an inherent laxity of tissue 
showing itself in weakness of the back muscles and of the spinal ligaments. This laxity is 
supplemented by faulty positions of standing, sitting, ete., or by the injudicious use of 
stays. But it is probable that spinal curvature of sufficient severity to produce dwarfism 
is invariably the result either of rickets or, in rare cases, of a mild and local form of 
osteomalacia. 

B. Cerebral Dwarfism.—This form of microsomia is most pronounced in microcephaly, 
but hydrocephaly, porencephaly, imbecility, or any degenerative cerebral affection of early 
progressive development may be associated with puny growth. The microcephalic dwarf 
is characterized not only by the relative smallness of his head (circumference never exceed- 
ing 17 ins.), but also by his sloping forehead, projecting nose, and receding chin, giving 
him a ferret- or rat-like physiognomy. He is usually quick of movement, and restless, 
and is e:ther imbecile or idiotic, according to the degree of his microcephaly. 

C. Dwarfism from Pre-natal Deficiency of the Lower Limbs.—This is of two 
kinds : phocomelus and ectromelus. In phocomelus the defect is in one or both of the 
proximal segments, leaving the hands and feet unaffected, so that the individual affected 
resembles a penguin or a seal (phoca). In ectromelus there is absence of part or whole of 
the limbs from the feet up. 


II. DWARFISM THE RESULT OF DEFECTIVE GENERAL DEVELOPMENT. INFANTILISM. 


Well-proportioned dwarfs are not invariably of backward development, for we meet 
with men of excellent development, who, if not actual dwarfs, are so dwarfish in stature 
that we have to admit the possibility of the existence of a true dwarfism in which there 
is no infantilism. Nevertheless, generally speaking, the dwarf of. correct proportions is 
affected with infantilism. . 

To. Distinguish Infantilism from simple Dwarfism—Dwarfism is a defect of growth, 
whereas infantilism is a defect of development. In determining whether development is 
implicated, stature, ossification, and sex development are of great but not decisive import- 
ance. ‘Thus infantilism may co-exist with gigantism ; and the ossification in some cases 
of symptomatic infantilism is not only not delayed, but may be actually premature. It 
is also premature in progeria. Moreover, a sexually mature child of five or six does not 
cease to be a child because its ossification and sexual condition resemble those of an adult. 
Evidently therefore neither height, nor sex, nor ossification is a cardinal feature of 
infantilism. Indeed, in some cases of sexual ateleiosis the presence of infantilism is 
determined by the child-like stature, proportions, and physiognomy alone, the individual 
being in all other respects a well-developed human being. 

The Forms of Infantilism.—tInfantilism may be widespread among whole races or 
nations (racial infantilism), or may select certain individuals or families, and occur 
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epidemically or sporadically as morbid infantilism among people of ordinary development. 
Morbid infantilism is of two sorts, namely, symptomatic, the result of causes ; and essential, 
or cryptogenetic. 

A. Symptomatic Infantilism. 

This is seldom or never of extreme degree, has no uniform type of physiognomy, and, 
being an acquired condition, is never transmitted. It is best classified according to the 
nature of the cause by which it is produced. 

It may be the result of intowication with the poison of syphilis, wine, tobacco, or with 
that of rheumatic, scarlet or other fever, or with lead. Herter claims that the intoxication 
may arise from over-abundance of the normal flora of the intestine (intestinal infantilism). 

It may be the result of correlation, as when it is associated with kyphosis or with 
splenomegaly, or with hypertrophic cirrhosis of the liver. Perhaps the best example of this 


Fig. 88.—Cretinism.—Age 20. The infantilism is Fig. 89.—Pituitary infantilism, 
uniform and extreme. The intelligence, proportions, 
attitude, manner, correspond with those of a child of 
18 months. The features are puffed and disfigured 
with the characteristic pseudo-cedema. 


form of infantilism is that which is associated with microcephaly. In some microcephalic 
dwarfs there is not only an impairment of growth, constituting dwarfism, but the develop- 
ment of the whole body is stayed, apparently because it is the custom for a certain develop- 
ment of the body to go with a certain size of the brain, and such customs are liable to be 
maintained even under abnormal conditions. Dwarfs with diminutive heads may be of 
just proportions and of fairly good intelligence, provided the growth of the body is so 
retarded that it remains in keeping with the growth of the brain. In thymic infantilism 
there is fatness with anemia, and liability to syncopal attacks, which often end in death. 

It may be due to the deficiency of a hormone which ordinarily stimulates development. 
There are two forms: (a) Thyroid, and (b) Pituitary. 


190 DWARFISM 


Thyroid infantilism in its most characteristic form—cretinism (Fig. 88)—is unmis- 
takable ; but cases of infantilism occur in which the physiognomy, stunting of growth, 
and backward sex development suggest mere thyroid inadequacy. Some reserve the name 
of thyroid infantilism for these cases of 
*myxoedeme fruste,’ but the term should 
only be applied when the intelligence is 
defective and uniform improvement sets 
in as the result of giving thyroid extract. 
The thyroid inadequacy may however not 
be primary, but a mere incident in some 
other form of infantilism, e.g., ateleiosis. 

In Pituitary infantilism (Froelich’s 
syndrome, Fig. 8%) there is fatness with 
conspicuous genital backwardness as well 
_ Fig. 90.—Mongolism.—Age 14. The general development as a general defect of development. 
iacial ham, and is slightly Mongoloid. The eeelpital region is POlyuria or glycosuria is often present, and 
flat. The boy is an amiable imbecile. there may be drowsiness or nutritional 

changes in the skin and its appendages. 
Sickness, headache or other symptoms of a cerebral tumour are occasionally present. 

Mongolism (Fig. 90) is distinguished from cretinism or myxcedéme fruste by the pre- 
dominance of the imbecility as compared with the slightness of other cretinoid symptoms. 
In reality the physiognomy is only cretinoid because it remains of the infantile type. It 
is not disfigured by the thick lips and general 
pseudo-cedema of cretinism, and the tongue, 
though sometimes protruding, is not large. 


Fig. 91.—Anangioplastic infantilism.—Age 16. Fig. 92.—Ateleiosis.—Age 12. A boy of twelve with asexua 
There is general delay of development, but not to an ateleiosis, standing behind a normal boy of six. His height, 
extreme degree. The physiognomy and proportions proportions, contours, and physiognomy are conspicuously 
are of the adult pattern, but sex development is childish. He is inflating his chest, but in reality his trunk 


more immature. development is of the abdominal type. 
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The eyes remind one of the obliquely-set eyes of the Chinaman, but it is sometimes 
difficult to make out the resemblance. The ligaments are lax, and mongols are liable to 
become jknock-kneed and to have ‘double-jointed’ thumbs. There is often some 
valvular affection of the heart. 

In a given case of infantilism it may be impossible to say how much is due to correia- 
tion, how much to intoxication, how much to hormonie deficiency, and how much to mere 
Jack of nutrition. This may be said, e.g. of cardiac, or arterial, of renal, and of pancreatic 
infantilism. 

Cardiac infantilism exists when there is some dominating incapacity of the cardiac 
valves. Sometimes there seems to be a deficient development of the whole arterial 
system, constituting enangioplastic infantilism (Mg. 91). 

In pancreatic infantilism there are 
indications of pancreatic incompetence. 
The stools are fatty, copious or frequent, 
pale and offensive. Capsules of iodoform 
enclosed in a glutoid envelope (Sahli’s 
capsules) are soluble only in the pan- 
creatic secretion, and are therefore not 
dissolved in this form of infantilism. 
The infantilism is improved by _ pan- 
creatic extract. 

Renal infantilism is consecutive to 
chronic Bright’s disease, and is suggested 
when there are polyuria, albuminuria, 
or other symptoms of Bright’s disease, 
and no indication of a prior syphilitic 
or other intoxication. 

B. Essential or Cryptogenetic In- 
fantilism. ‘ 

This is distinguished from symptom- 
atic infantilism by its pronounced degree, 
by its seemingly spontaneous appearance, 
and occasionally by its heredity. . There 
are two forms: ateleiosis and progeria. 

Ateleiosis (Fig. 92) is primary, spon- 
taneous infantilism. It may begin at 
any age of progressive development, and 
its characters are for the most part those 
normal to the age of its first appearance. 
It usually begins in infancy or early 
childhood, and the size, proportions, and 
physiognomy of this time of life are Fig. 93.—Progeria.—Age 15. The stature and proportions 
perpetuated. It is prone to be. associ- are childish, but the physiognomy, leanness, and baldness are 


: 5 elderly. The scalp was in reality sparsely covered with grey 
ated with cryptorchism, or with some hair. The ear lobule is absent, the nasal cartilages are con- 


corresponding ill - development Gta tie Fe A oe the fingers nodose owing to the prominence of 

ovaries, causing divergence into two 

varieties, sexual and asexual. In asewual ateleiosis all the physical features of infantile 
life are stereotyped ; but in sexual ateleiosis, though the physiognomy and proportions 
remain infantile or childish, the onset of puberty (often greatly delayed) brings with it 
some accession of growth and the addition of the primary and secondary sex characters 
of the adult. 

Progeria (Fig. 98) is primary, spontaneous infantilism mingled with premature senility 
(senilism). Hence, with shortness of stature and other indications of infantilism, there 
are baldness, emaciation, arterial sclerosis, and general decrepitude. Death from angina. 
pectoris or other senile disease may ensue at 18 or even earlier. Hastings Gilford 


DYSARTHRIA.—(See Speech, ABNORMALITIES OF, p. 626.) 
DYSCHEZIA.—(See Constipation, p. 121.) 
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DYSIDROSIS.—(See Swreatinc, ABNORMALITIES OF, p. 654.) 


DYSMENORRHEA owes its origin to a variety of causes, which must be differentiated 
carefully in order that treatment may be successful. The following table presents the 
causes of the three common varieties :— 


1. SPASMODIC. 2. CONGESTIVE. 3. MEMBRANOUS. 
Congenital malformations Endometritis 
Deficient uterine muscle Uterine congestion | 
Long conical cervix Retroversion and. flexion 
Stenosed external or inter- Uterine fibroids 
nal os Salpingo-oéphoritis 
Neurasthenia Pelvic peritonitis 
Small cystic ovary 
Neurasthenia 


The distribution of the cases into these three classes is often easy ; in the first place, 
because spasmodic cases are practically always primary, that is, they commence with the 
onset of menstruation ; whilst congestive and membranous cases are secondary, that is, 
acquired as a result of some definite lesion. Further, the nature of the pain is often char- 
acteristic of the type of case, for in spasmodic cases the pain is intermittent, griping, and 
‘ colicky,’ commencing at the same time as the blood-flow, or only just before it. In 
the congestive cases, on the other hand, the pain is continuous and aching, and begins 
some hours or days before the flow. In typical cases also this pain is relieved by 
the flow. In the membranous cases the nature of the pain partakes of the characters of 
both the former types, being aching and continuous first ; then becoming colicky and 
spasmodic when the uterus is attempting to expel the characteristic membrane or cast, 
and being finally relieved when this comes away. Many cases are met with in which the 
pain partakes of the nature of both the congestive and spasmodic types. This usually 
means that a woman who originally had spasmodic dysmenorrhcea acquires some lesion 

which in its turn gives rise also to the congestive type of pain. 
Having settled that a case belongs to one of the three main types, it is not very difficult 
to work out the actual causation. This is more difficult in the spasmodic cases than in the 
congestive, because the latter depend upon well-defined lesions, and the former do not. 

Spasmodic Cases.—The causation of this type of case is often obscure; but a bi- 
manual examination, or a recto-abdominal examination in virgins, will usually reveal a 
condition of the uterus which can only be described as a congenital malformation. It may 
be small, but of the adult type ; it often has an exaggerated anterior bend, the ‘ cochleate ’ 
uterus of Pozzi; and, in addition, the vaginal portion of the cervix is often too long, with 
a conical shape, and a-very small pin-hole external os. Into such uteri the sound may 
pass with difficulty, owing to stenosis and rigidity of the internal os. The underlying true 
cause of the pain, however, is commonly admitted now to be imperfect development of 
the uterine muscle, in itself again a congenital maiformation of texture occurring in an ) 
organ whose external form also is malformed The muscle being imperfect it is also possible | 
that the endometrium is abnormal in these cases, unduly fibrous perhaps, and resistant: a | 
point which our present knowledge does not prove or disprove. One proof, however, of 
the truth of these views is the effect of pregnancy and labour on such cases. They are 
nearly always cured, owing to the great muscular development during pregnancy, and | 
the extreme stretching of the lower segment during labour. Neurasthenia also colours 
and increases the pain in these cases ; but, by itself, will not start a spasmodic any more 
than a congestive dysmenorrhea. 

Congestive Cases.—It is unnecessary to differentiate the congestive cases as tubal, 
ovarian, or uterine, because the underlying cause in all is uterine congestion accompanying 
such lesions as are shown in the table. The differential diagnosis of these lesions is to be 
made by a careful consideration of the history, combined with bimanual examination of 
the pelvic organs and, if necessary, curettage of the uterus, which also serves to cure the 
cases of pure endometritis. Cases due to endometritis are to be recognized by the cardinal 
symptoms of this lesion, namely, menorrhagia, leucorrhcea, often blood-stained, and chronic 
backache. These symptoms accompany slight enlargement of the uterus without any irregu- 
larity in shape such as would occur if fibroids were present. Simple retroversion and flexion 
can be recognized on bimanual examination ; the fundus will be felt posteriorly, the cervix 
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looking directly down the vagina in a forward direction. Salpingo-oéphoritis in its typical 
chronic form gives rise to irregular very tender swellings on either side and behind the uterus, 
sometimes forming definitely retort-shaped swellings, especially if pus is present in the tubes. 
Fixation of these swellings and of the uterus is a very definite sign of the disease ; whilst 
the history of one or more attacks of acute illness, with pelvic pain, will assist to make the 
diagnosis certain. The small cystic ovary may exist without obvious salpingo-odphoritis, 
and without widespread fixation. The ovary is found to be permanently enlarged and 
irregular in shape from the projection of cysts from its surface. Neurasthenia is included 
under this heading because any menstrual pain is made worse by it, and only a very slight 
lesion need be present for this nerve weakness to accentuate any pain arising from it. 

Membranous Cases.—The membrane, or cast, is of two types, and is easily recognized 
and distinguished from other uterine casts, such as those formed by the decidua of preg- 
nancy. The classical cast of membranous dysmenorrhcea is hollow, triangular, not more 
than one-eighth of an inch thick, and possesses three openings. This, however, is not the 
common form; for in most cases the cast is solid, and formed by the mucosa being rolled 
upon itself. These casts contain connective-tissue cells and uterine glands in a stroma 
which is crowded with leucocytes. The solid cast may be nearly half an inch thick, and 
looks microscopically as if it were composed of endometrium into which haemorrhage and 
leucocytic infiltration had occurred. The glands in it are broken up, and often lie on the 
outside. These casts never contain any compact masses of large cells of the decidual type, 
but an occasional hypertrophied connective. tissue cell may be found. Decidual casts, on 
the other hand, are the result of pregnancy, and consist of compact masses of large poly- 
gonal cells without any fibrillated connective tissue. They contain glands with. hyper- 
trophied epithelial linings, and often show large hzmorrhagic foci. The occasional presence 
in them of chorionic villi absolutely settles the diagnosis. 

It must not be forgotten that cases of dysmenorrhcea may be mistaken for those of 
abdominal pain due to other lesions unconnected with menstruation ; and the differen- 
tiation of such cases may be a matter of considerable importance. It is conceivable that 
dysmenorrhcea may be mistaken for :— 


Appendicitis Torsion of an ovarian cyst pedicle 

Colic, intestinal, renal, or hepatic Hemorrhage from or into a Graafian follicle 
Perforated gastric ulcer Rupture of an ovarian cyst or pyosalpinx 
Ruptured tubal gestation | Dyspepsia with flat alent distention. 


Obviously, some of these lesions are dangerous to life, and therefore it is essential that 
they be not overlooked. The danger of this occurring is increased if any of these lesions 
start at or near the expected time of a menstrual period, and would hardly arise at all if a 
menstrual period had taken place recently, or was not expected for some days. It will 
be noted that all these lesions are accompanied by sudden abdominal pain, which might 
perhaps lead to a suspicion of spasmodic dysmenorrhea, but hardly of congestive, owing 
to the character of the pain. T. G. Stevens 


DYSPAREUNIA, or painful coitus, may depend on a variety of local lesions which 
require careful differentiation for their appropriate treatment, or it may exist when no 
local lesion can be found at all. It is associated closely with vaginismus, or painful spasm 
of the levator ani muscle on attempts at coitus, and the same lesions which cause simple 
dyspareunia may also give rise to vaginismus. It is remarkable that in some women a 
small local lesion will produce no pain upon attempts at coitus which in another will cause 
pain accompanied by violent spasm of the levator ani. In some cases pain arises because 
there is a difficulty of penetration of the vaginal orifice, whilst in others there is no diffi- 
culty, but pain is caused. The lesions which commonly give rise to dyspareunia are the 
following :— 


Congenital absence of the Neuritis of the pubic nerve Chronic metritis 
lower part of the vagina Healed perineal lacerations Salpingo-oéphoritis with 
Unruptured hymen Urethral caruncle adhesions 
Inflamed hymeneal orifice Urethritis Anal fissure 
Vulvitis Cystitis |  Thrombosed and inflamed 
Bartholinitis Prolapsed tender ovaries with piles 
Leukoplakic vulvitis retroverted uterus | 
Kraurosis vulvee | 
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It will be noted from a perusal of the above that the lesions fall into natural groups, 
according as the situation of the lesion is at the vulva, the uterus and ovaries, the urinary 
passages, or at the anus and rectum. Consequently it is necessary to carry out a detailed 
examination of any case of dyspareunia in order to find out whether any of these well- 
defined lesions are present. 

The commonest lesion is certainly inflamed hymeneal remains, very often gonorrhceal 
in origin and accompanied by redness and swelling of the orifice of the duct of Bartholin’s 
gland. The lesion is self-evident on inspection, and the parts are acutely sensitive to the 
least touch. Leukoplakic vulvitis is a lesion that is obvious from the white, sodden 
appearance of the labia minora, and causes pain on account of the sensitive cracks and 
fissures which accompany it. Kraurosis vulue causes actual contraction of the vaginal 
orifice, and consequently penetration is difficult and causes pain. The red projecting 
growth from the meatus urinarius, caruncle, is self-evident and acutely tender, whilst 
urethritis is diagnosed by the issue of pus on squeezing the urethra. Cystitis is diagnosed 
by the presence of pus and mucus in the urine, accompanied by frequency of micturition, 
and it causes pain because the bladder is painful in such cases and intolerant of the 
disturbance caused by coitus. Pudic neuritis is not a well-defined condition, but can be 
recognized by tenderness along the pudic nerve just inside the vaginal orifice, where the 
nerve passes along the inner side of the ischial ramus. In prolapsed tender ovaries and 
backward displacements there is no pain on penetration and no difficulty, but coitus gives 
acute pain. The condition is recognized by a bimanual examination, the same remarks 
applying to salpingo-oéphoritis, bearing in mind that there is usually a history of some 
acute attack of pelvic peritonitis in such cases. In chronic metritis the tubes and ovaries 
may be normal, but the uterus though normal in position is tender to the touch, and 
consequently coitus causes pain. Anal fissure, thrombosed and inflamed piles, can only 
be recognized by a careful examination of the anus and rectum by the finger and speculum. 

In the cases which occur without local lesions the vaginal entrance will be found to 
be hyperesthetic as a rule, and penetration is impossible. Such cases are almost always 


accompanied by spasmodic vaginismus. The most careful examination fails to demon-, 


strate a lesion in such cases, and they are usually termed ‘ neurotic’ for the want of a 
better term. Such cases do not necessarily mean absence of sexual desire ; on the con- 
trary, many such patients are desirous of the consummation of marriage. Enlarging the 
orifice, or even child-bearing, does not cure a true case of this nature ; it must be in some 
way a disorder of function of the nerve centres. These cases must be distinguished from 
those in which the underlying factor is absence of sexual desire and actual dislike of the 
sexual act. Unhappy and unsuitable marriages conduce to this state of affairs, and the 
patient is liable to complain of pain when dislike is really what is meant. There is no 
difficulty in penetration in such cases. T. G. Stevens. 


DYSPEPSIA.—(See INpicEstTIon, p. 315; and FLATULENCE, p. 240.) 


DYSPHAGIA literally means difficulty in swallowing, but the term itself does not 
indicate whether the difficulty is mechanical, nervous, or due to pain; there are conse- 
quently several entirely different groups of cases, to each of which the term dysphagia has 
been applied :— . 

1. Dysphagia due to Mechanical Obstruction to the (€sophagus.—The usual 
history of progressive mechanical obstruction to the cesophagus is as follows: there is 
little or no pain, but the patient notices that whereas formerly he could swallow anything 
with ease, he is beginning to experience difficulty with the more solid kinds of food, such 
as meat, dry bread, and vegetables, so that he is obliged to live mainly upon pulpy foods : 
milk puddings, gruel, and the like. Later he can swallow only liquids; ultimately he 
finds that even these are apt to be regurgitated soon after they have been swallowed, and 
there is often a sense of obstruction at some point between the level of the cricoid cartilage 
and the lower end of the gladiolus, which latter corresponds, as regards sensation, with the 
cardiac end of the cesophagus. When with the above history the patient gives a definite 
account of having swallowed some strong irritant or corrosive substance, such as an alkali 
or a mineral acid, the diagnosis of fibrous stricture from corrosive injury is easy. When 
similar obstruction succeeds the swallowing of a foreign body, such as a tooth-plate (Fig. $4), 
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a large piece of bone, or a coin, the diagnosis is also easy as a rule, though in some 
cases there may be doubt as to the existence of a foreign body in the cesophagus unless the 
cesophagoscope is used, or the x-rays employed with or without bismuth (Fig. 95). Where 
the symptoms are not directly attributable to anything of this nature, however, but come on 
insidiously, the diagnosis generally lies between squamous-celled carcinoma of the cesophagus, 
carcinoma of the stomach directly invading the lower end of the cesophagus, and aortic 
aneurysm stenosing the cesophagus from 
outside. The actual fact of obstruction 
has first to be determined, and there is 
danger in passing a bougie unless aortic 
aneurysm can be excluded ; this exclu- 
sion is by no means easy, however, for 
that variety of aneurysm which is most 
liable to stenose the cesophagus is one 
affecting the descending thoracic aorta, 
so that it does not give rise to any 
tumour, or pulsation, or bruit, and it is 
placed too far along the aorta to cause 
inequality of the pulses, inequality of 
the pupils (from interference with the 
cervical’ sympathetic), paralysis of a 
vocal cord (from interference with the 


Fig. 94.—Sudden death from acute dyspnoea and asphyxia : 
tooth-plate impacted in the larynx. (From a case of Dr. T. 
Warner Lacey, of Woolwich.) 


left recurrent laryngeal nerve), tracheal tug- 
ging, or pain down either arm. The only 
other effects besides cesophageal obstruction 
likely to be due to aneurysm in this position 
are: pain in the dorsal region of the spine, 
possibly radiating along the course of one or 
more of the mid-dorsal intercostal nerves 
towards the left, and perhaps obstruction to 
the lower part of the root of the left lung, 


causing impairment of note, of air-entry, or of Fig. 95.—Cisophagus blocked by a bean, which does 
; : ; ; Pe not show, but suspends the bismuth food, the lower 
voice sounds, with or without some crackling border of which arches over the bean. As a result of 
A j the az-ray examination the cesophagus was further 
Tales y ae the left lower lobe behind. If a explored and the foreign body removed. 
bougie 1S passed, it should be a soft one, and (Skiagram by Dr. C. Thurstan Holland.) 


extreme care should be taken ; but the danger 

may be avoided in towns where a-ray installations exist, for the obstruction may often 
be demonstrated by making the patient swallow a capsule or gruel containing bismuth 
or barium chloride and watching its course (Migs. 96, 97); while an aneurysm would cast a 
characteristic shadow in the posterior mediastinum. The older the patient, the more 
likely is it to be carcinoma of the cesophagus and not aneurysm.. The differential diagnosis 
between primary growth of the cesophagus and infiltration of the cesophagus by a growth 
starting at the cardiac end of the stomach, is often one of great difficulty, unless there 
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have been definite gastric symptoms before dysphagia set in. Secondary nodules would 
naturally be looked for, especially in the lymphatic glands in the lower part of the neck 
and in the liver. A history of syphilis and evidence of syphilitic aortic regurgitation, 
especially in a man between the ages of forty and fifty who had been a hard manual 
worker and not teetotal, would render aneurysm probable. 

When aortic aneurysm can be excluded, much information as to the nature of an 
cesophageal obstruction may sometimes be obtained from the use of an cesophagoscope, 
and the latter can be used at the 
same time in facilitating the re- 
moval of such things as a foreign 
body. 

Dysphagia lusoria is a very 
rare condition due to compression 
of the cesophagus by the right sub- 
clavian artery when it arises from 
the aorta beyond the left subclavian 
and passes to the right side either 
in front of or behind the cesophagus ; 
the diagnosis in such cases will be 
almost impossible, though it might 
be guessed at if there were other 
congenital deformities, such as club- 
foot or transposition of the viscera. 

Esophageal pouches cause 
symptoms which can seldom be 
interpreted with certainty unless 
the case is watched for some time. 
Generally the patient can swallow 
with ease on some days, but with 
considerable difficulty on others : 
aneurysm, new growth, and trau- 
matic or corrosive obstruction to 
the cesophagus will be excluded 
partly by the results of a-ray exam- 
ination and partly by the age— 
pouch cases are relatively young. 
The point which suggests the dia- 
enosis of a pouch is that the patient 
who has been able to swallow 
perfectly well for a few days, and 
then begins to have difficulty in 
getting the food down, finds relief 
. presently on the regurgitation— 
RP rr ery pe nor eit, Somme se Sets 
bifurcation of the trachea. from some situation higher up—of 

a larger quantity of food material 
than had been swallowed immediately before, including perhaps articles which were taken 
one or more days previously. The reason for these symptoms is that the pouch does 
not obstruct the cesophagus until it becomes very much distended by the gradual accu- 
mulation in it of portions of the food swallowed, relief coming when the greatly distended 
sac empties itself back into the cesophagus. 

2. Dysphagia due to Nervous Causes without Obstruction——The two commonest 
varieties of dysphagia due to purely nervous causes are probably post-diphtheritic and 
hysterical. The former is characterized by regurgitation of the food through the nose, 
due to paralysis of the soft palate ; inspection may demonstrate the flaccid condition of 
the latter ; there may have been a history of sore throat, of other cases of diphtheria in 
the patient’s neighbourhood, or Klebs-Léffler bacilli may have been found, or may still be 
found in the patient’s throat. When regurgitation of the food through the nose develops 
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in a person who is not known to have had diphtheria, the symptom will usually arouse 
grave suspicion that diphtheria of a mild type has occurred but has been overlooked. There 
may or may not be other signs of peripheral neuritis, or there may be paralysis of the ciliary 
muscles of the eyes. 

Hysteria as a cause for dysphagia is familiar enough under the heading of globus 
hystericus, the diagnosis of which is not as a rule difficult, especially if the patient be a 
young woman who has suffered from other functional nervous affections, for instance 
hysterical aphonia. 

Less common varieties of dysphagia of nervous origin are :— 

Bulbar paralysis, in which the 
characteristic and progressive difficulty 
in the use of the lips, tongue, pharynx, 
and larynx point at once to the dia- 
enosis, the only difficulty that may 
arise being perhaps in distinguishing 
true bulbar paralysis, in which the 
lesion is in the motor nuclei of the 
medulla oblongata, from pseudo-bulbar 
paralysis, where the lesion is due to 
bilateral cortical softening : in the true 
form there is atrophy of the tongue, 
in the pseudo variety the tongue does 
not atrophy, and chiefly upon this 
point is the differential diagnosis 
made. | 

Syphilitic degeneration of the 
medullary centres may produce sym- 
ptoms not unlike those of ordinary 
bulbar paralysis, but it is generally 
differentiated by the fact that other 
cranial nerves, particularly those of 
the eyeball, are probably affected at 
the same time, and there may also be 
evidence or a clear history of syphilis, 
with or without a positive Wasser- 
mann’s reaction. 

Lead poisoning and alcoholism may 
also be responsible for degenerative 
lesions affecting the nerves concerned 


in the process of swallowing. “ed Fig. 97.—Skiagram taken in the semi-lateral position’ after 


c = bismuth administration in a case of stenosis of the cesophagus by 
General P aralysis of the insane a carcinoma at the cardiac orifice. The diagnosis was verified at 


ultimately results in inability to swal- subsequent operation. The bismuth had been taken 20 minutes 
: previous to the a-ray examination and none had yet entered the 
low ; the swallowing reflex is amongst stomach. (Skiagram by Dr. C. Thurstan Holland.) 


the very last to disappear, and the 
diagnosis has long since been established upon other grounds. 

Spasmodic dysphagia, due to spasm of the muscular coats of the cesophagus and 
pharynx, is probably the cause of globus hystericus, but similar spasticity may prevent 
swallowing in much more serious diseases, and constitutes a prominent symptom in 
hydrophobia, in which any effort to swallow liquids produces the symptom in extreme 
degree. The history of a dog-bite as a source of contagion is the chief point in arriving 
at the diagnosis. 

Myasthenia gravis is a very characteristic disease, in which the muscles that are 
affected are perfectly able to do their work when they first begin to contract, but become 
fatigued with great rapidity, so that after the first few contractions, those which succeed 
become less and less effectual, until they cease, and the affected muscles will only be able 
to work again when they have been given a long rest. The neck muscles, and those of the 
eye, larynx, and mouth, become involved early (Fig. 111, p. 235), and difficulty in swallow- 
ing after the first few mouthfuls is sometimes a characteristic feature of the case. The 
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myasthenic electrical reaction (see REACTION OF DEGENERATION, p. 584) serves to dis- 
tinguish these cases from those due to bulbar paralysis. 

Finally, there are very rare cases in which, without any known pathology, the 
cesophagus becomes enormously hypertrophied and dilated, and the patient cannot swallow, 
though a bougie passes perfectly well. This so-called idiopathic dilatation and hypertrophy 
of the cesophagus is fortunately very rare ; it has generally been regarded as due to cardio- 
spasm—an erroneous spasmodic contraction of the cardiac orifice, which refuses to relax 
for the ingress of food into the stomach ; but a more recent view is that it is due, not to any 
extra spasm, but to defective relaxation of the normal tonicity—a condition to which the 
term achalazia has been applied. It leads to dilatation of the oesophagus behind it, with 
much hypertrophy, the latter, 
great though it is, eventually fail- 
ing to overcome the neuro-muscu- 
lar constriction of the cesophageal 
sphincter, though bougies pass 
without difficulty. It may be recog- 
nized by the use of bismuth or 
barium and the a-rays (Fig. 98). 

3. Dysphagia due to Mechani- 
cal Defects of the Mouth or 
Pharynx, the (€sophagus being 
Normal.—This group of cases in- 
cludes patients suffering from such 
conditions as widely cleft palate, 
syphilitic stenosis of the pharynx, 
inability to use the tongue, either 
because it is acutely swollen from 
glossitis, bee-sting, or angina Ludo- 
vici, or because it is fixed from 
carcinomatous infiltration, and so 
forth. There is little need to enter 
into the differential diagnosis of 
this variety of dysphagia, for it 
can generally be determined by 
direct examination of the buccal 
cavity. Mumps, quinsy, and post- 
pharyngeal abscess belong to the 
same group, the last-named caus- 
ing more dyspnoea than dysphagia, 
and being confined to quite early 
childhood. 


Fig. 98.—Skiagram in the semi-lateral position after administration of 
bismuth in a man, age 46, suffering from ‘ cardiospasm ’ or idiopathic ia i i r 
dilatation of the cesophagus. History of 28 years’ vomiting, indigestion, é 4. Dysp hagia an which there 
pain after food. Had been to many physicians: had taken ‘all the is no Mechanical Obstruction, but 


medicines in the pharmacopeeia,”’ but was never diagnosed correctly until . < . 
bismuth and 2-ray examination was resorted to previous to a proposed in which the Act of Swallowing 


gastro-enterostomy. (Skiagram by Dr. C. Thurstan Holland.) causes the Patient so much Pain 
that he hesitates to Swallow.— 

The chief causes of dysphagia which come under this heading are : Inflammatory affections 
of the mouth or tongue, including the different varieties of stomatitis (p. 542); pemphigus 
or erythema bullosum of the buccal cavity, evidenced by similar eruption upon the skin 
(see BuLL&H, p. 96); ulcers of the tongue, whether malignant, gummatous, tuberculous, 
or due merely to erosion by a carious tooth or an ill-fitting tooth-plate ; sore throats of 
various kinds (see Sore THROAT, p. 613); pain in the mouth, larynx, or cesophagus after 
swallowing acute irritants or fluids that are either exceedingly cold or burning hot ; and 
inflammation. y affections of the larynx and its immediate neighbourhood. 

The nature of the buccal lesions will generally be indicated by inspection. 

The different varieties of sore throat may be distinguished to some extent by inspection, 
though bacteriological confirmation is usually advisable. 

The chief difficulties arise when the cause of the dysphagia is a painful affection of 
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the larynx. Rarities such as variolous, lupoid, leprous, typhoidal, decubital, and trau- 
matic ulcers of the larynx will seldom be diagnosed unless there is obvious collateral evidence, 
such as the eruption of small-pox upon the skin, residence in leprous countries, prolonged 
confinement to bed, and so forth, to indicate the nature of the case. The commoner 
varieties of laryngeal trouble which produce dysphagia are acute laryngitis, tuberculous 
laryngitis with or without ulcers, carcinomatous ulceration of the larynx, and syphilis. 
Laryngoscopic examination is essential, local anzsthesia by the use of the cocaine generally 
being necessary first. If tubercle bacilli can be found in the sputum, or if there are abnormal 
signs at the apices of the lungs, the diagnosis of tuberculous laryngitis is probable, and 
the pallid swelling of the aryteno-epiglottidean folds, and, still more so, multiple smali 
ulcers of the edge or posterior surface of the epiglottis or of the free edges of the true or 
false vocal cords, or similar ulcers in other parts of the larynx, bilaterally situated, would 
indicate the diagnosis with certainty. The chief difficulty arises in the more chronic cases 
in which, after the larynx has become involved, the lung condition has improved, and 
tubercle bacilli may not be found in the sputum. Epitheliomatous ulceration of the larynx 
may be very extensive, and yet for a long time remain confined to one side ; this unilateral 
distribution of the infiltration is often important in distinguishing epithelioma from syphilis 
of the larynx, whilst the latter may also be distinguished by the repair which may ensue 
even after extensive destruction of the tissues has led to much deformity of the parts. The 
influence of salvarsan or potassium iodide and mercury upon the lesions may assist the 
diagnosis, and Wassermann’s serum test may be employed. Doubt may remain, however, 
and sometimes, where it is very important to arrive at a certain diagnosis as soon as 
possible, a small portion of the affected tissue may be excised and examined microscopically. 
When tuberculosis, syphilis, and new growth are excluded, and yet laryngitis is present, 
the probability is that it is due to some infecting organism. Probably the symptoms will 
have started more or less acutely, even though they persist and become chronic ; laryngeal 
inspection may show acute hyperemia and injection of the parts with extensive oedema 
without ulceration, and the nature of the micro-organism concerned—the diphtheria 
bacillus, streptococcus, pneumococcus, ete.—may be determined bacteriologically by 
preparing cultures from local swabbings. It is possible, of course, for two or more maladies 
to occur simultaneously, and it is particularly difficult to distinguish syphilitic laryngitis 
from tuberculous in a syphilitic patient who has undoubted phthisis; similarly, it may 
be difficult to distinguish catarrhal laryngitis from tuberculous in phthisical patients, and 
so on; indeed, in many instances the diagnosis may be one of opinion only. Measles is 
very apt to be accompanied by laryngitis, which may often be merely catarrhal, but which 
not infrequently is due to diphtheria developing synchronously with the measles. In 
order to exclude diphtheria, it is always advisable to take swabbings for bacteriological 
investigation even where it seems almost obvious that the laryngeal catarrh is merely part 
of the general coryza of measles. In all these cases dysphagia will be accompanied by 
hoarseness or other alteration in the voice pointing to an affection of the larynx. 
Herbert French. 


DYSPNEA, or marked difficulty or distress in breathing, may or may not be associated 
with orthopncea: in the milder cases a patient when at rest has no dyspnoea, the difficulty 
with breathing being brought out only by exertion ; nearly all conditions which may pro- 
duce dyspnoea, however, are capable in later stages of producing orthopncea, so that the 
causes of dyspnoea and of orthopncea are similar in kind though they differ in degree. There 
is no need, therefore, to repeat what will be found under the heading ORTHOPN@A (p. 418) 
whilst the article on BREATH, SHORTNESS OF (p. 87) should also be consulted. 

Herbert French. 


DYSTOCIA—-signifies difficult birth or labour. The difficulties of delivery show 
themselves by prolongation or delay in the completion of the stages into which labour is 
usually divided. Difficult labour is accompanied by progressive symptoms, objective and 
subjective, which are to be explained by physiological exhaustion, especially in its effect 
upon the central nervous system of the patient. The results of difficult labour are thus 
of such importance, affecting, as they do, the life of the mother and child, that anticipation 
of it, and therefore early and appropriate treatment, are of paramount importance in 
scientific midwifery. 
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The causes may be tabulated according as they occur in the first or second stage, the 
first series delaying the dilatation of the cervix, the second the expulsion of the child. It is 
not out of place in this connection to add also the causes of difficulties in the separation and 
expulsion of the placenta, for delivery cannot be said to be complete until the placenta is 


expelled. 


CAUSES OF DELAY IN COMPLETION OF THE THREE STAGES OF LABOUR. 


Ist Stage. 

Weak uterine contractions 

Rigidity of cervix: relative, 
spasmodic, cicatricial, new 
growths 

Pendulous belly, causing ante- 
version 

Early rupture of membranes, 
due to malpresentations, 
morbid adhesions to the 
lower uterine: segment, un- 
due friability 

Malpresentations in general 

Anything which prevents the 
head entering the lower 
uterine segment 

Hydramnios 

Deficiency of liquor amnii 


2nd Stage. 


Weak uterine contractions 

Secondary uterine inertia 

Absence of accessory muscular 
effort 

Rigidity of vagina and _peri- 
neum 

Loaded rectum 

Distended bladder—cystocele 

Contracted pelvis 

Pelvic tumours: Fibromyoma, 
ovarian tumours, growths of 
the pelvic bones, hematoma, 


varicose veins, vaginal 
growths 
Malpresentations ; Occipito- 


posterior, breech, face, brow, 
transverse 


3rd Stage. 
Weak uterine contractions 
Morbid adhesion of placenta 
Uterine spasm 
‘Hour glass’ contraction 
Adhesion of membranes 


Twins. Any abnormal enlargement of 
the child: Hydrocephalus, 
meningocele, ascites,  tu- 
mours, double monsters, 
very large child 

Excessive ossification of the 
head 

Short cord: absolute, relative 

Locked twins 


From the above it will be seen that the causes of delay are very numerous and im- 
portant ; and the successful delivery of the child under many of these conditions depends 
very much on their anticipation, rather than their recognition when delivery is already 
dangerously obstructed. Consequently, accurate diagnosis at the beginning of labour 
will often save much trouble to the practitioner, and danger to the mother and child. 
Indeed, some of the dangers of obstructed labour can only be avoided satisfactorily by 
careful examination of the patient during pregnancy, say at the thirtieth week. This 
applies specially to the recognition of contracted pelves, of pelvic tumours, and sometimes 
of malpresentations, and constitutes an important reason why every patient should be 
urged to undergo an examination during the later weeks of pregnancy. 

The routine method of examination of the pregnant woman, whether in labour or not, 
is the same ; and the deductions to be made from it are identical. The examination is made 
as follows: first, by abdominal palpation ; secondly, by vaginal examination. 

Abdominal Palpation.—First feel for the foetal head in the pelvis by the ‘ pelvic 
grip,’ or Pawlik’s grip. In a primipara the head should be well down in the pelvis ; not 
necessarily so in a multipara. Failing to find the head in the pelvis, palpate for it at the 
fundus ; failing to find it here, it will be found in one or the other lateral situations. If the 
head is in the pelvis, and fixed, there can be no pelvic contraction of importance, and 
tumours of the uterus or ovaries below the brim are quite unlikely. If, however the head 
is above the brim and movable in a primipara, pelvic contraction must be suspected, whilst 
a tumour preventing entrance into the pelvis is a possibility. Pelvic contraction may be 
verified by pelvimetry, for which see below. Abnormal presentations are recognized by 
abdominal palpation ; breech and transverse by the actual position of the head ; occipito- 
posterior by the presence of the ‘ small parts,’ arms and legs, in front, and the absence 
of the back of the foetus ; a face cannot be diagnosed absolutely except in mento-posterior 
cases, when the groove between the extended occiput and back will be felt in front whilst 
the head remains above the brim. Hydramnios may be recognized if there be fluctuation, 
and the foetal parts can only be felt by deep dipping through the fluid. Twins may possibly 
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be recognized by feeling two heads, and hearing two foetal hearts beating with different 
rhythms. 

Vaginal Examination.—It is important to remember that very little can be made out 
with one or two fingers. Asa rule, all that can be noted is the condition of the canal, whether 
narrow or rigid, with a powerfully acting levator ani muscle, and the condition of the os ; note 
especially its consistence, and the integrity of the membranes. It may not even be possible 
to recognize the presentation if this has not been made out by abdominal palpation. If con- 
tracted pelvis is suspected, the important diameter, namely, the diagonal conjugate, should 
be measured with the fingers, and the true conjugate estimated by subtracting half an inch 
from this measurement. The only accurate instrument for taking this measurement is 
Skutsch’s pelvimeter ; but its use requires considerable experience, and, in general, the simpler 
method with the fingers is sufficiently accurate for most purposes. External measurements 
may be made to supplement the important internal one; but they are not of the same 
practical importance. When a difficulty arises in labour, accurate diagnosis 1s indispensable, 
and the whole hand should be inserted into the vagina under anesthesia. The presenting 
part may then be grasped, and its absolute character determined. In this way occipito- 
_ posterior presentations (the commonest cause of difficult labour) can be diagnosed with 
certainty, and rectified. Hydrocephalus may be recognized by this manceuvre ; the hand 
may be pushed on above the head without danger in most cases, and the neck felt for coils 
of cord, the body of the child palpated for the presence of tumours or enlargement by 
ascites. Tumours obstructing delivery are best felt from the vagina ; they are usually 
wedged between the presenting part and the sacral promontory, part below and part above 
this prominence. If fluctuating and soft they are usually ovarian cysts; if hard and 
unyielding they may be fibromyomata of the uterus ; but these also are apt to soften during 
pregnancy, and to feel like fluid tumours. Tumours of the pelvic bones are usually bony, or 
cartilaginous ; growths of the cervix may be fibroid, but more commonly are friable carcin- 
omata, bleeding freely on examination. 

Little more than the method of examination can be indicated in a short article on the 
diagnosis of a case of difficult labour ; but too much stress cannot be laid on the value of 
abdominal examination and palpation as the most important means of gaining information 
in any labour. 

Delay in the Delivery of the Placenta, though not strictly a part of difficult labour, 
presents difficulties in the completion of delivery, and must not be overlooked. The 
placenta may be simply retained in utero; may be adherent to the uterus, totally or 
partially ; or may be retained in the vagina. In the first case, if there is no hemorrhage, 
the placenta is likely to lie in the lower uterine segment and vagina, and is not expelled 
owing to weakness of the accessory muscles. If partially adherent, bleeding is certain to 
occur, whilst total adhesion does not permit of any bleeding. In any case of this kind if, 
after a sufficient time has elapsed, the placenta cannot be expressed, the hand must be 
introduced into the uterus in order to diagnose the condition. It must not be forgotten 
that the placenta may be retained above a spasmodic stricture of some part of the uterus, 
the so-called hour-glass contraction. Hemorrhage always accompanies this condition if the 
placenta is partly separated. 


Finally, the symptoms of exhaustion consequent upon obstructed labour may be men- 
tioned. The first are rise of temperature and increase in frequency of the pulse-rate. These 
afford very important indications of obstructed labour, and assist us to distinguish this 
from simple delay from weak uterine contractions, in which the pulse and temperature 
remain normal. The later symptoms of obstruction, if not relieved, are local and general. 
Locally, the vaginal secretions fail, the parts become hot, dry, and swollen. The uterus con- 
tracts powerfully, and may go into a tetanic condition, usually known as tonic contraction, in 
which case the uterus is hard, never relaxing, and is tender to the touch. The exact opposite 
occurs in uterine inertia, when the uterus remains flaccid, along with a normal pulse and 
temperature. Later still, vomiting may occur, signs of septic infection may appear, and 
rupture of the uterus may take place owing to the dangerous thinning of the lower segment 
when tonic contraction supervenes. This series of symptoms should never occur in properly 
conducted midwifery ; their possible occurrence should always be anticipated by correct 
diagnosis early in labour, followed by immediate appropriate treatment. T. G. Stevens. 
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EAR, DISCHARGE FROM.—(See Ororruma, p. 421.) 


EARACHE is the term usually applied to the pain experienced in acute inflammation 
of the middle ear. It is most acute when suppuration ensues. There are, however, a 
number of other conditions--many of them of great importance—which also give rise to 
otalgia or to pain roughly localized by the patient to the ear. 

In acute otitis media the pain is usually dull, continuous, and throbbing, with sharp 
exacerbations in which the pain shoots to the occiput, to the top of the head, or forwards 
to the temporal region. It is usually worse at night—indeed it may disappear in the day— 
and it is increased by pressure over the tragus and on opening the mouth. Not infrequently 
there is some tenderness over the mastoid process. There is always some impairment of 
hearing. In adults there will probably be a slight rise of temperature ; in children the 
temperature may rise to 103° F., or more, the pain is often very acute, and constitutional 
symptoms may be very marked, with convulsions, vomiting, and delirium. Such cases 
may be mistaken for meningitis, especially in children too young to talk ; but in these little 
patients attention may be directed to the trouble by the extreme tenderness of the affected 
ear, the least manipulation of which may cause the child to scream. In young children 
the presence of cerebral symptoms with pyrexia should always lead to a careful examin- 
ation of the ears. The presence of optic neuritis favours a diagnosis of extension of the 
inflammation to the interior of the cranial cavity, but this is not a universal rule, for cases 
are recorded in which otitis media by itself has caused optic neuritis. Attacks of earache 
in childhood are frequently caused by adenoids, and indeed, acute otitis media is prac- 
tically always caused by an extension of inflammation from the nasopharynx along the 
Kustachian tubes. When suppuration occurs, the membrane becomes perforated, pus 
escapes, and the pain usually ceases. When it persists, the perforation is probably too small 
to allow of satisfactory drainage of the pus. Examination of the tympanic membrane by 
means of a speculum will show redness, loss of lustre, and probably bulging of the mem- 
brane, with blurring of the handle of the malleus. 

Chronic middle-ear suppuration is usually painless. When necrosis occurs pain is often 
present and may be very acute, but this is by no means invariable, and some cases of 
extensive caries are remarkably free from pain. 

Pain and tenderness over the mastoid process are also present in acute mastoid abscess 
and periostitis. 

Pain in the ear may also be caused by the following lesions of the external auditory 
meatus, which may be diagnosed on examination through a speculum :— 

A foreign body, especially if an insect finds its way into the meatus. 

Furuncles ; intense pain, often throbbing in nature, is followed by a discharge of pus, 
after which the pain diminishes ; the meatus is so tender that it may be impossible for the 
patient to endure the presence of the speculum. 

Cerumen is usually painless, though sometimes a dull pain may be present. 

Eczema of the meatus may be the cause of a burning or smarting pain. 

Sometimes a careful examination of the ear will fail to reveal any lesion. Under 
these circumstances the. possibility of one of the following causes of referred pain must 
be considered :— 

A carious molar tooth, a very common cause of pain referred to the ear. 

Epithelioma of the tongue or ulceration of the pharynx or laryna ; pain in the ear may 
be a very troublesome symptom of any of these. 

Acute or subacute tonsillitis often causes acute pain in the ear without any inflammatory 
lesion of the middle ear. Less frequently, swppuration in the accessory sinuses of the nose 
has a similar result. 

Otalgia may sometimes be neuralgic, and it is then usually associated with trigeminal 
neuralgia. It may also occur in nervous anemic patients, and sometimes must be regarded 
as aneurosis, It must also be remembered that the glenoid lobe of the parotid gland extends 
into the non-articular portion of the glenoid fossa, and thus parotitis may cause pain referred 
to the ear. Similarly otalgia may occur with osteo-arthritis or inflammatory trouble in the 
lemporo-mandibular joint. 

Certain diseases of the auricle may cause pain more or less severe in character. Peri- 
chondritis is by no means uncommon. It may be traumatic or spontaneous, and in the 
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latter syphilis may be the cause. Herpes, acute eczema, erysipelas, Raynaud’s disease, 
and chilblains are all accompanied by pain and may affect the auricle. Sebaceous cysts 
and dermoids also occur here, and when inflamed will cause more or less severe pain. A 
condition known as ‘ Telephone ear’ has been described in persons who constantly use the 
telephone. More or less severe pain is present, and this may be accompanied by tinnitus 
and associated with the presence of boils. 

@) Lastly, it must be remembered that there is a lymphatic gland situated over the mastoid 
process which drains lymph from the side of the scalp’; when inflamed, this gland may be 
the cause of pain and tenderness, which may lead to a suspicion of suppuration in the 
mastoid process. Philip Turner. 


ECCHYMOSIS—(See Purpura, p. 552.) 
ECTHYMA.—(See Scass, p, 599.) 


EFFUSION, PLEURAL.—(See Curst, BLoopy Erruston In, p. 102 ; CHEST, SEROUS 
EFFUSION IN, p. 104; and Curst, Pus IN, p. 108.) 


EGG-SHELL CRACKLING.—(See Crackiinc, EGG-sHELL, p. 150.) 
ELECTRICAL REACTIONS.—(See Reaction oF DEGENERATION, p. 582.) 
EMACIATION.—(Sce MARASMUS, p. 884; and Wercut, Loss oF, p. 768.) 


EMPHYSEMA, SURGICAL.—Surgical or subcutaneous emphysema is due to disten- 
tion of the subcutaneous areolar tissues with air or gas. The diagnosis of the condition and 
its cause is not as a rule difficult. Its commonest starting-place is in connection with the 
thorax, particularly when there has been injury to the lung tissue by a broken rib, a stab 
with a knife, a bullet wound, the rupture of alveoli due to excessive coughing, as in whooping- 
cough and bronchitis, or during great strain, as in difficult labour ; or by operative injury 
to the lung, as in exploratory needling of the chest. The gas spreads rapidly, and may 
extend over the greater part of the trunk in a short time, disappearing again in the course 
of a few days. It may do so similarly after the operation of tracheotomy. 

The face may sometimes be almost suddenly involved unilaterally by the escape of air 
into the subcutaneous tissues from the upper part of the nose, after violent sneezing or 
energetic blowing of the nose. 

Rarer causes for the escape of actual air into the subcutaneous tissues are ulcerative or 
iraumatic lesions of the wesophagus, stomach, duodenum, ceecum, bladder, or rectum. Air 
escaping in the areolar tissues around any of these parts may sometimes extend and become 
palpable as crepitus under the skin. 

Quite another type is that in which the gases in the tissues are not air, but the results of 
infection by gas-producing bacteria. Fortunately cases of this kind are now rare; they were 
less uncommon in the days of hospital gangrene and putrefaction. The Bacillus coli com- 
munis, however, not infrequently liberates gas in an abscess to which it may give rise—for 
instance in the region of the vermiform appendix—and sometimes subcutaneous emphysema 
results. Another gas-producing organism that attacks man, though less often as a primary 
affection than intercurrently during some other malady, is the Bacillus aerogenes capsulatus ; 
this, however, more often produces gas-containing loculi in the liver and other internal 
organs than in the tissues beneath the skin. Herberi French. 


EMPYEMA.—(See Cuest, Pus IN, p. 103.) 
ENLARGEMENT OF A BONE.—(See SwELLING ON A BONE, p. 667.) 
ENLARGEMENT OF THE FOREHEAD.—Many individuals who have passed 


middle age—males more so than females—tend to develop an increasing prominence of 
that part of the forehead which corresponds with the outer casing of the frontal air sinuses ; 
with the result that their eyebrows seem to overhang the eyes more and more, and the 
countenance looks different to what it did ten or fifteen years before. This is due to slow 
enlargement of the air cells of the frontal sinuses, and it is not pathological. This normal 
enlargement of the forehead has to be distinguished from two diseases which, though rare, 
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are generally recognizable with ease if the patient is watched over a period of months or 
years, namely, leontiasis ossea and acromegaly. 

The commonest symptom that a patient suffering from leontiasis ossea complains of is 
that in former years he always took a certain size of hat, and was able to order hats without 
having to go and try them on; of recent years, however, he has found that he has had to 
get progressively increasing sizes, so that whereas formerly a number 7 may have fitted him, 
he may now require even so large a size as a number 8; in a few exceptional cases special 
hats have had to be made for the patient because the enlargement of the head, especially 
of the forehead, has become tremendous, whilst at the same time it may very likely not be 
quite symmetrical. The general health remains good, and if the patient does not mind his 
personal appearance and the size of his hats, he lives for years without suffering any other 
inconvenience. On the other hand, the bony changes may not be confined to the skull, 
but may affect the bones of the limbs as well, especially the tibia ; there is probably a 
relationship between leontiasis ossea and osteitis deformans or Paget’s disease of the bones 
(see p. 155). If the cranium is examined after death, it is found that there is no longer any 
distinction between the hard ivory bone upon the surface of the cancellous bone in the centre ; 
both have assumed an intermediate character, so that the whole bone is more or less of the 
same texture, very thick and heavy, and in a condition which used to be spoken of as osteo- 
porosis. In some cases the change is syphilitic. 

In acromegaly it happens very rarely that the frontal bone is affected alone; much more 
often the affection of the forehead is much slighter than the increase in size of the lower 
jaw and of the phalanges of the hands and feet (p. 237). If, however, the changes were 
more marked in the frontal bone or in the bones of the skull generally than in those else- 
where, it is probable that a case of acromegaly would be diagnosed as one of leontiasis 
ossea, and one does not really know what essential difference there is between these two. 
Whereas, however, in acromegaly the bigness of the lower jaw makes the characteristic 
facies, in leontiasis ossea the prominence of the forehead gives the face that leonine character 
from which the name of the disease is taken. 

No other maladies in adults are likely to cause uniform increase in the size of the fore- 
head, but occasionally one meets with tumours of the frontal bone which cause a symmetrical 
enlargement of the forehead, the most important of these being the ivory exostosis—a non- 
malignant tumour which may arise from any of the flat bones of the skull ; it grows very 
Slowly but enlarges progressively, and in so doing is apt to displace anything which comes 
in its way, and in the course of many years great deformity of the eye or nose may thus 
result. The slowness of the growth, and its very hard character generally, point to the 
diagnosis at once, and an a-ray examination may help to confirm it. 

Other asymmetrical enlargements of the forehead may result from syphilitic nodes 
caused by gummatous periostitis terminating in bony organization ; sarcoma of the peri- 
osteum, &2 very rare primary growth in this region, but when met with suggested by the 
relative softness of the mass and its rapid increase in size; secondary malignant disease, 
likely to be mistaken for primary sarcoma if no primary growth elsewhere is known, but 
readily diagnosed correctly if the existence, now or formerly, of a carcinoma of the breast, 
thyroid gland, or other part is known. 

Any other tumours in connection with the frontal bone are exceedingly rare. The 
very extensive disease of the frontal, as of any other cranial bone, which used to be met 
with in syphilitic subjects, is now practically unknown on account of the greater adequacy 
of the treatment of syphilis in its earlier stages. 

Leprosy may be mentioned as a cause of enlargement of the forehead (Fig. 173, p. 404), 
for in the nodular form any part may be affected ; but it must be very rare for leprosy to 
affect the forehead region only, and the diagnosis will be suggested by the lesions elsewhere 
and by the history of the case. 

The above remarks apply to enlargement of the forehead in adults ; in children quite 
different causes will suggest themselves, the three most important being: (1) Hydro- 
cephalus, (2) Rickets, (3) Congenital syphilis. 

It happens not infrequently that a child’s forehead enlarges very considerably, and 
bulges with much convexity to such an extent as to make both the parents and the physician 
fear hydrocephalus when the child is suffering from nothing more serious than rickets. 
The diagnosis may be quite difficult if there are not at the same time the other familiar 
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signs of rickets mentioned on page 167; and there are not a few instances in which it is 
only when the case has been watched for months or years that one can be sure that there 
is not hydrocephalus. The same applies to the swelling of the frontal bone that may result 
from congenital syphilis. In the case of both rickets and congenital syphilis, one will 
examine the whole of the head carefully, to try and make up one’s mind whether the enlarge- 
ment, which usually affects not only the forehead but also other parts of the skull, is a more 
or less uniform stretching such as hydrocephalus gives rise to, or whether there are not 
some parts which are enlarged and other parts which are more or less normal. Both 
congenital syphilis and rickets are apt to produce diffuse round prominences of the parietal 
regions as well as of the frontal regions, so that there are four main bulges with an antero- 
posterior and a transverse groove between them, constituting the hot-cross-bun-shaped 
type of head; but the difficulty of excluding hydrocephalus is made greater still when, as 
sometimes happens, there is such thinning of the bones in the occipital region from cranio- 
tabes that the bones can be dented inwards like stiff parchment ; such cranio-tabes may 
result either from rickets or from congenital syphilis. One would then pay special atten- 
tion to the regions of the sutures ; if these are obviously stretched asunder the case is almost 

certainly hydrocephalus, and not rickets or congenital syphilis. One would also be able to 
_ draw some conclusion perhaps from the appearances of the eyes, for the eyeballs will be 
in normal position when the cause of the forehead enlargement is rickets or congenital 
syphilis, whilst with hydrocephalus the eyes will give the impression of being displaced ; 
sometimes they look very much deeper set than normal ; in other cases they look as though 
they are depressed as the result of the downward pressure exerted by the excess of fluid 
upon the roofs of the orbits. If the enlargement and prominence of the forehead dates 
from birth or soon afterwards, this will be an argument in favour of hydrocephalus ; if the 
change develops later in the infant’s or child’s life, there will almost certainly be a history 
of a severe attack associated with symptoms of increased intracranial pressure, for 
probably the commonest cause of acquired hydrocephalus is a preceding attack of meningo- 
coccal meningitis, from which the child has recovered. The history, therefore, may help 
in deciding the diagnosis. The optic discs should also be examined, for in a certain number 
of cases of acquired hydrocephalus there is optic atrophy (Plate XX, Fig. n, p. 418), and 
this is practically never met with as the result of rickets and very seldom as the result of 
congenital syphilis. It is of course only when the degree of hydrocephalus is medium that 
it is difficult to distinguish it from the forehead enlargements due to rickets or congenital 
syphilis. Major degrees of hydrocephalus cause such extreme enlargement of the whole 
head, coupled with such thinning of the bones and stretching of the sutures that the dia- 
gnosis is almost unmistakable. 

Although either simple or malignant tumours may affect the frontal bones, even in an 
infant or child, they are very rare. They should be diagnosed in the same way as similar 
tumours in adults. Chloroma may perhaps be mentioned specially, rare though it is. The 
tumours in such a case are never single, but as they may develop upon bones, they some- 
times attract notice first in connection with the cranial bones, and thus perhaps a local 
enlargement of the forehead may be the first symptom in the case. There isa tendency for 
the glands generally to become enlarged and sometimes the spleen also, and in some respects 
the malady simulates lymphatic leukemia. Neoplasm of some kind will be an early 
suspicion, and the nature of the growth is indicated by the greenish colour of the tumour 
when it has been excised. The actual diagnosis, however, is made more often post mortem 
than during life. 

The commonest local swelling of the forehead in a child is a hematoma resulting from 
injury, and as the blood clot is often quite deep-seated there is sometimes no discoloration 
of the skin, and some more serious tumour may be thought of until the disappearance of 
the mass in the course of a week or two proves its simple character. Such a hematoma 
after a day or two softens in its central part in a remarkable way, leaving very hard 
raised edges, and on palpation it feels almost as if there were a hard bony ring with 
an absence of any bone at all in the centre; the first time such a softening haematoma 
of the forehead is felt, one can hardly believe that it is only a hematoma and not an 
actual hole in the bone covered merely by scalp and skin. The feeling, however, on 
palpation is so characteristic that once felt the condition is. readily recognizable in any 
subsequent case. Herbert French. 
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ENLARGEMENT OF THE GALL-BLADDER.—(See Gati-BLappER ENLARGEMENT, 


p. 252.) 


ENLARGEMENT OF THE HEART may be due to hypertrophy of the walls of any 
of its cavities, but especially of the ventricles ; to dilatation of the cavities ; or to these two 
conditions combined. 

The most important physical signs of enlargement of the heart are: (1) Displacement 
of the cardiac impulse; (2) An increased area of cardiac dullness. After puberty the normal 
cardiac impulse is usually situated in the fifth left intercostal space, about three-quarters 
of an inch internal to the left nipple line. Before puberty it is normally in the fourth left 
space in the nipple line. When the heart is enlarged, the impulse is displaced outwards and 
also downwards. Particular care must be taken to determine the exact position, as from 
this observation a good idea of the particular part of the heart which has enlarged may be 
obtained. When the left ventricle is much hypertrophied, the cardiac impulse is displaced 
more in a downward direction than outward, e.g., it may be found in the sixth or even the 
seventh left intercostal space in the nipple line or outside it. When the enlargement is due 
to hypertrophy of the right ventricle, the cardiac impulse is displaced more in an outward 
direction than downward, and frequently there is also considerable pulsation in the 
epigastrium. 

Where the cardiac impulse is thus displaced, before cardiac enlargement is diagnosed 
the possibility of its mechanical displacement by fiuid or air in the right pleural cavity 
pushing it, or a retracted left lung pulling it, over to the left, must be excluded by careful 
physical examination of the front and the back of the chest. In the case of pleuritic effusion 
the dullness ‘on the right side of the chest, and the absent or deficient vesicular murmur 
would point to fluid ; in the case of retraction of the left lung the left side of the chest would 
be smaller, there would be deficient movement, dullness and deficient voice sound and 
vesicular murmur, or possibly bronchial breathing, consonating rales, and pectoriloquy over 
the left lower lobe. 

The character of the impulse must be noted carefully, for, when forcible and heaving, 
it denotes hypertrophy ; when feeble and diffused, dilatation. 

The cardiac impulse is invisible and impalpable in some cases of enlargement of the 
heart, on account of emphysema of the lungs. In these circumstances even the x-rays may 
be required before one can be sure of the diagnosis of cardiac enlargement. 

Careful mapping out of the area of cardiac dullness may afford valuable information 
as to the part of the heart involved in the enlargement. If the area of deep dullness is 
increased downwards and outwards, an increase in the size of the left ventricle is indicated 
if upwards and to the right, hypertrophy of the right ventricle ; if in all directions, enlarge- 
ment of both ventricles. 

Enlargement of the heart in children may produce definite local bulging of the chest 
wall in the cardiac area. 

Having determined the position and character of the impulse, mapped out carefully 
the area of cardiac dullness, and thus arrived at the conclusion that the heart is increased 
in size, the next step is to determine not only what particular part is enlarged, but also the 
actual cause of the enlargement. 


ENLARGEMENT OF THE LEFT VENTRICLE. 


The left ventricle may become enlarged in :— 

1. Aortic Disease :—Stenosis and regurgitation; regurgitation ; stenosis; aneurysm 
of the first part of the aorta involving the aortic ring. 

2. Mitral Regurgitation :—Disease of the mitral valve ; dilatation of the left ventricle 
involving the mitral ring. 

3. Arteriosclerosis and Granular Kidney. 

4. Alcoholism. 

5. Long-continued Over-exertion :— Athletes; workers at laborious occupations, 
e.g., stokers, firemen, furnacemen, blacksmiths. 

6. Exophthalmic Goitre. 

7. Congenital Heart Disease. 
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1. Aortic DISEASE. 


Aortic disease may cause very great enlargement of the heart—cor bovinum or bovine 
heart. In the Guy’s Hospital Museum there is a heart of this kind which weighs 53 ounces, 
the normal weight being about 10 ounces. 

Stenosis and regurgitation is the commonest form of aortic disease, then regurgitation, 
and pure stenosis is the rarest. 

Aortic Stenosis and Regurgitation.—The cardiac impulse is displaced downwards 
and outwards, and the cardiac dullness much increased towards the left. 

It may be in the fifth, sixth, seventh, or even eighth space in or outside the left nipple 
line, and may be as far out as the anterior axillary line. The further the impulse is down 
the larger the left ventricle, and the further it is out the more the dilatation. When the 
impulse is forcible, heaving, and limited, it indicates that hypertrophy predominates ; when, 
on the other hand, the impulse is diffused and feeble, dilatation preponderates. Young 
people may present well-marked bulging in the precordial! area. 

A systolic thrill may be felt over the base of the heart, especially over the second right 

intercostal space close to the right border of the sternum. More rarely a diastolic thrill 
may be felt also or independently, either to the right or to the left of the upper part of the 
sternum. 

On auscultation, a systolic and early diastolic murmur are heard over the base of the 
heart. The former usually replaces the first sound, is loudest in the second right intercostal 
space close to the sternum, and is transmitted upwards towards the clavicle and into the 
carotids. It varies in character, being in some cases soft and faint, and in others harsh, 
rough, and loud. The diastolic might be described as post-systolic, for it replaces the 
second sound ; it is generally soft and blowing, though in rare instances it is harsh or even 
musical. It may be heard over the upper part of the sternum and on both sides of it. When 
the aortic incompetence is due to fibrosis resulting from endocarditis following acute 
rheumatism or chorea, it is usually best heard to the left of the sternum, loudest in the third 
intercostal space close to the sternum. When the incompetence is due to syphilitic atheroma 
or to aneurysm of the first part of the aorta, the bruit is generally loudest and best heard 
in the second space to the right of the sternum. The early diastolic bruit which denotes 
aortic regurgitation may also be heard at the cardiac impulse, and in some cases may even 
be traced outwards into the left axilla. It cannot be mistaken for a mitral stenotic bruit, 
because there is no interval between the second sound and it. If there is complete com- 
pensation, the first sound may be loud and clear at the apex, but if dilatation of the left 
ventricle has occurred, there may be a loud blowing systolic murmur replacing the first 
sound and traceable outwards into the left axilla. Another bruit, which is rumbling in 
character and pre-systolic in time, may be heard at the cardiac impulse when the ventricle 
is dilated, the so-called Flint’s bruit (Fig. 40, p. 95). 

Patients are usually anemic, and the carotid, brachial, and other superficial arteries 
are seen pulsating forcibly. A feeling of faintness on rising from the supine to the erect 
posture, dizziness, headache, a sensation of throbbing in the extremities, palpitation, 
dyspnoea, and precordial pain on exertion are early manifestations of this disease. As 
compensation fails, the dyspnoea and palpitation increase, cedema of the legs supervenes, 
pain becomes worse, and is felt not only over the region of the heart, but tends to radiate 
into the left shoulder and arm, and it may be followed by attacks of true angina pectoris. 

The curious splashing or * water-hammer’ pulse is pathognomonic ; it is appreciated 
best if the radial pulse is felt when the arm is raised, the pulse-wave striking the finger with 
a sudden sharp jerk, and then as suddenly collapsing. When compensation fails, the pulse- 
rate may become rapid and the beats irregular and intermittent, as in mitral disease, but 
earlier in the disease the rate and rhythm are normal. 

Capillary pulsation, which may be detected in the lips, finger-nails, and skin, is a very 
characteristic sign. It can be demonstrated by drawing a finger nail two or three times 
across the skin of the forehead or abdomen, so as to produce a line of hyperemia, which, 
if watched carefully, will be seen to blush and pale alternately, each blush being synchronous 
with the pulse. 

Aortic Regurgitation.—The symptoms are practically the same as in aortic stenosis 
and regurgitation, but there is no systolic thrill and no well-marked systolic bruit in the 
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aortic area. The pulse is of the typical water-hammer type. The presence of a soft systolic 
bruit in the second right intercostal space close to the sternum does not indicate aortic 
stenosis unless there be at the same time a thrill there. . 

Aortic Stenosis is the rarest form of aortic disease. In addition to the absence of a 
diastolic bruit at the base, there is a pulse very different from that of the water-hammer 
type. If there is full compensation the pulse is slow, frequently below 60, and it may be 
only 40, or less, to the minute. It is usually regular, long sustained, and of good tension. 
A sphygmographic tracing shows a slow rise, often with an anacrotic break in the upcurve, 
a broad summit, and a gradual decline. The mere presence of a systolic murmur in the 
aortic area, even if its point of maximum intensity be in this region, is not sufficient evidence 
on which to base a diagnosis of aortic stenosis. A little roughening of a segment of the 
aortic valves, slight sclerosis of a valve, atheroma or dilatation of the first part of the aorta, 
and even anemia, may give rise to a well-marked systolic bruit in this region. Before 
diagnosing aortic stenosis of clinical degree, one should have a big heart, a harsh systolic 
bruit in the aortic area, and a corresponding well-marked systolic thrill. | 

Aneurysm of the First Part of the Aorta is another important cause of hypertrophy 
of the left ventricle if the dilatation of the aorta involves the aortic ring, increases 
its circumference, and thus renders 
the aortic valves incompetent, 
though the cusps may be _ indi- 
vidually healthy. In addition to 
the characteristic pulse and the 
usual signs and symptoms. of 
aortic regurgitation, there may be 
several indications which point to 
an aneurysm of the first part of 
the aorta as the cause of the aortic 
incompetence :— 

There may be a distinct bulg- 
ing of the thoracic wall involving 
the first and second interchondral 
spaces close to the right border of 
the sternum. 

There may be well-marked 
pulsation in the second right inter- 
chondral space and also in the ad- 
jacent spaces, according to the size 
of the aneurysm, close to the ster- 
num; when not obvious to the 
hand this may sometimes be de- 
tected by the ear laid flat on the 


Fig. 99.—Obstruction to the snperior vena cava by an aortic chest 
aneurysm ; collateral circulation through the distended superficial veins S ore! A 
of the neck and thorax, In addition to an increase of 


the cardiac dullness downwards and 
to the left, there will be dullness in the second right space close to the sternum. 

There may also be some signs of intrathoracic pressure :— 

The right carotid pulse may be weaker than the left. 

The face and neck may be deeply cyanosed if the aneurysm has extended outwards 
and has stenosed the superior vena cava, though this is a rare occurrence in this disease 
(Fig. 68, p. 158). There may be a loud systolo-diastolic bruit audible in the second right 
Space over the superior vena cava, with maximum intensity an inch or more to the right 
of the sternum. The superficial veins over the upper part of the right side of the chest in 
front may be varicose (Fig. 99), and the direction of the blood-current in them may be from 
above downwards, instead of from below upwards. 

The right bronchus may be stenosed if the aneurysm projects posteriorly, and this leads 
to impairment of percussion note and deficiency in the vesicular murmur over the upper 
lobe of the right lung. The x-rays might be used to determine the diagnosis (Fig. 100), 
though the aortic diastolic bruit should serve to distinguish aneurysm from new growth. » 
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A diagnosis of aortic disease is incomplete until the actual cause of the lesion has been 
determined. It may be due to :— 


1. Lesions of the Valves :— 


Acute endocarditis Sclerosis due to: Strain (persistent), Syphilis, 
Fibrosis after former endocarditis Alcohol 
Infective endocarditis Rupture of a segment 


| Congenital malformation. 
2. Dilatation of the Aortic Ring from Aneurysm of the first portion of the Aorta. 
Lesions of the Valves. 


; Acute Endocarditis occurs most frequently as a complication of acute rheumatism, 
chorea, or scarlet fever. The indications of acute inflammation of the aortic valves will be 
a systolic murmur in the aortic area, and less commonly an early diastolic (post-systolic) 
murmur, which first becomes audible in the third left space close to the left border of the 
sternum. If the bruits are already present 
when the patient is first seen, it may be difficult 

to decide whether they are due to existing 
acute inflammation or to fibrosis after former 
inflammation. They may be noticed to arise 
whilst the patient is under treatment in bed 
for acute rheumatism, and then their acute 
nature will be obvious. In cases in which the 
bruits are due to acute aortic endocarditis and 
not to permanent fibrosis, the pulse will have 
little of the water-hammer type, the heart will 
not be much hypertrophied, though it may be 
dilated from acute rheumatic toxemia, and the 
bruits will be found, as the days go by, either 
to diminish or increase in intensity, according 
as the inflammation of the valves resolves or 
passes on into permanent fibrosis. 

Fibrosis from Previous Endocarditis.— 
When aortic disease is due to fibrosis from 
previous endocarditis, there will generally be a 
history of attacks of acute rheumatism, chorea, 
scarlet fever, or tonsillitis. The diastolic bruit ; Pe 

F 5 é : Fig. 100.—Skiagram of a large saccular aneurysm (A) of 
which indicates the presence of aortic regurgi- the ascending part of the arch of the aorta ; (B) transverse 
tation is heard best along the left border of the SR uy Pes" tite ne ee ay ro leat 
sternum, the point of maximum intensity being = /2"dan. 
in the third left intercostal space close to the 
left border of the sternum. There will generally be evidence of organic mitral disease at 
the same time, and if mitral stenosis be associated with aortic disease, whether there is a 
history of acute rheumatism or not, the valvular lesions may be considered without doubt 
to be due to the effects of former endocarditis. The patients are generally children or 
young adults, though a few survive into middle life. 

Infective Endocarditis —In this form of endocarditis, in addition to the signs and 
symptoms of aortic disease, there may be others, described on p. 34. In some cases bac- 
teriological examination of the blood detects such organisms as the Streptococcus pyogenes, 
Staphylococcus pyogenes aureus, Micrococcus rheumaticus, Pneumococcus, or others. 

Sclerosis not due to former Endocarditis :— 

Strain.—Persistent strain is an important factor in the production of aortic disease. 
Occupations entailing long and continued manual labour, and excessive indulgence in 
athletics, may thus lead to incompetence. The tendency is not nearly so great, however, 
in those who have not had syphilis as in those who have; so that sclerosis from strain 
alone must not be diagnosed unless there be neither a history nor evidence of rheumatism, 
chorea, syphilis, or alcoholism. 

Syphilis —A history of syphilis, and any manifestations of this disease in the form of 
pigmented scars on the legs, body, and face, ulceration of the tongue, patches of leukoplakia, 
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ulceration, scarring, or perforation of the palate, necrosis of the nasal bones, etc., would 
point to this disease as the cause, and this conclusion would be strengthened if there were no 
previous history of rheumatism, scarlet fever, or chorea. The Wassermann reaction may 
be positive. The patients are nearly always males who have worked hard, and their first 
symptoms are often brought on by some undue muscular effort which strains the enlarged 
heart, or even bursts an atheromatous patch in the diseased valve. Uncommon before forty, 
the lesion is met with often enough between forty and fifty ; in many cases the heart has 
been passed as normal at forty, whilst at forty-five the aortic regurgitation is extreme. 
These patients often suffer from very severe attacks of angina pectoris, to which they are 
much more liable than are rheumatic aortic cases. 

Alcohol.—The constant use of alcohol raises arterial tension and may be followed by 
sclerosis. The general appearance of the patient, and the signs described on p. 726, would 
suggest alcohol as the cause in the absence of any evidence of rheumatism or syphilis, but 
alcoholism without syphilis leads to definite aortic disease less often than it does to a generally 
hypertrophied heart, which sooner or later exhibits fibroid or fatty degeneration. 

Rupture of a Segment of the Aortic Valve is a rare occurrence, usually brought about by 
some severe and sudden muscular exertion. The following is a good illustrative case of 
aortic regurgitation caused by rupture of a valve segment. <A sailor, who had been examined 
just previously and passed as sound, was one day pulling on a rope, when suddenly the strain 
on it was unexpectedly and much increased. He made a tremendous effort to prevent the 
rope slipping through his hands, in doing so fainted, and was picked up in an unconscious 
condition ; on coming round he was very dyspnceic, and complained of pain in the pre- 
cordial region. When the doctor examined him again he found a well-marked musical 
early diastolic murmur in the third and fourth left intercostal spaces close to the sternum, 
and came to the conclusion that as his heart sounds were normal before the accident, he 
must have ruptured one of the segments of his aortic valve and thus caused the incompetence. - 
There is always the probability of such a valve having been previously the site of syphilitic 
atheroma, without bruit, until the extra strain caused a weak spot to give way suddenly. 

Congenital Malformations of the Aortic Valves are extremely rare, and they are to be 
diagnosed. with great caution. 

Dilatation of the Aortic Ring from Aneurysm of the first portion of the Aorta is 
nearly always due to syphilitic atheroma of the aortic walls, and in such a case it will be 
probable that there is syphilitic disease of the aortic valves themselves also. The dilatation 
of the aorta (‘ fusiform aneurysm’) will be indicated by definite impairment of note in 
the second right intercostal space near the sternum ; and the v-rays will confirm it. It will 
be next to impossible to assess with any degree of accuracy how much of the aortic regurgi- 
tation is due to the dilatation of the ring, and how much is due to the concomitant valve 
changes. 

2. Mirrat REGURGITATION. 


As a result of mitral regurgitation the left auricle becomes dilated and hypertrophied, 
the left ventricle dilated and hypertrophied, and later from backward pressure the right 
ventricle and auricle may be affected similarly. The chief symptoms are dyspnoea on exer- 
tion, palpitation, congestion of the face and lips, cough, possibly hemoptysis, oedema of 
the feet and legs, and later albuminuria, ascites and enlargement of the liver. In the early 
stages the pulse may be regular, full, and of low tension. When compensation begins to 
fail, the pulse becomes rapid, irregular, and intermittent. The cardiac impulse is displaced 
downwards and outwards. It may be in the fifth intercostal space in the left nipple line, 
or outside it, or in the sixth space outside the nipple line. It is usually diffused, and there 
may be epigastric pulsation. There may be marked bulging of the precordial area in 
children. A systolic thrill is rare, but it may be felt at the cardiac impulse. 

The cardiac dullness is increased outwards and downwards, but also upwards and to 
the right when the right side is involved. 

At the impulse there is a systolic murmur, usually of a blowing character, which may 
either follow or replace the first sound. It is best heard at the cardiac impulse, but it can 
generally be traced outwards into the left axilla, can sometimes be heard behind at the 
inferior angle of the left scapula, and can also be traced inwards towards the left border 
of the sternum. The pulmonary second sound is accentuated or reduplicated in the second 
interspace close to the left border of the sternum. 
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When compensation fails, in addition to the above there may be :— 

A systolic murmur, softer than and different in character from that at the impulse, 
over the lower part of the sternum and the fourth and fifth left interspaces, due to tricuspid 
regurgitation ; oedema of the feet, legs, and lower part of the body ; abdominal distention 
from ascites ; enlargement and pulsation of the liver ; signs of hydrothorax ; albuminuria. 

A diagnosis of mitral regurgitation is incomplete by itself, for it may be due to different 
conditions. It is necessary to determine, if possible, the actual cause of the defect. 


Causes of Mitral Regurgitation. 


1. Lesions of the Mitral Valve :— 


Acute endocarditis Fibrosis the result of former 
Infective endocarditis endocarditis 


2. Dilatation, or Hypertrophy and Dilatation, of the Left Ventricle, without organic changes 
in the Mitral Valve itself :— 


Secondary to aortic disease 
Secondary to increased systemic blood-pressure :— 
Chronic Bright’s disease | Arteriosclerosis. 
3. Diseases of the Myocardium and Pericardium :— 
Myocarditis | Pericarditis 
Fatty degeneration | Adherent pericardium. 
Fibroid degeneration | 


4, Acute Dilatation of the Heart from :— 
Over-exertion | Acute febrile diseases | Acute nephritis. 


Lesions of the Mitral Valve :— 

Acute Endocarditis.—Simple acute endocarditis is not a disease per se, but occurs as 
a complication of some other disorder, especially acute rheumatism, chorea, and scarlet 
fever. It sometimes complicates tonsillitis, which is in many instances a manifestation 
of rheumatism occurring without any changes in the joints; and in children acute endo- 
carditis may be the only indication of an attack of rheumatism. There are no characteristic 
symptoms which point to acute endocarditis. If in the course of acute rheumatism the 
patient complains of a little palpitation, precordial pain, and distress, and it is found 
that the heart action has increased in rapidity without any increase in the joint affection, 
endocarditis should be suspected. The temperature chart seldom indicates the complication. 
At first the position of the cardiac impulse and the heart-sounds remain normal, but if 
watched from day to day, endocarditis having developed, the impulse will be found to have 
moved outwards, the first sound becomes prolonged and roughened, then doubled, and in 
a few days it is either followed or replaced by a localized soft blowing systolic murmur. 

Fibrosis the result of Previous Endocarditis —If acute endocarditis of the mitral valves 
does not resolve, the valve-flaps become sclerosed, and in the later stages even calcified. 
In many cases the circumference of the orifice is narrowed, so that the valve is not only 
incompetent but also stenosed. A diagnosis of fibrosis after endocarditis as the cause of 
mitral incompetence may be made if there is a previous history of acute rheumatism or 
chorea, and independently of such a history if there is evidence of stenosis as well as regurgi- 
tation. If actual mitral stenosis can be diagnosed with certainty, it must be due to fibrosis 
from endocarditis, though there may of course be recent endocarditis as well. 

Infective Endocarditis of the mitral valve suggests itself if there is a mitral bruit, and 
if any of the symptoms and signs mentioned on page 34 are present at the same time. 


Hypertrophy and Dilatation of the Left Ventricle. 
Secondary to Aortic Disease—Aortic disease leads to hypertrophy of the left ventricle, 
‘followed after a time by dilatation of that cavity and mitral regurgitation. Marked pulsa- 
tion of the superficial arteries, a splashing pulse, capillary pulsation, and the systolic and 
early diastolic murmur at the base of the heart, the former best heard in the second right 
space close to the sternum, and the latter in the third left space close to the left border of 
the sternum, would indicate the presence of aortic disease. If the patient has suffered from 
either rheumatism or chorea, the mitral regurgitation might be due to primary endocarditis 
of the mitral valve, but if the aortic disease is the result of syphilis, hard work, or aneurysm 
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of the first part of the aorta, then it may be assumed that the mitral regurgitation is the 
result of secondary dilatation of the left ventricle, and not of primary mitral disease. 

Secondary to Increased Systemic Blood-pressure due to Chronic Bright's Disease -— 
Associated with the increased blood-pressure of chronic Bright’s disease, the left ventricle 
hypertrophies first, and after a time, when compensation fails, dilates ; mitral regurgitation 
follows, and may be succeeded by all the signs of backward pressure, such as cedema of the 
feet and legs, ascites, enlargement of the liver, hydrothorax, hemoptysis from congestion 
or infarction of the lungs, and so forth. A patient presenting such a group of symptoms 
may at a first glance be considered to be a case of primary disease of the heart, but a careful 
investigation will often enable one to determine that the primary changes have occurred 
in the kidneys. The radial artery may be thickened and tortuous, the tension of the pulse 
higher than in mitral regurgitation from primary heart disease ; there may be albuminurie 
retinitis and retinal hemorrhages ; the urine is variable, for whereas it may formerly have 
been abundant, of low specific gravity (1008 to 1012), with only a trace of albumin, heart 
failure may lead to its being diminished in amount, of specific gravity 1020 or more, and 
albumin may be abundant; microscopical examination, however, will generally reveal 
renal tube-casts. 

Secondary to Increased Systemic Blood-pressure due to Primary Arteriosclerosis—In this 
disease there may be signs of enlargement of the heart, mitral regurgitation, backward 
pressure, and a thickening of the arteries, but in contrast to chronic Bright’s disease the 
urine will be of higher specific gravity, and there will be no albuminuric retinitis. It often 
becomes merely a matter of opinion, however, whether a given patient is suffering from 
arteriosclerosis or from granular kidney ; post-mortem examination may reveal both, or 
arteriosclerosis may predominate when granular kidney had been diagnosed, and vice versa. 

Diseases of the Myocardium and_ Pericardium. 

Myocarditis—Inflammation of the myocardium is associated most frequently with 
either pericarditis or endocarditis, but occasionally it may occur in acute rheumatism as 
a primary condition. In one form of the disease there is an infiltration of leucocytes between 
the muscular fibres—interstitial myocarditis; in another form the actual muscle fibres 
are involved—parenchymatous myocarditis ; and there is a third variety which occurs in 
pyzemia, especially from bone disease, characterized by the formation of abscesses in the 
myocardium. The weakened condition of the heart muscle leads to dilatation of the 
ventricles, and thus to enlargement of the heart. When accompanied by pericarditis or 
endocarditis, the signs of myocarditis are overshadowed by the symptoms associated with 
these other conditions. The diagnosis of myocarditis is therefore a difficult matter. If in 
a case of acute rheumatism there is no evidence of either pericarditis or endocarditis, but 
there are signs of cardiac failure, a feeble irregular pulse, a good deal of precordial pain and 
distress, dyspnoea and palpitation, a tendency to sudden collapse, and signs of dilatation 
of the left ventricle, with a feeble cardiac impulse and a weak first sound, myocarditis may 
be suspected. 

Fatty Heart—The heart may be covered with fat (fatty superposition); fat may 
infiltrate between the muscular fibres (fatty infiltration); the muscle fibres may be 
degenerated, losing their striation, and containing fat granules (fatty degeneration) ; or all 
these conditions may be associated. Fatty degeneration may occur in patches or be general. 
When general, the heart becomes enlarged from dilatation as the muscle becomes flabby, 
has less contractile force, and is more yielding. It is a condition which may be associated 
with general obesity, severe anzemia, wasting diseases such as cancer, phthisis, phosphorus 
poisoning, and alcoholism. It may be a sequela of severe attacks of typhoid and other 
specific fevers. The symptoms and signs of the condition are due to the diminished 
contractile power of the ventricles which leads to dilatation. The pulse may be small, 
feeble, and slow—80 to 40 beats per minute—or it may be frequent and irregular. The 
cardiac impulse is very feeble or imperceptible. There may be an increased area of cardiac 
dullness from dilatation, and the first sound may be very faint. The patient is usually 
feeble and anzmic, and suffers from faintness or severe syncopal attacks which come on 
suddenly and are characterized by coma, convulsive twitching, and stertorous breathing. 
(Edema of the legs and venous congestion of the lips and face, which are common in valvular 
disease, are usually absent. There is dyspnoea on exertion, a feeling of coldness and depres- 
sion, and a general impairment of the nutrition of the muscles, which are soft, flabby, and 


ENLARGEMENT OF THE HEART 213 


diminished in power. In some cases attacks of cardiac ‘asthma’ in the early morning 
are complained of, and in the later stages of the disease there may be Cheyne-Stokes 
breathing. The chief diagnostic signs are the feeble cardiac impulse, the feeble pulse, and 
the weak first sound, associated with dyspnoea and attacks of syncope, and the absence of 
evidence of other causes for the heart symptoms. 

Fibroid Heart——Fibroid degeneration of the myocardium is usually associated with 
some obstructive lesion of the coronary arteries caused by syphilis. It may be general, 
or rarely localized to the apex of the left ventricle ; in the latter case there may be 
thinning and weakening followed by aneurysm of the heart, and then by rupture. It is 
one of the causes of sudden death. The most important symptoms are: dyspnoea on 
slight exertion, palpitation, and precordial pain. The physical signs are those of dila- 
tation of the left ventricle. The pulse is slow. and in late stages feeble and irregular. 
There may be severe attacks of angina pectoris. The diagnosis is more or less a 
matter of guesswork. Such signs and symptoms in a patient who has had _ syphilis, 
but neither acute rheumatism nor chorea, and who has neither aortic disease nor signs 
of granular kidney or arteriosclerosis, might be considered indications of this form of 
-eardiae degeneration. 

Pericarditis.—In pericarditis the cardiac impulse is usually displaced, and the area 
of cardiac dullness increased. These physical signs may be due to enlargement of the 
heart, or to effusion of serous fluid into the pericardial sac, and it is very difficult to differen- 
tiate between these two conditions. Enlargement of the heart due to dilatation is generally 
the result of the myocardium being affected as well as the pericardium, and the cardiac 
impulse is diffused and displaced outwards. If there is an effusion of serous fluid into the 
pericardial sac, it is said that the impulse is displaced upwards as well as outwards, so that 
it may be found on a level with, or above and external to, the left nipple, but this is a very 
unreliable sign. The dullness is increased laterally and upwards, and when carefully 
mapped out it is said to have a triangular shape, with the base on the diaphragm and a 
somewhat rounded apex pointing towards the left clavicle, and reaching to the second 
left intercostal space or higher. Percussion, however, is quite unable to distinguish between 
a pericardial effusion and a much enlarged heart without effusion. The intercostal spaces 
are filled out, and may be almost obliterated, so that the ribs feel much less prominent on 
this part of the chest. On auscultation, in addition to a systolic murmur at the impulse 
due to mitral incompetence from the accompanying dilatation of the left ventricle, a triple 
‘cantering’ sound, and perhaps a definite rub, may be heard in some part of the precordial 
region, especially near the sternum, independently of respiration, and generally increased 
in intensity by firm pressure of the stethoscope. The rub is audible whether effusion is 
present or not. 

Adherent Pericardium.—Adhesions between the visceral and parietal layers of the 
pericardium are found frequently post mortem when they had never been suspected during 
life. Sometimes, however, they are associated with chronic mediastinitis, or what should 
more correctly be termed mediastinal fibrosis, the outer surface of the pericardial sac 
becoming adherent to the thoracic wall and to adjacent structures. This condition usually 
leads to considerable hypertrophy and dilatation of the heart. There may be marked 
bulging of the precordial area to the left of the sternum. The cardiac impulse may be seen 
not only in the sixth space outside the left nipple line, but also in the fifth, fourth, and third 
left spaces, and the pulsation may extend in these spaces from the left border of the sternum 
to the left nipple line, or even outside that line. The impulse has a curious wavy character, 
and it may be noticed that coincident with the impulse in the sixth space there may be 
a systolic retraction of the spaces above, or of the lower ribs below and outside the cardiac 
area, best seen when the patient lies over to the other side with his left arm raised above his 
head. If the heart is adherent to the diaphragm, there may be a systolic retraction of the 
eleventh and twelfth ribs on the left side behind. Some cases of adherent pericardium of 
this type exhibit dilatation of the superficial veins in the precordial area. Diastolic collapse 
of the cervical veins is said to occur also. On rolling the patient from side to side it is found 
in many cases that the cardiac impulse remains nearly in the same position, not altering 
so much as it does in health under similar circumstances. The hand placed over the heart 
may feel a diastolic shock or rebound, which is regarded by some as a tharacteristic sign 
of the condition. On auscultation there may be a systolic murmur at the apex, indicative 
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of mitral regurgitation, and frequently there is also a pre-systolic murmur due to a relative 
stenosis of the mitral orifice. 

There is also a therapeutic sign which may help in doubtful cases. Mitral regurgitation 
in young people, if due simply to fibrosis of the valve after endocarditis, will usually improve 
under treatment by rest in bed and the administration of appropriate doses of digitalis. 
Where the mitral regurgitation, however, is associated with adherent pericardium, similar 
treatment has little effect, and very slight, if any, improvement follows. If, in a young 
person who is presumably rheumatic, the size of the heart and the symptoms are not easily 
accountable for by the extent of valvular disease suggested by the bruits, the patient 
probably bas adherent pericardium with mediastinal fibrosis. The diagnosis, therefore, is 
guessed at rather than made. 

Acute Dilatation of the Heart. 

From Over-exertion—Acute dilatation may result from over-exertion. For example, 
if a man who has been run down from excessive mental work, and in consequence is in poor 
condition or bad training, takes a holiday, and attempts the ascent of a mountain or engages 
in some violent form of exercise, his heart is very liable to give way under the strain. The 
chief indication of such an occurrence will be a feeling of pain, distress, and discomfort in 
the region of the heart, dyspnoea, and palpitation. The pulse will be rapid, weak, and 
irregular. The cardiac impulse will be displaced outwards, diffuse, weak and undulating 
in character, and although a maximum point of the impulse may be visible, it cannot be 
located clearly by palpation. There will be epigastric pulsation, the cardiac dullness will 
be increased outwards, and the first sound will be feeble, reduplicated, or replaced by a soft 
blowing systolic murmur. 

From Acute Specific Fevers —Similar signs and symptoms, especially weakness of the 
first sound, occurring in the course of diphtheria, typhoid fever, typhus, scarlet fever, 
erysipelas, and other fevers, would point to dilatation of the heart in consequence of the 
toxemia producing loss of tone in the cardiac muscle from parenchymatous degeneration. 


3. ARTERIOSCLEROSIS AND GRANULAR KIpDNEy (see p. 14). 


4. ALCOHOLISM. 


Patients who have been addicted to alcoholism are liable to enlargement of the heart. 
It is a cause of which the importance is frequently overlooked. The usual signs of hyper- 
trophy and dilatation may be present, with mitral and tricuspid incompetence and signs of 
backward pressure. The enlargement may be considerable. Ata post-mortem examination 
it is by no means unusual to find the heart weighing as much as from 20 to 80 ounces. The 
valves are healthy, the aorta normal, and evidence of arteriosclerosis and granular kidney 
is absent. Alcoholism may be suspected as the cause of enlargement of the heart where 
there is no evidence of primary valvular disease, adherent pericardium, arteriosclerosis, 
or chronic Bright’s disease. Other signs of alcoholism may also be present (p. 726). 


5. LONG-CONTINUED OVER-EXERTION 


produces hypertrophy of the ventricles ; for a considerable period there may be no symptoms, 
but after a time, when compensation fails owing to the hypertrophy being insufficient to 
continue the excessive work, dilatation is produced, and mitral incompetence and signs 
of backward pressure ensue. The subjects of this form of enlargement of the heart are 
usually either middle-aged men who are robust and healthy in appearance, but have had 
to follow for many years a laborious occupation entailing severe manual labour, or else 
young men of good physique who have indulged in excessive athletic exercises, such as 
rowing, football, boxing, and running, often with insufficient preliminary training. At 
first, palpitation, dyspneea, and irregular cardiac action are noticed. Later the ventricles 
dilate and the mitral valves become incompetent, and all the signs of backward pressure 
may follow. Enlargement of the heart from this cause is much more liable to occur where 
the patient is accustomed to take a considerable amount of alcohol. As a cause of enlarge- 
ment of the heart it should not be diagnosed until primary valvular disease, granular kidney, 
and arteriosclerosis can be excluded. 
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6. EXOPHTHALMIC GOITRE. 


In this disease, moderate enlargement of the heart, as shown by the displacement 
outwards of the cardiac impulse and the increased area of cardiac dullness, is common, and 
is probably tke result of the long-continued increased rapidity of cardiac action. It is rarely, 
however, the most prominent sign of the disease. It is distinguished from other forms of 
enlargement by the presence of tachycardia—the pulse-rate in a well-marked. case varying 
between 120 and 160, or being even higher than this—the marked pulsation of the carotids 
and other superficial arteries, the exophthalmos, the enlargement and pulsation of the 
thyroid gland, the fine tremor of the extremities, the loss of weight, the excitability, and 
the pigmentation of the skin of the eyelids. There is very often a loud blowing systolic bruit 
in the pulmonary area, less often one at the impulse, but frequently one over the thyroid 
gland. Certain signs associated with the names of von Graefe, Stellwag, and Moebius, 
are not of the least value in making the diagnosis. 


7. CONGENITAL HEART DISEASE. 


When there is a patent interventricular septum there may be considerable enlargement 
of the heart from hypertrophy and dilatation of both ventricles. It is frequently associated 
with some narrowing of the pulmonary orifice. In addition to the symptoms common to 
most forms of congenital heart disease, viz., cyanosis, clubbing of the fingers and. toes, 
dyspncea, and polycythemia, the cardiac impulse will be displaced downwards and outwards, 
there will be epigastric pulsation, perhaps a prolonged systolic thrill, best felt over the third 
left intercostal space close to the sternum, an increased area of cardiac dullness in all direc- 
tions, and a loud systolic murmur at the base of the heart, the point of maximum intensitv 
being the tnird or fourth left intercostal space close to the left border of the sternum. It is 
often very difficult to say whether the lesion is pulmonary stenosis or patent interventricular 
septum. <A well-marked thrill is associated more constantly with the former than with the 
latter, but the point of maximum intensity of the murmur produced by pulmonary stenosis 
is in the second left space, close to the left border of the sternum, whereas in patent inter- 
ventricular septum the murmur is loudest lower down. 


ENLARGEMENT OF THE RIGHT VENTRICLE. 


When the enlargement of the heart is due to hypertrophy or dilatation of the right 
ventricle, the cardiac impulse is displaced outwards more than downwards, there is frequently 
well-marked epigastric pulsation, and the dullness is increased upwards and to the right 
rather than to the left. The causes of enlargement of the right ventricle are as follows :— 


1. Diseases of the Left Side of the Heart :— 


Mitral stenosis 
All the conditions which cause enlargement of the left ventricle (p. 206). 


2. Diseases of the Lung :— 


Fibroid lung 
Chronic bronchitis and emphysema. 


83. Diseases of the Right Side of the Heart :-— 


Congenital pulmonary stenosis 
Pulmonary incompetence: (i) Due to dilatation of the pulmonary artery ; 
(ii) Due to infective endocarditis of the pulmonary valve. 


1. DISEASES OF THE LEFT SIDE OF THE HEART. 


Mitral Stenosis.—This is 2 common and most important cause of enlargement of the 
right ventricle. The obstruction to the flow of blood from the left auricle into the left 
ventricle leads to hypertrophy and dilatation of the left auricle, passive congestion of the 
lungs, red and brown induration of these organs, thickening dilatation and atheroma of the 
branches of the pulmonary arteries in the lungs as a result of the increased tension in these 
vessels. All these changes increase the amount of work to be performed by the right side 
of the heart, and are responsible for the hypertrophy of the right ventricle, by which 
means compensation may be maintained for some time. When the right ventricle dilates, 
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compensation fails. In the early stages the pulse shows little variation from the normal, 
and there may be no obvious symptoms pointing to the existence of mitral stenosis. In more 
advanced phases the pulse becomes rapid, small, and irreguiar. The cardiac impulse is 
displaced outwards, and pulsation occurs in the epigastrium and in the third, fourth, and 
fifth intercostal spaces close to the sternum. On placing the palm of the hand over the 
region of the cardiac impulse and the adjacent fourth and fifth intercostal spaces, a character- 
istic thrill may be felt. It usually has a curious rough grating quality. It is diastolic in 
rhythm, and may be felt to terminate suddenly in a sharp shock which is synchronous with 
the apex beat. The dullness is increased upwards from the third left rib to the second, 
or even higher ; it extends well to the right of the sternum, but it does not reach far to the 
left, though in a few cases it extends to the left nipple line, even when mitral stenosis is the 
only lesion present. The more the dullness extends to the left, however, the less likely is 
the diagnosis of mitral stenosis alone to be correct. At or just inside the cardiac impulse, 
a loud, rough, rumbling, vibrating bruit may be heard, which runs up to, and is continuous 
with, a loud, accentuated, slapping first sound, which may or may not be followed by a 
systolic murmur. This characteristic bruit may occupy the whole of the diastole, and may 
commence with a doubling of the second sound. It increases in intensity until it finally 
ends in the loud first sound. It may, however, be shorter, and commence in the middle or 
latter part of diastole. It is usually termed presystolic, as it runs up to and is continuous 
with the first sound. The other abnormal signs to which mitral stenosis may give rise are 
described on pages 93 and 94. 

All the Conditions which cause Enlargement of the Left Ventricle—Whenever 
compensation begins to fail in cases of mitral regurgitation from any cause, aortic disease, 
enlargement of the left ventricle from chronic Bright’s disease, arteriosclerosis, alcoholism, 
or other causes discussed above, and there is backward pressure through the lungs, hyper- 
trophy of the right ventricle serves to maintain compensation for a time. The increase in 
the size of the right ventricle would be indicated by the advent of epigastric pulsation and 
a further increase of the dullness to the right of the sternum, but the diagnosis of its cause 
would rest upon data already discussed under the heading of mitral regurgitation (see p. 
210). 


2. DISEASES OF THE LUNG. 


Fibroid Lung gives rise to symptoms and physical signs so characteristic that there 
is rarely any difficulty in making a diagnosis. The hypertrophy of the right ventricle is of 
secondary importance, and does not become manifest until late in the disease. The retraction 
of the lung draws the heart over towards the affected side, and in consequence of the 
displaced cardiac impulse and the increased area of pulsation, it may appear to be much 
larger than it really is. When the right lung is affected, there may be well-marked epigastric 
pulsation, and the cardiac impulse may be to the right of the sternum in the fifth intercostal 
space, the maximum point being in some cases as far out as the right nipple line. When 
the left lung is affected, the heart may be pulled over towards the left, so that the cardiac 
impulse is situated in the anterior, or even in the mid-axillary line. In consequence of the 
shrinking of the lung, more of the anterior surface of the heart will lie in contact with the 
thoracic wall, and there may be therefore an increased area of visible pulsation in the second, 
third, or fourth intercostal space. In addition to displacement of the cardiac impulse, there 
is diminution in the size and decrease in the movement of the affected side of the chest, 
the shoulder is drawn down, the spine curved with the concavity towards the affected side ; 
there is increased tactile vocal fremitus, impairment of note on percussion, and possibly 
a cracked-pot sound ; and, should there be dilated bronchial tubes, there are cavernous 
or amphoric breathing, bronchophony, pectoriloquy, and loud crackling rales. With the 
exception of compensatory emphysema, there may be no sign of disease in the other lung, 
a point which helps to distinguish this condition from phthisis. The chief symptoms are 
chronic cough, dyspnoea, abundant expectoration on rising in the morning, the sputum 
often being foetid on account of the bronchiectasis so frequently associated with fibroid lung. 
The patient may be well nourished and show no signs of loss of flesh. Haemoptysis occurs 
occasionally, but no tubercle bacilli will be found in the sputum. There is often extreme 
clubbing of the fingers. 

Chronic Bronchitis and Emphysema may so increase the volume of the lungs that 
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they cover the anterior surface of the heart completely ; consequently the cardiac impulse 
may be invisible, the superficial cardiac dullness diminished or absent, and the heart sounds 
faint or even inaudible. In these circumstances it is not an easy matter to diagnose enlarge- 
ment of the heart. Should there be dilatation of the right ventricle as well as hypertrophy, 
and also tricuspid regurgitation, a systolic murmur may be heard over the lower part of the 
sternum and in the fourth and fifth left intercostal spaces close to the sternum, and oedema 
of the legs, ascites, enlargement of the liver, and albuminuria may also be present. If, in 
addition, there are signs of pulmonary emphysema, viz., the cubical chest, wide epigastric 
angle, increased tactile vocal fremitus, hyper-resonant percussion note, diminished area 
of hepatic and cardiac dullness, increased voice sounds, diminished vesicular murmur with 
prolongation of the expiratory sound, with or without non-consonating rales and rhonchi, 
and if there are no indications of fibrosis of the heart valves from former endocarditis, 
chronic Bright’s disease, or primary arteriosclerosis, enlargement of the heart with failure 
of compensation as a result of chronic bronchitis and emphysema may be diagnosed. 


3. DISEASES OF THE RIGHT SIDE OF THE HEART. 


Pulmonary Stenosis.—This is the commonest form of congenital heart disease. In 
addition to cyanosis, clubbing of the fingers and toes, polycythemia, dyspnoea, and signs 
of hypertrophy of the right ventricle, there is usually a well-marked systolic thrill over the 
second left intercostal space close to the sternum, and a loud, rough systolic murmur in the 
same position. The murmur is not transmitted to the carotids in the neck, as is that of 
aortic stenosis. 

Pulmonary Incompetence.—This lesion may be associated with congenital pulmonary 
stenosis, or may be due to infective endocarditis (especially gonococcal), but by far the 
commonest cause is functional incompetence from dilatation of the pulmonary artery and 
orifice secondary to the high tension produced in the pulmonary circulation by mitral 
stenosis. It may be difficult to distinguish from aortic regurgitation ; the early diastolic 
bruit of pulmonary incompetence is most audible, however, in the third and fourth left 
intercostal spaces midway between the left nipple line and the left border of the sternum, 
whereas in aortic disease the diastolic bruit is usually heard best in the third left space close 
to the left border of the sternum. The visible pulsation of the superficial arteries, and the 
collapsing pulse, which are so characteristic of aortic incompetence, are not present in 
cases of pulmonary incompetence. Herbert French. 


ENLARGEMENT OF THE KIDNEY. 
ENLARGEMENT OF THE LIVER. 
ENLARGEMENT OF THE LYMPHATIC GLANDS.—(See Lympuatic GLAND 


ENLARGEMENT, p. 376.) 


ENLARGEMENT OF THE SALIVARY GLANDS (See SWELLING OF THE SALIVARY 
GLANDS, p. 694). 


(See KiIpNEY, ENLARGEMENT OF, p. 352.) 


(See Liver, ENLARGEMENTS OF THE, Pp. 366.) 


ENLARGEMENT OF THE SPLEEN.—(See SpieeN, ENLARGEMENT OF, p. 628.) 


ENLARGEMENT OF THE THYROID GLAND.—(See Tuyrotn Gianp ENLARGE- 
MENT, p. 721.) 


ENOPHTHALMOS (or Retraction of the Eyeball).—This may occur: (1) In 
wasting diseases ; (2) In paralysis of the cervical sympathetic ; (3) In various congenital 
affections. 

The enophthalmos in wasiing diseases is due to the absorption of the orbital fat, 
and the diagnosis as regards the eye presents no difficulty. 

Enophthalmos due to paralysis of the cervical sympathetic is always associated with 
the other well-defined symptoms of this condition, namely, diminution in the size of the 
palpebral aperture, constriction of the pupil, and absence of sweating and blushing on the 
paralyzed side. The pupil is constricted owing to the paralysis of the dilator fibres, the 
pupil therefore not dilating in a feeble light. 
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In certain congenital cases there is well-marked retraction associated with defective 
or irregular movements of the affected eyeball. The ocular muscles are, as a rule, inserted 
much farther back in the sclerotic than is normally the case. The condition appears to 
be due to the absence or defective insertion of the extrinsic muscles of the eye, and may 
be recognized by its existence since birth. Herbert L. Eason. 


ENURESIS occurs almost exclusively in children, and although most frequently 
confined to the night, it may occur in the day. It must be distinguished from incontinence 
of urine ; the patient has usually full control of micturition during the day, although some- 
times the desire to urinate must be satisfied quickly or a little dribbling may take place. 
The child completely empties the bladder, often without waking, once or several times 
during the night. The bladder need not be quite filled for micturition to occur, for it 
takes place in the early hours of the night. 

Enuresis is often accompanied, and may be caused, by slight affections, such as 
phimosis, balanitis, small urinary meatus, vulvitis, constipation, or intestinal worms, the 
correction of which remedies the trouble, but in other cases there seems nothing to promote 
the excitability of the detrusor muscle. It is cured not infrequently by an operation for 
the removal of enlarged tonsils and adenoid growths, or after the administration of small 
doses of thyroid extract. It has been stated that the condition is due to faulty 
development or deficient innervation of the sphincter muscle, or to spasm of the 
detrusor; but this is difficult to prove. If the sphincter muscle were paralyzed or 
deficient, there would be -true incontinence of urine, whereas this is not so, and the 
children are often of good development and health. It is probable that the infantile 
condition in which the detrusor muscle holds the mastery over the sphincter persists, 
a relative disparity between the innervation of the two sets of muscles allowing the 
detrusor, which normally is held in check by the sphincter, to overcome the compara- 
tively weak action of the latter. _When enuresis persists throughout childhood, it may 
disappear at puberty, when the prostate gland enlarges and strengthens the action of 
the sphincteric apparatus. 

It is important to exclude both pyelitis, phosphaturia and oxaluria before a diagnosis 
of simple enuresis is made. In either case nocturnal micturition may be the chief 
Symptom ; microscopical examination of the centrifugalized deposit will detect the pus 
cells or the excess of calcium oxalate crystals, and a bacteriological examination of a 
specimen of urine passed directly into a sterile bottle or obtained by a catheter should be 
made in order to diagnose or exclude coli bacilluria (p. 69). ; 

In most cases no source of irritation, alteration in the urine or disease of the bladder 
can be found. The child is nervous and sensitive from a feeling of shame due to attempts 
by the parent to cure the trouble by punishment. In some the enuresis may accompany 
a minor epileptic attack, in which case there may be longer intervals than is usual in simple 
enuresis, or there may be a history of epilepsy, insanity, or other nerve trouble in the 
parent. R. H. Jocelyn Swan. 


EOSINOPHILIA denotes a relative increase in the coarsely granular eosinophile cells 
of the blood (Plate LI, Fig. L, p 22); it is determined by preparing blood films and making 
a differential leucocyte count. Normally, the coarsely granular eosinophile cells vary 
from 0 to 2 per cent ; the point at which eosinophilia begins is quite arbitrary ; but one 
may say that although it is unusual, under perfectly healthy conditions, to find more than 
2 per cent of these cells in the differential count, they should reach 5 per cent or more 
before the term eosinophilia is applied to the condition. It is probable that some normal 
people have upwards of 5 per cent of these cells, but beyond this point they are nearly 
always pathological. 


One may divide the causes of eosinophilia under main headings as follows :— 


1. Conditions in which Eosinophilia is slight, inconstant, and of little diagnostic 
Significance :— 


Post-febrile states, after :— 


Searlet fever Acute articular rheumatism Varicella 
Pneumonia Measles Malaria. 
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Affeections of the bone-marrow :— 


Splenomedullary leukaemia Rickets Osteomalacia 
Sarcoma of bone Osteomyelitis 


Addison’s disease. 

From certain chemicals, particularly camphor, sulphuretted hyrogen. 
In ovarian maladies. 

Genorrhcea. 

During the positive stage of tuberculin reaction. 


Some cases of malignant disease, especially when there are metastases—carcinoma, 
lymphosarcoma. 

2. Conditions in which Eosinophilia may be marked. 

(a). Spasmodic Asthma. 

(b). Certain Skin Diseases, more particularly the bullous dermatoses :— 
Pemphigus | Dermatitis herpetiformis (Dith- | Herpes iris, or erythema iris 
Erythema bullosum | ring’s disease) | Herpes gestationis 


| Hydroa 


It is much rarer in other cases of skin disease, but is noted occasionally in psoriasis, 
eczema, and exceptionally in some other affections of the skin. 


(c). Certain Parasitic Affections, particularly : 


denale Teenia solium | Trichina spiralis 


Ankylostomum duo- Bothriocephalus latus | Filaria sanguinis hominis 
Bilharzia hematobia : Tenia mediocanellata | 


It is much less constant, and indeed generally absent, in cases of :— 


Ascaris lumbricoides Oxyuris vermicularis Pediculus corporis 
Trichocephalus dispar Pediculus capitis Acarus scabiei 
Pediculus pubis 


The list above almost speaks for itself, and little discussion is needed. None of the 
conditions named is necessarily associated with eosinophilia, but the coarsely granular 
eosinophile cells often reach a figure between 5 and 15 per cent in the differential count 
in many of the diseases that come under headings (a), (b), and (c), whilst sometimes during 
paroxysmal asthma they may reach 25, 50, or even more per cent, and they are often over 
20 per cent in the severer forms of parasitic disease. The eosinophilia of leukemia has 
often had stress laid upon it in text-books, but as a matter of fact, although the coarsely 
granular eosinophile cells per cubic millimetre of blood may be considerably above the 
normal along with all the other corpuscles, yet when reduced to percentages in the differ- 
ential leucocyte count, the eosinophile corpuscles seldom number more than 2 or 3 per 
cent of all the white ceils present. 

The value of eosinophilia in discriminating between artificial bleb-formation and a 
true bullous dermatosis is mentioned in the article upon BULL (p. 96). 

The difficulty sometimes present in deciding whether in a given case the lesion is 
primary emphysema and bronchitis, or primary asthma succeeded by emphysema and 
bronchitis, is discussed on page 535; and the value of eosinophilia in discriminating 
between truly asthmatic cases and those which simulate asthma but are really cardiac, 
renal, or bronchitic, is there referred to. It should be noted that the eosinophilia is not 
confined to the blood, being present also in the cells in the sputum ; it occurs during the 
paroxysms of asthma, and rapidly disappears in the intervals. 

When a patient is suffering from an obscure form of anaemia, and when the blood at 
the same time exhibits considerable eosinophilia, the latter may sometimes be the first 
suggestion that there is a serious parasitic infection in the case, and careful examination 
of the feeces or urine for the parasites themselves or for their ova, with the administration 
of anthelmintic drugs, may then be resorted to for confirmation of the diagnosis (see 
PARASITES, INTESTINAL, p. 519). Persons who have been resident in the tropics are more 
liable to unsuspected infection of this kind than are others. Herbert French. 
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EPIPHORA, or overflow of the tears, may be due to (1) Increased secretion ; (2) The 
puncta lachrymalia not being in close apposition to the globe ; (3) Obstruction of the lachrymal 
canaliculi or duct. 

1. The most familiar cause of epiphora due to increased secretion of tears is the act 
of weeping, in which the flow is due to psychical stimuli. Epiphora may also occur in the 
Jachrymation caused by conjunctivitis, corneal ulcers, and other inflammatory affections 
of us eye (p. 231). 

. Tears only find their way down the canaliculi by capillary attraction, the puncta 
Pasar being applied closely to the surface of the globe. In facial paralysis, owing 
to the failure of the orbicularis palpebrarum muscle, the lids are no longer braced up against 
the eye, and the lower lid droops away from the globe. The tears collect in the sulcus 
thus formed, and run over on to the cheek. The condition is easily diagnosed by the 
inability to close the eye entirely, either by passive or active movements. In cases of 
chronic marginal blepharitis, hypertrophy of the lid-edge and the conjunctiva results in a 
slight eversion or ectropion. The punctum lachrymale of the lower lid is no longer in 
apposition with the eye, and epiphora follows, causing continual moisture of the edge of 
the lids and aggravation of the original condition. Cicatricial ectropion from burns, injury, 
sclerodermia, or lupus of the cheek may also result inepiphora ; and so may severe proptosis 
(see KXOPHTHALMOS, p. 229), resulting from tumours or inflammation at the back of the 
orbit, or from Graves’s disease. 

3. The lachrymal ducts may be congenitally obstructed. The obstruction is usually 
unilateral, and is due to a plug or septum of uncanalized epithelium situated in the lower 
part of the duct. The epiphora is as a rule not evident till the seventh or eighth day, at 
which period the infant first begins to shed tears, and owing to the suppuration of the tears 
collected in the lachrymal sac the malady may be mistaken for a chronic conjunctivitis. 
The unilateral nature of the affection, and the presence of tears or pus in the sac, are the 
diagnostic signs, and the obstruction may generally be cured by a single probing of the 
duct through the dilated but uncut canaliculus. Congenital absence of one or both canaliculi 
has been recorded. Stenosis of the lachrymal duct may also occur as the result of catarrhal 
congestion of the mucous membrane, or from some organic obstruction, due to cicatrization 
following abscess in the lachrymal sac or necrosis of the bones forming the walls of the duct. 
The diagnosis can only be made by syringing through the canaliculi ; in catarrhal obstruc- 
tion, fluid can usually be forced into the nose, but in organic eee it is returned through 
the other canaliculus. In such cases the stenosis can be relieved by the passage of a probe, 
after slitting the lower or upper canaliculus, or by various operations, which are now on 
their trial, for the formation of a permanent direct opening from the lachrymal sac into 
the nasal cavity. 

ixxcision of the lachrymal sac for chronic suppuration is always followed by epiphora, 
but this condition may often be preferable to the discomfort caused by recurrent lachrymal 
abscess and to the risk of corneal ulcer with hypopyon. 

Injury to the duct or canaliculus may also cause permanent epiphora. Herbert L. Eason. 


EPISTAXIS—rhinorrhagia, or bleeding from the nose, may be due to local or general 
causes, or to a combination of both. In many cases it occurs spontaneously and no cause 
can be indicated. | 

Local Causes. 

Injury.—A blow, fracture of the base of the skull, a foreign body in the nose, operation 
on the nose, violent coughing, sneezing or nose-blowing, nose-picking. 

Ulceration.—Traumatic, syphilitic, malignant, tuberculous, leprous. 

New Growth.—Adenoid growths, polypi, fibroma, angioma, malignant disease. 

Varicosity of the Veins of the nasal mucosa: multiple hereditary telangiectases. 

Acute Infective Inflammation.—Severe catarrh, diphtheria, scarlet fever, influenza. 

General Causes. 

High Arterial Blood-pressure, such as obtains in granular kidney and chronic renal 
disease, arteriosclerosis, gout, cirrhosis of the liver, heart- disease. 

High Venous Blood-pressure in bronchitis, emphysema, dilatation of the right heart ; 
in cerebral congestion, when blood passes from the superior longitudinal sinus by an 
emissary vein going through the foramen cecum to the nasal mucosa: in ‘ determination 
of blood to the head *; in schoolboys and children after taking violent exercise. 
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Altered Conditions of the Blood.—Hemophilia, pernicious anemia, purpura, scurvy, 
leukzemia, chlorosis, jaundice, and the onset of acute specific fevers, particularly enteric, 
searlet fever, and measles. 

Alterations in Atmospheric Pressure-—Mountaineering, diving, caisson disease. 

Epistaxis of Obscure Origin, often attributed to congestion, and occurring :—In 
childhood ; at puberty, especially in girls; as the alleged vicarious menstruation ; as 
the result of sexual irritation in either sex ; in women at the menopause. 

In some cases the blood issues from both nostrils ; in the majority, particularly when 
the cause of the bleeding is local, from one only. But it must be remembered that nose- 
bleeding may occur without any blood coming from the anterior nares; if the patient 
is lying down the effused blood runs down the sides or floor of the nose, passing through 
the posterior nares and entering the nasopharynx ; when this occurs the patient may 
cough and spit it up, when hemoptysis will be observed ; if, on the other hand, he swallows 
the blood, he may vomit it later, when hematemesis will take place. In the not 
uncommon instances in which either of these events occurs from epistaxis, careful enquiry 
should suffice to make the diagnosis clear; but it should not be forgotten that either 
-hematemesis or hemoptysis may indicate nothing more serious than an attack of nose- 
bleeding. 

In every case of epistaxis, the history of the attack should be gone into carefully. 
Particular enquiry should be made as to any sort of trauma that might account for it, 
and also as to the occurrence of previous attacks of nose-bleeding. More important still 
is a careful examination of the local conditions of the nose, with use of a nasal speculum 
to dilate the nares, and of a mirror and lamp to secure a good illumination. In many cases 
the bleeding point can be seen, whether the hemorrhage be arterial or venous, the so- 
called ‘ seat of election’ of epistaxis being a small and perhaps ulcerated spot on the 
cartilage of the septum not far from its junction with the ethmoid and vomer. In other 
instances no such bleeding point can be seen, the blood oozing from the mucous membrane 
generally. The urine should be tested for albumin and the arterial blood-pressure measured 
instrumentally. 

Recurrent Epistaxis at irregular intervals is likely to be due to some local cause. 
For example, a small ulcer on the septum nasi, due perhaps to injury in the first instance, 
may scab over from time to time but never heal satisfactorily ; a comparatively trifling 
injury, such as that occasioned by blowing the nose, may suffice to detach the scab, 
epistaxis following. Malignant disease of or about the nose, and also adenoid vegetations, 
often give rise to repeated nose-bleeding. Epistaxis has been a prominent symptom in 
the rare hereditary disease in which numerous friable telangiectases appear about the 
surfaces of the body and on mucous membranes. 

- Considerable aid in diagnosing the probable cause of an epistaxis is afforded by the 
age of the patient. In infancy, the cause is likely to be local injury by a fall, a foreign 
body, the habit of nose-picking, or syphilitic disease of the nasal bones. In childhood, 
falls and blows on the nose are common, the temptation to insert foreign bodies up the 
nose still asserts itself, adenoid growths in the nasopharynx are common ; and general 
causes such as heart-disease, diseases of the blood, or obscure conditions of local congestion, 
may exist and account for the onset of epistaxis. About the age of puberty nose-bleeding 
may occur in either sex, and particularly in girls, not only in consequence of the causes 
enumerated already, but also spontaneously. In the healthy, or apparently healthy, 
young adult, almost any of the list of local and general causes may account for nose- 
bleeding ; diagnosis here must rest upon the results of the examination into the local 
conditions of the nose, and the general state of the organs of the body. In the old, on the 
other hand, and in middle-aged patients of plethoric habit, high blood-pressure with or 
without general arterial disease is the most important cause of epistaxis; it may be a 
natural remedy for the plethora from which such persons suffer, and not infrequently does 
relieve them from such symptoms as a sense of fullness and congestion of the head, tinnitus 
aurium, or the appearance of flashes of light or muscze volitantes before the eyes. In 
other instances, it may serve as a warning, drawing attention to the abnormally high blood- 
pressure and to the chronic interstitial nephritis or arteriosclerosis that underlies it. 

A. J. Jex-Blake. 

ERUCTATIONS.—(See FLATULENCE, Pp. 240; and HEARTBURN, p. 296.) 
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ERUPTIONS, BULLOUS, VESICULAR, Ete.—(See Buti», VESICLES, Erc.) 


ERYTHEMA signifies a pathological reddening of the skin from vascular hyperemia, 
the redness disappearing on pressure, to return when the pressure isremoved. There is no 
strict line at which one can say mere redness of the skin ends and actual erythema begins. 
For instance, FLUSHING (p. 241) would hardly merit the term erythema in some cases, 
though it would in others ; clinically, however, there is seldom difficulty in deciding what is 
erythema and what is not. It may be local or general, and may be due to many causes, 


including the following :— 


1. Drugs. 

(a). External Applications, including all Rubefacients :— 
Turpentine Mineral acids | Arnica 
Poultices Alkalies | Mesotan- 
Mustard plasters Alcohol and alcoholic prepar- | Methyl-salicylic acid 
Ammonia ations | Certain soaps 
Croton oil Chrysarobin _ X-ray dermatitis 
Cantharides Oil of cade Radium applications. 
Capsicum Strong mercurials | 
Carbolic acid Iodoform | 

(b). Medicines taken by the Mouth :— 
Copaiba Trional Rhubarb 
Cubebs Chloral Benzoic acid 
Sandalwood oil Chloral hydrate Mercury 
Belladonna Butyl chloral hydrate Bromides 
Atropine Chloralamide Todides 
Salicylates Antipyrin Pilocarpine 
Aspirin Arsenic Valerian 
Sulphonal Quinine Chlorate of potash 
Veronal | Boric acid 


i 


(c). Therapeutic Agents injected Hypodermically :— 


Normal horse serum 

Antidiphtheritic 
serum 

Anti-anthrax serum 


Neo-salvarsan 
Atoxyvl 
Sodium cacodylate. 


Antistreptococcus serum 
Antitetanic serum 
Antipneumococcus serum 
Salvarsan 


(d). Therapeutic Agents injected per Rectum :— 


Soap and water enemata | Other enemata 


2. Erythema Artefactium (Malingering). 


3. Irritants affecting Workers at Certain Trades, in which they have to handle or 
come in contact with erythema-producing substances, such as :— 


Turpentine 
Varnish 
Aniline dyes 
Volatile oils 
Scents 


Satin-wood sawdust 

Leaves of Primula obconica 

Leaves of Rhus toxicodendron 

Juice of knot-grass  (Poly- 
gonum aviculare) 


. After Operations sometimes, perhaps the result of the anesthetic. 


Fishermen handling jelly-fish, 
sea cats, weevers and other 

Tar products | fish 

Resins 

Vanilin 


Oo 


. Extremes of Heat or Cold :— 


Erythema solare | Erythema ab igne | Erythema a frigore 


6. Around Inflammatory Foci, such as :— 


Over any abscess as it nears the surface—appendicular, mastoid, dental, 
hepatic, axillary, inguinal, a pointing empyema, and so on. 

Round superficial inflammations of the skin, such as boils, carbuncles, furuncles, 
malignant pustules, and so on; or as part of other skin lesions, such as eczema, 
lupus erythematosus, urticaria, ringworm, tinea versicolor, erythema iris, 
hydroa, erythema nodosum, phlebitis, cellulitis, lymphangitis. 

7. As part of a General Illness, in which other symptoms are likely to be even more 
prominent :— 


Cerebrospinal menin- 


Ptomaine poisoning 
gitis | 


Malaria 


Leprosy 
Dengue. 
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8. As a Prominent Symptom of a Disease which may or may not present other 
symptoms at the time. 


(a). Localized Erythema :— 


Erysipelas Erythema induratum (Bazin’s | Pellagra 

Small-pox disease) Meige’s disease 

Gout Polymyositis Angioneurotic oedema. 
Erythromelalgia Trichinosis 

Raynaud’s disease Rat-bite fever 


(b). Generalized Erythema :— 


Searlet fever Acute rehumatism | Filariasis 
Measles Parasitic toxeemias, e.g., from Trypanosomiasis. 
German measles Hydatid disease Snake bite 

‘ Fourth ’ disease | Tapeworm 


9. Generalized Erythema without obvious cause :— 


Erythema simplex Erythema multiforme drvthema exfoliativum 
seu scarlatiniforme. 


In arriving at the cause of erythema in any particular case, the diagnosis is very often 
obvious when the possibilities are borne in mind. Indeed, many of the conditions men- 
tioned in the list above do not require any further discussion. The appearance of the part 
affected will often suggest that some external application is the cause: vesiculation may 
result from almost any of the substances which, in weaker solution, produce erythema 
only ; there is nothing pathognomonic about the naked-eye appearances from which to 
tell the application used ; the history as to what the patient has been applying to the skin 
is needed ; and if malingering by surreptitious application is suspected, the cessation of 
the lesions when the patient is placed under circumstances where further applications are 
not possible will confirm this. One point of importance is that the red patches produced 
by carbolic acid may be such as to simulate tinea circinata ; but the absence of spores upon 
the hairs removed from the patch when they are examined microscopically will exclude 
this. 

Local reaction from the application of w-rays on repeated occasions is familiar ; it 
differs from w-ray cancer in that, though the erythema may persist for weeks, or may 
‘develop into a vesicular eruption (a#-ray dermatitis or aw-ray burn), which may be very 
resistant to treatment, it ultimately subsides, leaving a brown pigmented stain, whereas 
w-ray cancer progresses in spite of cessation of the use of the rays, leads to progressive if 
slow destruction of the affected parts, and ultimately behaves like an ordinary epithelioma. 

Radium burns are less common than they used to be, because of greater knowledge of 
the methods of screening the skin from the effects of the superficial rays by means of lead 
or silver sheets ; but most radium applications are followed by some degree of local reaction, 
of which erythema is a prominent feature, for a week or ten days, after which the rea¢tion 
subsides rapidly though often followed by local brown pigmentation of the skin. 

The phenomena of serum reactions are familiar; the effects are due to the serum 
itself rather than to the antitoxin it contains, and they form part of what is known as 
anaphylaxis. The injection of any foreign proteid into the system is followed by chemical 
reactions in the body antagonistic to the injected proteid, and when these reactions are at 
their height the body is extra-sensitive (anaphylactic) to a further injection of the same 
foreign proteid. In the case of horse-serum this state of anaphylaxis reaches its height 
about eight or nine days after the original injection ; it is at this time that the symptoms 
of * serum disease’ show themselves clinically. The patient begins to ache all over, with 
more. or less acute pains in the back and limbs, sometimes referred particularly to 
the joints ; headache is usual, and there may be vomiting ; the temperature rises moder- 
ately, the tongue is coated, and appetite fails ; at the same time a blotchy red eruption 
appears upon the skin, sometimes universally, but generally with maximum intensity round 
the site of the inoculation. There is intense itching, the patient may not be able to sleep, 
and may not have enough fingers to scratch himself with. The eruption is sometimes a 
pure urticaria, but quite as often generalized erythema preponderates, with multiple urti- 
carial wheals amongst the erythema. Vesication is uncommon. ‘These symptoms last 
but a day in mild cases,__two, three or even four days in others. They nearly always 
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subside spontaneously, but in a few instances the serum reaction has been so intense as to 
prove fatal. 

The erythema which sometimes follows the injection of salvarsan, neosalvarsan, 
atoxyl, or sodium cacodylate may be severe for a time, but it is usually transient, and it 
only develops in a small minority of cases. It is probably due to the arsenic SBE is 
present in relatively high proportions in organic combination in these drugs. 

The erythema that may follow enemata is generally universal, and for the time being 
the patient looks very much as if he had scarlet fever. Indeed, the physician may be 
unable at the moment to make sure that it is not scarlatina, especially if the case is febrile 
already. The erythema disappears in about twenty-four hours or less, is not accompanied 
by vomiting, sore throat, or albuminuria, and is not followed by desquamation. The fact 
that it has followed directly after the administration of an enema is the main point in the 
diagnosis. 

Erythema due to the various trade causes mentioned under Group 3 in the above 
list may not be relegated to its correct cause unless the nature of the patient’s occupa- 
tion is fully understood: but a general indication which is common to all this group of 
erythemata is. that the patient does not suffer when he is away from his work, but 
gets recurrences when he returns to his old surroundings. The same applies to the effects 
of certain garden and hot-house piants, though here the source of the irritant may escape 
diagnosis unless the possibility is borne in mind ; particularly in the case of persons living 
in houses upon which Rhus toxicodendron is growing in place of ampelopsis as a virginia 
creeper. Knot-grass is a common weed in some districts, but it is not likely to produce 
erythema unless the patient has recently been indulging in extensive weeding operations 
in the garden. 

The stings of jelly-fish are familiar to bathers as well as to fishermen, and in addition 
to intense itching and irritation, acute cedema may result and generalized erythema and 
urticaria. The skin eruption may not be confined to the part actually stung by the jelly- 
fish, for sometimes after a latent period of from twelve to twenty-four hours there may be 
a generalized erythematous eruption although the jelly-fish sting may have been purely 
local. It is not so much the small, flat, gelatinous jelly-fish that are the worst offenders in 
this respect, as the much larger ones with long red streamers. 

The effects of being pricked by the spines on the gills or fins of certain fish, especially 
sea-cats and weever fish, are familiar to most fishermen ; in addition to acute irritation of 
the skin, with or without urticaria, there may be intense swelling, vomiting, headache, and 
a feeling of such illness that the patient may be confined to bed in a temporarily serious 
condition for several days. Sometimes, indeed, the local spot which has been pricked may 
fester and remain a sore for many months. 

Most of the trade irritants are apt to go further than the production of erythema, an 
acute vesicular dermatitis being even commoner as the result of irritants mentioned on 
page 222. 

Little need be said about the erythema following upon operations, or that which follows 
upon extremes of heat or cold. Local erythema, especially of the feet, was very common 
amongst those who had to man the trenches in the Great War ; in most instances it stopped 
short of actual frost-bite with gangrene, but the erythema persisted for weeks or months, 
accompanied by swelling, and great local pain and consequent limping gait. 

One need not discuss from the point of view of the erythema itself the reddening that 
may be associated with abscess formation, phlebitis, cellulitis, lymphangitis, etc., men- 
tioned in Group 6 in the above list. The diagnosis is indicated by other symptoms that 
will be present. 

Ptomaine poisoning is characterized much more by acute vomiting, accompanied or 
followed by severe recurrent diarrhoea, than it is by erythema ; but in some cases in which 
erythema is a prominent feature it may make the diagnosis less easy than when it is absent. 
When a single patient is attacked, the nature of the condition may be difficult to determine 
unless enquiry into the previous dietary shows that some particular food likely to produce 
ptomaine poisoning has been partaken of ; the erythema generally comes on either at once 
or else twenty-four hours or more after the food in question. It is noteworthy that precisely 
similar erythema may result in some cases from the ingestion of foods which do not 
make other persons ill at all, in which respect there are personal idiosyncrasies to crab, 
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strawberries, and occasionally to other quite ordinary foods which the patient can never 
take without suffering from erythema or urticaria, or both. 

In cerebrospinal meningitis generalized erythema is only one of many possible skin 
eruptions ; herpes facialis is much commoner, and a vesicular eruption on the trunk and 
limbs is more usual than one which is purely erythematous. Most characteristic of all, 
however, are purpuric spots, varying in size from mere petechiz to relatively large purple 
blotches, though this purpura develops in less than half the cases ; at the same time there 
will in most cases be somnolence, headache, green vomit, and pyrexia to indicate the nature 
of the malady, the diagnosis of which is confirmed by finding meningococci after lumbar 
puncture. 

In malaria acute erythema is not common; the patient will generally give a charac- 
teristic history of recurrent rigors with intervals of perfect health, and he will have lived 
or be living in a malarial district ; hamatozoa (Plate VI., p. 82) will be looked for in the 
blood. 

Leprosy is discussed on page 408, and dengue on page 466; patchy erythema is 

almost constant in the latter, but is not so frequent in the former. 
The main characters of each of the various diseases that may be associated with local- 
ized erythema mentioned in Group 8 (a) in the list above, are described in other parts 
of this volume: erysipelas on page 674; small-pox on page 560; erythromelalgia on page 
256; Raynaud’s disease on page 256; erythema induratum, or Bazin’s disease, on page 
404; polymyositis and trichinosis on page 464; and rat-bite fever on page 598. 

Pellagra, rare though it is in this country, has now been recognized in so many 
individual patients and in such various parts of Great Britain, that it merits special 
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Fig. 101.—Temperature chart of the last five weeks of an exacerbation of pellagra in a case which occurred in the south 
of England. The patient had been ill, with fever, for seven weeks before he was admitted to hospital. 


mention, for although it is much commoner in other countries, especially Italy, it seems 
likely that it would be diagnosed correctly, and more often, if its chief characters were more 
familiar. The malady is one of months or years as a rule, and a certain proportion of the 
cases recover. The disease starts as a rule with acute gastro-intestinal disturbances in the 
form of nausea, vomiting, and diarrhoea, which last is generally severe and sometimes intract- 
able. Acute ptomaine poisoning may be simulated at this stage; but the diarrhoea, which 
is seldom absent, persists in a way that will exclude ptomaine poisoning, whilst at the same 
time there is generally a remarkable soreness of the mouth and tongue and considerable 
salivation, such as does not accompany ptomaine poisoning. Such an attack may subside, 
to recur after an interval of days or weeks, and sooner or later nervous symptoms of a 
serious nature are added. These nerve symptoms may take the form simply of progressive 
weakness, but more often they may simulate some gross intracranial change on account of 
the severity of headache with vomiting and giddiness, semi-coma, and even, in exceptional 
cases, optic neuritis or optic atrophy. Hallucinations are common, and not a few of the 
patients become actually insane, though this does not happen as a rule until the disease 
has been present for some time. During exacerbations there may be pyrexia, sometimes 
of long duration (Fig. 101), though generally not of severe degree. The two chief groups 
of symptoms which call attention to the seriousness of the patient’s illness in its earlier 
stages are the gastro-intestinal on the one hand, and the cerebral upon the other. If either 
of these were present alone the correct diagnosis would probably never strike one, but the 
characteristic feature which may very likely call one’s attention to the nature of the case, 
rare though the condition is, are the changes in the skin. A few days, weeks or months 
after the first onset there develops on the backs of the hands a remarkable discoloration 
D 15 
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which, at first red and erythematous, presently becomes more pigmented, so as to resemble 
a condition of extreme sunburn. The skin soon becomes not only dark but thickened and 
rough, and presently also cracks or fissures may occur and desquamation follows. Such 
an attack of erythema of the dorsal surface of the hands may subside, to recur again after 
an interval, and it may then spread to the face or other parts, remaining nearly always 
symmetrical (Plate IX.). There is a_ well-defined line of demarcation between the 
erythematous or pigmented parts and. the normal skin immediately above it. It is by 
these skin changes that the disease is recognized, and it is generally upon looking back 
over the history that one realizes that the previous cerebral or gastro-intestinal 
attacks were part of the same malady. Cases have been recorded in patients who have 
never been out of London, whilst in some village districts in Hampshire and in some 
parts of Scotland several consecutive cases have been recognized in the same valley, 
and there is a belief, not yet proved, that the disease is microbic, and spread by infection 
from water derived from particular soil; though there is an alternative theory that it is 
a malady of diet, pellagra having been attributed to maize in much the same way that 
beri-beri is to decorticated rice. 

Both Meige’s disease and angio-neurotic cedema are characterized by oedema rather 
than by erythema in the great majority of cases (p. 411) ; in each of these two conditions, 
however, which are doubtless in their primary pathology related to one another, both being 
functional disorders of the vasomotor system, the patient is liable to acute attacks associ- 
ated with vomiting, possibly diarrhoea, malaise, generalized backache and limb pains, 
pyrexia amounting to 101° or 102° F., and acute erythematous eruptions which may be 
localized or general. The erythema is very similar to that of erysipelas, especially when 
the attack ‘is localized, and it is more than probable that when the first attack occurs 
erysipelas will be diagnosed. The attack may last a day or two, or a week, and 
then subside either completely, or, in Meige’s disease particularly, there may be a tempo- 
rary or even permanent increase in the localized cedema. The exact nature of such an 
attack may escape recognition until familiarity with them is established by their recurrence 
in the same patient at intervals of months or years, each subsequent attack being very 
similar to the one before ; another point which may assist the diagnosis even in a first 
attack is the occurrence of similar pyrexial and erythematous bouts in other members of 
the same family, for both Meige’s disease and angio-neurotic oedema are familial disorders. 

The erythemata due to parasitic toxemia, especially to hydatid disease, tapeworm 
infection, filariasis and trypanosomiasis may sometimes be extreme, and in a case of 
severe erythema with constitutional symptoms in which no apparent cause can be found, 
examination of the faces for tapeworm ova should not be omitted. In some cases of 
hydatid disease, generalized erythema has been the first symptom to draw attention to 
the fact that anything was wrong, but to attribute such erythema to hydatid infection 
would be exceedingly difficult unless upon physical examination some evidence of a cyst 
in the liver, in the peritoneum, or elsewhere could be found. If the possibility were 
suspected, but no confirmatory signs discovered, an additional test is the specific hydatid 
serum reaction, for which blood can be taken from the patient, as in testing the 
Wassermann reaction, and sent to a special laboratory for examination. If there were 
acute erythema from hydatid disease, the hydatid would almost certainly be active and the 
patient’s blood serum would give a positive hydatid precipitin reaction ; whilst KoSINOPHILIA 
(p. 218) would probably be pronounced also. The erythema of filariasis and of trypanoso- 
miasis may occur early in the infection ; the nature of the malady would be proved by 
the discovery of filaria embryos (Plate XXVIII, Fig. F, p. 614), or of trypanosomes (Plate 
XXVIII, Fig. G, p. 614) in the patient’s blood, though the nature of the infection would 
first be suggested by the history of residence in countries in which one or other of these 
parasites is prevalent. 

There remain for discussion erythema simplex, erythema multiforme, erythema 
exfoliativum seu secarlatiniforme ; scarlet fever; German measles; ‘ fourth’ disease ; 
and the erythema of acute rheumatism. When erythema due to any of these causes is 
met with, the main object in the diagnosis will be to either recognize or exclude scarlet fever. 
It will be found in practice that it is sometimes quite impossible to be certain whether a 
given generalized erythema is that of scarlet fever or not. So much a matter of opinion 
may it be that even at a consultation between the highest physicians some will consider 
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This patient is a man who had a severe attack of pellagra during the summer of 1910, and went into complete 
remission in about two months. He has not come under observation since. Note lesions on hands, lower part of 
forearms, forehead, side of the nose, and chin.—The Photograph is by Dr. Beverley R. Tucker, U.S.A. 


Reproduced by permission from ‘The Medical Annual? 


INDEX OF DIAGNOSIS—T 0 face p. 226 


ERYTHEMA 227 


the lesion to be that of scarlet fever, others will say that in their opinion it is certainly not 
scarlet fever. The importance of the decision lies in deciding whether the patient should 
be sent to a fever hospital or not. If the condition is not scarlet fever, then by so sending 
the patient to a fever hospital one renders him liable to get scarlatina if his erythema is of 
some other kind. If, on the other hand, his condition is really one of scarlet fever, and it 
is regarded as non-scarlatinal from the atypical character of the rash, other individuals 
in the household or community may catch the infection if the patient is treated as suffering 
from some other form of erythema. The right thing to do under such circumstances is to 
isolate the patient as though it might be scarlet fever, until the progress of the case and 
other circumstances prove that it is not; carrying out the isolation in a separate room, 
in which the patient himself runs no risk of infection from other scarlatinal cases. In not 
a few such instances there will be doubt for all time as to whether the patient has had 
scarlet fever or not; because, especially now-a-days, the scarlatinal rash is sometimes 
almost transient and is often atypical. The important points to pay attention to are: 
the onset of the illness on the day before the rash appears with vomiting as an early sym- 
ptom ; the extreme redness of the throat, fauces and pharynx ; the coated tongue, perhaps 
with red fungiform papillae projecting through the pallor of the fur; pyrexia of 102° or 
103° F., which if the case be followed should fall by lysis and reach normal about the end of 
the first week if there are no complications such as otorrhcea or adenitis ; tender swellings in 
the neck ; absence of all rash upon the face, forehead, scalp, or behind the ears, associated 
with a bright scarlet erythematous eruption all over the trunk and limbs, beginning at the 
root of the neck and extending thence downwards. This erythematous eruption will be 
found on eareful inspection to be not purely erythematous, but an erythema associated 
with very fine red dots, which show up best if some affected part of the skin is 
pressed gently with a glass spatula or microscope slide, so that after the redness of the 
erythema has disappeared by the compression the minute red dots can still be seen. It is 
a ‘punctate’ erythema. If with these characteristics the patient also has a mild degree 
of albuminuria, the diagnosis of scarlatina is exceedingly likely ; and if after ten days or a 
fortnight the characteristic peeling develops, starting round small pin-prick-like foci and 
extending thence concentrically away from the central minute hole, the diagnosis is almost 
certain. Upon the hands and feet the desquamation does not have this pin-hole type, 
the surface epidermis coming off rather in flakes or casts than in fine scales. 

One of the most difficult skin affections to distinguish from true scarlatina is erythema 
scarlatiniforme, which has also been called erythema ewfoliativum ; with this, either at the 
same time that the rash appears, or a few hours before it, the patient becomes suddenly 
ill, with shivering and loss of appetite, and there may be reddening of the tonsils and fauces, 
and a condition of tongue very like the strawberry tongue of scarlet fever, with pyrexia. 
Erythema scarlatiniforme is apt to recur in the same patient, and the difficulty of diagnosis 
will be much less after a second or later attack than it is in a first, but most cases are dia- 
gnosed as scarlet fever in their first attack. Owing to the close resemblance between the 
two diseases, it is certainly right that such patients should be isolated in any case. ‘Two 
points of distinction between the two that are worthy of special note are: first, that with 
scarlet fever the desquamation seldom begins before the end of the first week and is usually 
not at all marked until even later than this; in erythema scarlatiniforme desquamation, 
which may be extreme, generally starts whilst the erythema is still present, often on the 
second or third day, and nearly always not later than the third or fourth ; and secondly, 
that the erythema of scarlet fever may last twelve hours or less, and seldom has a duration 
of as much as a week, whilst that of erythema scarlatiniforme may persist for two or three 
weeks, or in some cases even for a month or more. 

Erythema multiforme, which is one of the erythemata which may be classed as 
apparently idiopathic, seeing that no cause is known, is generally distinguished from other 
forms by the fact that it is very seldom purely erythematous. There are nearly always 
vesicles or even bulle at the same time (p. 756), whilst scarlet fever and the other erythe- 
mata we are discussing practically never become vesicular. 

Erythema simplex, which may also resemble mild scarlet fever, or be mistaken for it, 
is perhaps even more liable to be mistaken for mild erysipelas ; it is seldom universal ; 
much more often it occurs in local patches. If there are several patches on different parts 
of the body at the same time, erysipelas would be unlikely, nor is the edge of each red patch 
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as much raised or as sharply defined as is that of erysipelas; in addition to which there 
are few if any constitutional symptoms, and little pyrexia or none. Sometimes the patches 
come and go over a period of days or weeks, either in the same or in different parts of the 
body, and then the term erythema fugax is applied. The diagnosis of erythema simplex 
can only be made when the circumstances of the case lead one to exclude all other possi- 
bilities, and the main difficulty will be to be certain that the patient is not having a very 
mild and atypical attack of scarlet fever. In all such cases very careful watch should be 
kept upon the condition of the urine, lest there should be nephritis really of scarlatinal 
origin, which if not looked for in this way may escape detection altogether ; the patient 
coming under observation ten or fifteen years later with a Rose-Bradford kidney (p. 11) 
arising out of a condition which was so mild as to be diagnosed erythema simplex, when 
it was really scarlatina. ; 

Acute rheumatism is liable to be associated with various skin eruptions, including not 
only subcutaneous nodules (p. 405) and erythema nodosum (p. 404), but also generalized 
erythema. Doubt has been expressed as to whether some of the cases in which joint pains, 
transient bruits and erythema have been attributed to acute rheumatism are really 
rheumatic at all; but in the absence of proof to the contrary, one must in the meanwhile 
allow that the older teaching may be correct, and that acute generalized erythema closely 
simulating scarlet fever may be associated with rheumatic fever. If there are no joint 
pains in such a case the diagnosis will be very difficult, but if there are joint pains and 
pyrexia, and if both the pyrexia and the joint pains disappear within thirty-six or forty- 
eight hours after the administration of salicylate of sodium in appropriate doses, the 
probability will be that the patient is suffering from acute rheumatic erythema. The 
erythema itself is of little moment in such cases ; the main point in the case 1s to eliminate 
the possibility of scarlet fever with joint pains, and if there is doubt it will be better to 
treat the patient as a possible case of scarlet fever than to assume too readily that the con- 
dition is rheumatic. Sore-throat may be a marked feature in either case. 

This leaves for discussion measles, German measles and ‘ fourth’ disease. Both measles 
and German measles are nearly always maculo-papular rather than purely erythematous 
as regards the skin eruption, and the rash in both these diseases affects the face and the 
neck as much as, and even sooner than, the body or limbs; whereas in scarlet fever the 
actual exanthem does not attack the face at all, though the latter often has a characteristic 
appearance of pinkness of the cheeks with pallor round the nose and mouth, the general 
tone and appearance having been described as the ‘ peach-blossom’ facies. In measles, 
moreover, there will almost certainly have been some constitutional symptoms for about 
three days before the rash appears, especially running at the eyes and nose simulating a 
common cold; in addition to which a very helpful point in differential diagnosis is the 
development of Koplik’s spots (Plate VIII, p. 178) within the mouth. These may occur 
singly, but more often they are in groups varying in number from two or three to a score 
or more, each spot having a pale, almost white, centre, the size of a small pin’s 
head, surrounded by a deep-red injected periphery ; they are to be expected upon the inner 
surface of the cheeks, upon the mucous surface of the lips, and sometimes upon the gums, 
generally at some little distance from the teeth. They may also develop upon the mucous 
membrane of the soft or hard palate, though here they may be simulated by particles of 
milk if care is not taken to see whether or not they are removable by means of a soft brush. 

German measles is more apt to simulate scarlet fever than ordinary measles is, and 
with German measles there are no Koplik’s spots to help one. The rash, however, if 
inspected carefully in different parts, will generally be found to be a characteristic macular 
one somewhere, and it will be found upon the face or forehead, or behind the ears, which 
will not be the case with scarlet fever. The constitutional symptoms are generally slight, 
even though the rash is very extensive, and a very helpful point in diagnosis is the presence 
in German measles of generalized enlargement of the lymphatic glands, including not only 
those in the neck, axilla, and groins, but also those in the occipital region. Inscarlet fever, 
although the glands in the neck may be swollen and very tender, those in the occipital 
region and elsewhere are not generally enlarged. 

The chief remaining difficulty is in connection with what has been called ‘ Fourth’ 
disease. ‘Though this is accepted by many observers as being a distinct entity, its exist- 
ence is not allowed by all. It has struck many observers, however, that patients who 


PLATE X 


PELLAGRA 


The hand of a pellagrin. Note the areas of sloughing, and the deep fissure between the index 
and middle fingers —The Photograph is by Dr. Beverley R. Tucker, USA. 


Reproduced by permission from ‘The Medical Annua.’ 
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have been known to have had German measles and ordinary measles and scarlet fever 
definitely in the past, may yet develop an acute erythematous exanthem which has some 
of the characteristics of measles, some of the characters of German measles, and some of 
the characters of scarlet fever, without nevertheless being typical of any one of these three. 
The malady may spread through a school or a household or institution, and produce similar 
characteristics in other individuals who, not having had scarlet fever or measles before, 
if seen by themselves would be diagnosed as suffering from one or other of the three 
better known maladies. As, however, in such an epidemic it may attack those who have 
had searlet fever before and also those who have had measles before, and those who have 
had German measles previously, in addition to those who have had all three before, those who 
have had most to do with cases of this kind incline to the belief that there is a definite 
‘fourth disease’ distinct from the other three. It is a relatively mild malady, with some 
pyrexia and some constitutional disturbance, but not much of either, and in all cases there 
is a widespread erythematous or maculo-erythematous eruption. There are no points 
which are distinctive of the malady, however. and if it exists at all it can only be diagnosed 
when circumstances suggest that patients are suffering from it who ought not to be liable 
to any one of the three better known exanthems of similar type. The weak point in the 
argument is that it is a well-known fact that although German measles, measles, and scarlet 
fever protect against subsequent attacks of the same maladies in most individuals, there 
are some who may have not only two but three or even several separate attacks of either 
German measles or measles or scarlet fever ; and it is on this account that one cannot say 
definitely that there is such a disease at all as the ‘fourth’ disease. Hence its diagnosis in 
any particular instance must necessarily be one of opinion only. Tlerbert French. 


ERYTHRAMIA. 


(See PoLYCYTHAMIA, p. 532.) 
ERYTHRASMA.—(See Funcous AFFECTIONS OF THE SKIN, p. 251.) 
ERYTHROPSIA.—(See Viston, DEFECTS OF, p. 762.) 


EXOPHTHALMOS (or Proptosis)—May be bilateral or unilateral. 


Bilateral Exophthalmos.—The commonest cause of this condition is Graves’s disease, 
in which the exophthalmos is associated with other general symptoms, such as tachycardia, 
swelling of the thyroid gland, fine tremors, and general nervousness. The eyes are pushed 
forward to a varying extent (fig. 114, p. 236), in some cases the protrusion being so great 
that they cannot any longer be covered entirely by the lids. The protrusion causes the 
upper lid to be unusually raised, and the eyes look wide open, giving the patient an expres- 
sion of alarm or astonishment (Stellwag’s sign, due to spasm of the levator palpebre 
superioris). When the eyes are lowered, the upper lids do not descend to the same extent 
as the cornea, but leave a broad portion of the sclerotic visible above the cornea (von Graefe’s 
sign). Winking takes place less frequently, and convergence of the eyes is sometimes 
rendered difficult (the sign of Mobius). 

Bilateral exophthalmos may also be caused by thrombosis of the cavernous sinuses. 
This condition is usually secondary to some furuncle or carbuncle of the skin of the face in 
the region of the eye, to orbital cellulitis, or suppuration in the accessory sinuses of the 
nose. It usually starts on one side, and invariably spreads to both in the later stages of 
the attack. The eyes are protruded and fixed, the eyelids are red and engorged, and the 
frontal and ophthalmic veins are dilated and full. Movements of the eyes are very limited, 
and there is much swelling and induration of the orbital tissues. In association with the 
orbital infiltration there is often some swelling in the region of the mastoid process, owing 
to the exit in this region of an emissary vein in connection with the sinuses that communi- 
cate with the two cavernous sinuses. This condition is nearly always fatal, as it is followed 
by a suppurative meningitis. 


Unilateral Exophthalmos may be due to :— 


Orbital celjulitis Exostosis 

Thrombosis of the cavernous sinus Tubercle 

Orbital periostitis Arterio-venous aneurysm 
Meningocele and encephalocele Distention of the accessory sinuses 
Gumma . of the nose. 


New Growth 
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The diagnosis of orbital cellulitis and thrombosis of the cavernous sinus presents little 
difficulty, owing to the symptoms of acute inflammation that are present, orbital cellulitis 
being distinguished from cavernous sinus thrombosis by the fact that it is usually unilateral 
and there is no cedema in the mastoid region. 

Orbital periostitis, especially in more chronic cases, may give rise to varying degrees of 
proptosis, and in the absence of any obvious thickening of the orbital margins the diagnosis 
may be obscure. In any periosteal inflammation of long standing, a skiagram will usually 
show a definite increase of density in the affected bone. 

Meningoceles and encephaloceles may in some cases be difficult to diagnose from der- 
moid cysts. The latter are usually placed anteriorly in the orbit, and do not therefore 
cause any proptosis, though they may displace the eyeball. A meningocele usually presents 
itself through a gap between the ethmoid and the frontal bones (Fig. 102), and is attached to 
the bone. An opening may sometimes be found through which the meningocele communi- 
cates with the cranial cavity. Meningoceles sometimes pulsate in association with the 
arterial and respiratory oscillations. They may also be diminished in size by pressure of 
the fingers, as the fluid can be squeezed into the cranial cavity. In many cases an explora- 
tory puncture is the only means of making a certain diagnosis. 

A gumma of the orbit can only be diagnosed 
from the patient’s general history, evidence of 
specific disease elsewhere, a rapid improvement 
in the condition after the administration of 
salvarsan, mercury, or iodide of potassium, 
and perhaps a positive Wassermann’s serum 
reaction. 

A growth of the orbit has usually no distine- 
tive feature, and can only be diagnosed by 
means of an exploratory operation and the 
removal of a portion for microscopical examina- 
tion ; but it is to be remembered that tumours 
of the optic nerve can usually be diagnosed with 
accuracy by the fact that they always produce 
some compression of the eyeball in the antero- 
posterior diameter. Cases of proptosis, there- 
fore, in which there is increasing hypermetropia 
on the affected side, may be ascribed to a 
primary tumour of the optic nerve. 

fvory exostoses or osteomata usually arise 

ine Aiteviow part of the bice‘ol the Skuit {ian from the frontal bone and are attached by a 
drawing in the Gordon Museum, Guy's Hospital.) broad base, so that their removal presents very 
great difficulty ; the diagnosis depends on their 

slow growth and excessive hardness ; a skiagram shows their presence with great certainty. 

Some cases of tuberculous disease of the orbit may closely simulate orbital cellulitis or 
distention of the accessory sinuses of the nose, and the diagnosis can only be made with 
certainty after excision of a portion of the infiltrated tissue and a microscopical examina- 
tion of the fragment. 

An arterial aneurysm is nearly always associated with a pulsating exophthalmos, in 
which there is protrusion of the eyeball and dilatation of the blood-vessels of the retina, 
lids, and conjunctiva. There is distinct pulsation of the eyeball, anda loud blowing murmur 
on examination with the stethoscope. Compression of the carotid on the same side dimi- 
nishes the pulsation and the sound. The usual cause of arterial aneurysm is the rupture 
of the carotid into the cavernous sinus as the result of an injury. Rare cases are also seen 
of intermittent exophthalmos, which appears only at intervals or when the head is depressed. 
These are usually due to varicose veins in the orbit not in communication with an artery. 

The protrusion of the eyeball in dilatation of the accessory sinuses of the nose is, as a 
rule, less an exophthalmos than a displacement of the eyeball downwards and outwards. 
In dilatation of the frontal sinus there may be some thickening and fullness of the supra- 
orbital ridge associated with pain and tenderness over the eyebrow. In dilatation of the 
ethmoidal cells there is usually a definite swelling to be felt at the inner side of the orbit, 
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which is compressible though not distinctly fluid. Dilatation of the sphenoidal sinus is 
sometimes accompanied by neuritis or atrophy of the optic nerve. In all cases of proptosis 
due to sinus trouble of any duration, there is evidence in the nose of inflammation of these 
cavities, the usual symptom being the existence of polypi or of definite swellings in the 
region of the infundibulum. Herbert L. Eason. 


EXPECTORATION.—(See Spurs, p. 641; and Hamoprysis, p. 285.) 
EXTENSOR PLANTAR REFLEX.—(See Basinski’s SIGN, p. 68.) 
EYE, ACUTE INFLAMMATION OF.—Acute inflammation of the eye may be due 


‘to three main types of disease, conjunctivitis, iritis, and glaucoma. The character of the 
inflammation varies with the type of the disease, but certain symptoms, such as pain, 
photophobia (intolerance of light), and lachrymation, are common to all inflammatory condi- 
tions, and are therefore of little diagnostic value. 

In conjunctivitis the conjunctival vessels are dilated, bright red, and injected ; they 
are freely movable over the subjacent sclerotic, and the injection is most evident in the 
‘equatorial region of the ball of the eye, the circumcorneal portion of the conjunctiva, owing 
to its firmer attachment to the sclerotic in this region, being relatively paler. The cornea 
is usually clear and polished, unless there are corneal ulcers (see below); the anterior 
chamber and iris are normal in appearance, the pupil is black, and the iris active. There 
is always more or less secretion of purulent material, which collects at the inner angle of 
the palpebral aperture and on the edge of the lids, especially after sleep. The eye feels hot 
and dry, and, owing to the cedema of the inner surface of the lids and the enlargement of the 
lymphoid follicles, there is a feeling of grittiness as of sand or dust in the eye. 

In the ordinary infectious or catarrhal ophthalmia (* pink eye’) the inner conjunctival 
surface of the lids is velvety and swollen, but there is little or no cedema of the conjunctiva 
covering the eyeball. In gonorrheal conjunctivitis by contrast, a brawny cedema of the 
lids and intense swelling and cedema of the conjunctiva, which is raised all round the corneo- 
sclerotic margin (chemosis), is a prominent symptom. In the earlier stages of the infection, 
the discharge is yellow, serous, and blood-stained, but rapidly becomes purulent and 
extremely profuse. The cornea ulcerates as a rule, its substance apparently melting away 
in a characteristic manner. Gonorrhceal ophthalmia of the new born (ophthalmia neona- 
torum) exhibits similar symptoms, early and destructive ulceration of the cornea being one 
of its most serious complications. In follicular conjunctivitis the conjunctiva, especially 
of the lower lids, is studded with small raised lymphoid follicles, which are transparent and 
gelatinous in appearance. In trachoma the conjunctiva is also studded with enlarged 
follicles, but in this disease they are found particularly on the under surface of the upper 
lid and in the upper conjunctival fornix. The follicular enlargement is associated with 
considerable thickening and cedema of the tissues of the upper lid causing a partial ptosis, 
with profuse lachrymation and, in the later stages, with a vascular opacity (pannus), of 
that part of the cornea which is usually covered by the upper lid. In the later stages of 
trachoma the infiltration is followed by the formation of fibrous tissue, causing bending of 
the tarsal fibro-cartilage, entropion, and trichiasis. In phlyctenular conjunctivitis there 
are to be seen one or more round yellowish raised masses at the corneo-sclerotic margin 
surrounded by a localized area of vascular conjunctiva. In some cases the phlyctenules 
may encroach upon the corneal surface, being followed by a trail or leash of conjunctival 
vessels. Chronic conjunctivitis in adults is sometimes characterized by being confined to 
the inner and outer angles of the palpebral aperture (angular conjunctivitis), the infection 
being due in this case to the diplobacillus of Morax-Axenfeld. In this form of conjunctivitis 
the edges of the lids as well as the conjunctiva are moist and red, especially at the inner 
and outer canthus. 

In membranous conjunctivitis, which may be due either to the diphtheria bacillus or 
more commonly to staphylococci, the under surface of the lids is covered with a yellowish- 
white membrane which can be peeled off, leaving a raw bleeding surface. 

Corneal ulcers are always apparent as greyish or white opacities of the cornea over 
which the cornea has lost its polish. There may be only infiltration of the cornea, or in 
more serious cases actual loss of substance, which may ultimately lead to perforation of 
the cornea. In certain cases of corneal ulcer there may be pus in the anterior chamber 
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(hypopyon). The diagnosis presents no difficulty, as their existence is always obvious 
if the cornea be carefully examined. 

In ?tritis the inflammation of the eye presents rather different characteristics. As the 
iris receives its blood supply from the deeper ciliary vessels, the dilatation of these shows a 
marked contrast to that of the conjunctival vessels. The injection is most evident in the 
circumcorneal region, the equatorial region of the eyeball being paler, and the colour of the 
injection being not bright red, but rather of a more dusky or violet character. The cornea 
retains its polish, but the aqueous is usually turbid, and there may be actual punctate deposit 
of fibrin and leucocytes on the posterior surface of the cornea (keratitis punctata) or a deposit 
of pus at the lower part of the anterior chamber between the cornea and the iris (hypopyon). 

Owing to the increased vascularity of the iris, and to the exudation into its substance, 
its volume is increased and its mobility impaired ; hence the pupil is small and sluggish or 
inactive. The presence of blood and exudate in the substance of the iris also changes its 


CONJUNCTIVITIS TRITIS | GLAUCOMA 
Conjunctiva .. | Conjunctival vessels Ciliary vessels in- | Both conjunctival 
bright red and in- jected, deep or blu-—_ and ‘ciliary vessels 
jected; movable ish-red ; most mark- injected 
over subjacent scler- ed at corneo-sclero- 
otic: injection most —‘ tic:~ Margin; colour 
| marked away from | does not fade on 
| corneo-sclerotic mar- pressure 
gin ; colour fades on 
pressure . 
) 
Cornea ye .. | Clear, sensitive Clear, sensitive Steamy, hazy, insen- 
| sitive 
} 
Anterior chamber Clear, normal depth Aqueous turbid. Very shallow 
anterior chamber 
) slightly shallow 
Iris zi .. | Normal colour Injected, swollen, ad- Injected 
herent to lens, and 
muddy coloured 
Pupil Ae .. | Black, active May be filled with | Dilated, fixed, rather 
lymph, small, fixed green 


Tension .. .. | Normal Normal Raised 


colour,—a blue iris becoming greenish, and the fine detail of the iris structure is blurred and 
obliterated. In the later stages adhesions will oceur between the iris and the lens at the 
point of their immediate contact, the edge of the pupil; in the constricted state of the 
pupil these may not be seen, but on dilation with atropine these adhesions or posterior 
synechie will prevent the enlargement of the pupil at certain points, and it will therefore 
be irregular in shape ; small masses of iris pigment may also be seen on the anterior surface 
of the lens where the mydriatic may have broken down some of the weaker adhesions. 
Lymph may be exuded into the pupillary aperture, where it will be recognized as a filmy 
grey membrane completely or partially blocking the pupil. 

Inflammatory glaucoma is an acute disease of the later years of life, attacking 
women more frequently than men, hypermetropes rather than myopes, and especially 
those who use their eyes for close work to a considerable extent. It comes on in bouts, 
often precipitated by ocular strain or indiscretions of diet or regimen. It may affect one 
eye only at first, but later both eyes are usually attacked. 


PLATE Xlil 


ACUTE INFLAMMATIONS OF THE EYE 


F, Chronic blepharitis. G, Interstitial keratitis. H, Trachoma._ |, Hypopyon and ulcer of cornea. 


INDEX OF DIAGNOSIS=To face p. 252 
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At first the chief complaint is of attacks of temporary obscuration of vision, the appear- 
ance of halos or rainbows round lights, and unusually rapid increase of presbyopia, or failure 
of accommodation for near vision. During a mild attack there is often a feeling of tension 
in the eyes and-a dull frontal headache in addition to the loss of vision. In severe attacks 
the pain is very violent, radiating from the eye to the head, the ears, and the teeth, and is 
associated with sickness, the latter symptom often causing the condition to be mistaken for 
migraine or sick headache. The lids may be cedematous and the conjunctiva injected. 
The cornea is hazy and anesthetic, the anterior chamber is shallow, the iris discoloured, 
and the pupil dilated and fixed. The eye is hard to the touch and very tender. Vision 
fails rapidly, diminishing in a few hours from normal to the bare perception of light. In 
the acute stages the optic disc is not visible owing to the opacity of the cornea, aqueous 
and vitreous; but ultimately, when the media clear, the optic disc will be seen to be white 
and excavated (Plate XX, Fig. v, p. 418). 

Subacute or simple glaucoma, but for its slower course and the absence of severe 
attacks, resembles acute glaucoma. 

The importance of discriminating between iritis and glaucoma cannot be over-empha- 
sized ; the use of atropine or some similar mydriatic is the sine qua non of the treatment of 
iritis, whilst in glaucoma it is disastrous. 

The points which serve to differentiate these three conditions from one another are 
summarized in tabular form on the page 232. Herber! IL. Eason. 


EYE, PAIN IN.—(See Parn In THE Eye, p. 445.) én 


EYES, BLACK SPECKS BEFORE THE.—(See Biack Specks BEFORE THE EYEs, 
Des? 1s) 


FACE, SWELLING OF THE.— 


(See SWELLING OF THE FACE, p. 673.) 


FACE, ULCERATION OF THE. 


—(See ULCERATION OF THE FACE, p. 
735.) 


FACIAL PARALYSIS.— (See 


PARALYSIS, FACIAL, p. 491.) 


FACIES, ABNORMALITIES OF. 
—The study of the-face in health and 
disease, while it cannot replace careful 
systematic examination of the body as 
a whole, may in many cases direct the 
experienced observer’s attention to the 
most likely field in which to find data 
for his diagnosis. Observation and 
experience alone can teach the student 
to detect all the features of a face. 
Photographs and drawings can only 
illustrate the coarse and obvious defects 
which are present when the face is at 
rest or when some particular move- 
ment is being sustained. The more 
subtle abnormalities of expression, the 
play of the emotions, and the response 
of the features to intelligence, are often 
too fleeting and too mobile to allow of 
reproduction on paper, and sometimes 
so intangible as to defy any effort to 
ee hen... Bven if the pen oe Fig. 103.—A. female cretin, to show the ‘ frog-belly.’ 
skilled artist could succeed in portray- 
ing the passive vacant aspect of a chronic alcoholic, it must necessarily fail to depict the 
traitorous tremor whieh hovers about the corners of his mouth when he opens it to proclaim 


=_ 
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his temperance. 
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The shifty eyes of the drug-taker, the fatuous placidity of the patient 


with advanced insular sclerosis, the anxious look born of abdominal disease, the explosive 


Fig. 104.—Myxcedema: the character- 
istic facies, illustrating the broadening of 
the features and the malar flush. (Com- 
pare Fig. 105.) 


relatively large. 


Fig. 105.—The same patient as Fig. 104, 
previous to the development of myxcedema 
lent by Dr. 


(From photographs kindly 
Hale White.) 


suddenness with which the 
victim of double hemi- 
plegia bursts into laughter 
or tears, are only a few of 
the many familiar and 
striking lessons of the face 
which must be seen in real 
life if they are to be learned 
and utilized. On the other 
band, there are facies the 
description and illustration 
of which may serve to im- 
press their more important 
features on the minds of 
those to whom they are not’ 
familiar. 

Cretinoid Factes.— 
Compared with the general 
stunted growth of the rest 
of the body, the head is 


The face is broad and remarkable for thick eyelids, broad flat nose, 


thick lips, and large coarse ears. The mouth is usually open and expressionless, the 


Fig. 106.—Congenital syphilis, showing 
prominent forehead and depressed nasal 
bridge. 

(Photo by Dr. Rendle Short.) 


patient is betrayed by the apathetic physiognomy (Fig. 104). 


tongue may be more or less 
constantly protruded, and the 
chin is poorly developed (see 
DwarFisM, p. 186). The hair 
is scanty and brittle, the skin 
coarse, dry, and often almost 
yellow. Confirmation of the 
diagnosis may be sought in 
the dwarfed size of the child, 
the pendulous ‘ frog belly’ 
(Fig. 108), and the thick 
pads of subcutaneous tissue 
especially frequent above the 
clavicles. The lack of mental 
development, the slow pulse, 
and subnormal temperature 
complete the clinical picture. 

Myxoedematous Facies.— 
The dulled intelligence of the 


Fig. 107.—Facies of congenital 
syphilis, showing notched teeth and 
sore angles of the mouth. 

(Photo bu Dr. S. A. K. Wilson.) 


Fig. 105 shows the same 


patient previous to the attack. The skin of the myxcedematous face is coarse, dry, and 


sallow, with occasional cyanotic areas over the cheeks. 
The puffiness of the eyelids may suggest nephritis, but the 
subcutaneous tissue is everywhere of firm consistence, and 
podgy rather than cedematous. The nose is broadened, 
the ears thickened, and the lips so much swollen that 
more than the usual amount of mucous membrane is 
exposed. The hair is scanty, receding from the forehead, 
and the eyebrows poorly marked. Similar conditions of 
hair and skin, together with brittle, striated nails, are found 
elsewhere. Masses of fatty tissue, like those described in 
cretins, may be found scattered about the neck and trunk. 
The slow speech, the expressionless face, and the general 
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Fig. 108.—Hutchinsonian notched teeth. 
(From Introduction to Surgery, Prof. 
Rutherford Morison.) 


attitude of the patient may suggest paralysis agitans, but the diagnosis may be made by 
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paying attention to the features just mentioned, and by observing the slow pulse and 
‘subnormal temperature, and the effects of thyroid treatment. 

Congenital Syphilitic Facies —The victims of congenital syphilis, after ten or twelve 
years of age, may present a facies which is characteristic—an overhanging forehead, 
perhaps frontal bosses, a depressed nasal bridge (Ig. 106), striated scars radiating from 
the corners and other parts of the lips (Fig. 107), with a sallow, earthy complexion. 
Closer observation of the 
eyes and teeth may detect 
the opacities of old keratitis 
and the changes in the upper 
incisors which are claimed 
by Hutchinson to be patho- 
gnomonic (Fig. 108). These 
teeth are wide-gapped, irreg- 
ular, and so deficient in 
enamel over the anterior and 
-median parts of their cut- 
ting edge that the resulting 
crescentic notch gives them 
a striking appearance. Such 
a facies may accompany 


deafness, mental deficiency, Fig. 109.—Myopathic facies: the Fig. 110.—Myopathie facies: the 
physical infantilism, tibial loose pout due to weakness of the transverse smile, ipo 

<0 A orbicularis oris. (Photo by Dr. S. A. K. Wilson.) 
deformities, and chronic ar- (Photo by Dr. S. A. K. Wilson.) 


thritis, especially of the knee 

joints. The diagnosis may be clinched if the blood gives a positive Wassermann reaction. 
Myopathic Facies—Many cases of myopathy show no characteristic facies ; others are 
‘remarkable for the loose pout of their lips at rest (Fig. 109), and the * transverse’ character 
of their smile (rire en travers, Fig. 110). Both features are due to deficient facial muscula- 
ture, and particularly to weakness of the orbicularis oris. The paresis of the orbiculares 
palpebrarum is only striking when an attempt is made to close the eye, although it may 
sometimes lead to prominent and perhaps staring eyeballs. In other instances there is a 
droop of the upper eyelids 
(Reproduced from Blocks kindly lent by Messrs. Macmillan & Co.) rather than any tendency 
to exophthalmos. The in- 
ability on the part of the 
patient to whistle or to 
blow out his cheek quickly 
demonstrates the weakness 
of the orbicularis oris, if it 
is not made obvious by 
the large amount of labial 
mucous membrane exposed 

while the mouth is at rest. 
Myasthenic Facies.—In 
patients suffering from my- 
asthenia gravis there are 
: two types of facies which 


Fig. 111.—Myasthenic facies: the Fig. 112.—Myasthenic facies: to can. hardly be reproduced 
appearance of fatigue produced by the illustrate a ‘nasal’ smile on the left . 
drooping of the eyelids and dropping of side of the face, and a natural smile by other diseases. The first 


the jaw is very apparent. on the right. illustrates the exhaustion of 

the patient (Mig. 111); she 
can hardly keep her eyes open, and her chin tends to drop exhausted on herschest- = Phe 
second depends on the characteristic myasthenic smile, sometimes more appropriately 
named a sneer (Fig. 112). This unfortunate and misleading facial expression is the result 
of deficient action on the part of the zygomatic and risorius muscles, and exemplifies the 
curious way in which some muscles are affected and others escape, in this disease, even 
when they derive their innervation from the same source. The accompanying photograph 
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shows how a slight asymmetry in the muscular affections may be responsible for very 
different expressions on the two sides of the face. 

The Facies of Exophthalmic Goitre—rThe facial appear- 
ance in Graves’s disease depends chiefly upon the ‘ stare’ 
(ig. 118). Surprise or fear is suggested by the prominence 
of the eyeballs and the retraction of the eyelids. The 
degree of exophthalmos varies greatly, and it is not present 
in all cases; sometimes it occurs on one side and not on 
the other. Close observation shows that the sclera is visible 
between the edge of the iris and the eyelids, and that the 
usual harmony of movement between the eyeball and the 
eyelid is lacking. Normal winking is frequently much 
diminished or entirely in abeyance. The surface of the con- 
junctiva may be abnormally bright and glistening, and the 
secretion of tears may be excessive. In contrast with the 
white of the eyeballs, there is often considerable dark pig- 
mentation of the eyelids, which may also be the site of some 

Fig. 113.—Exophthalmie goitre. cedema. The size of the pupils varies, undue dilatation 
de ie Ria ie cal at ice Le occurring only in exceptional cases. A moist skin and a 
readiness to flush may often be remarked in the face. 

The Facies of Paralysis Agitans—In this disease a 
cardinal symptom is muscular rigidity, which affects the 
skeletal muscles generally as well as those of the face. The 
ocular muscles, however, escape. It is due to this fact that 
while the face as a whole is expressionless, ‘ starchy’ or 
‘masked’ (Fig. 114), the eyes appear to move with natural 
or even abnormal rapidity; for instance, they will turn 
in the direction to which the patient desires to look, before 
the head has assumed a corresponding position. Frequently 
the face has a staring expression, the eyelids being con- 
stantly retracted by the tonic spasm of the orbiculares 
palpebrarum. An absence of normal winking has been 
noted. and ascribed to the same cause. In contrast with the 
slow development of facial expression under the influence of 
emotion, there is sometimes marked want of control over the 
fully-developed emotional movement, and the patient com- Fig. 114.—Facies of paralysis agitans, 
plains that the exuberance of his laughter or.tears is entirely  “°Wis the fixed staring expression. 
out of proportion to his feelings of merriment or sorrow. 

Tabetic Facies.—In a considerable percentage of cases of 
locomotor ataxy the appearance of the face is sufficiently 
striking, to a close observer, to afford a clue to diagnosis. 
The small size or the inequality of the pupils may first attract 
attention. The slight drooping of the upper eyelids, com- 
bined with some wrinkling of the forehead (Fig. 115), due to 
a compensating effort on the part of the frontalis muscle, 
gives a sad expression. This drooping of the eyelid, which 
may be termed pseudo-ptosis or hypotonic ptosis, is not due 
to any paresis of the levator palpebre superioris, as may be 
shown by the raising of the lid when the patient is looking 
up. It really depends on the fact that this muscle, like most 
of the muscles of the body, is in a condition of hypotonia. 
This allows the action of gravity to assert its influence, with 

Pre ante the result that the lid hangs like a half-raised curtain in 
ge aa’ the cased bee front of the eyeball. In other respects the face may be 
and the wrinkling of the forehead, which normal, but the majority of tabetics have a sallow com- 
contribute to the expression of sadness. : : . 

(Photo by Dr. S. A. K. Wilson.) Pplexion and very little subcutaneous fat, two facts which 

contribute to their generally unhealthy aspect. The writer 
believes that many victims of this disease exhibit a deficiency of the emotional reflex 
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movements of the facial muscles. During conversation, the play of their features in 
response to the subject of their talk is not so noticeable as that of healthy individuals. 
Facies of Acromegaly—In the course of acromegaly, changes in appearance frequently 
take place to such a degree that the 
patient becomes unrecognizable by 
friends who have known him only 
before the onset of his disease. These 
changes are the result of abnormal 
growth on the part of the bony and 
subcutaneous tissues in many parts of 
the body, and especially in the skull 
and extremities. The characteristic 
facies is brought about by osseous 
hyperplasia of the frontal ridges, the 
mastoid, zygomatic, malar, and nasal 
processes, while the lower jaw is 
-usually enlarged in all directions. 
The prominent, arched brows, with 
retreating and wrinkled forehead, the 
massive nose, the long, thick upper 
lip, and the heavy chin (fig. 116) 
form the most conspicuous features. 
The lower set of teeth may project 
some distance in front of the upper, 
and they are unduly wide apart. 
The tongue may be so enlarged as to 
keep the mouth open and to display 
many fissures and indentations as 
the result of its pressure against the 
teeth. The increased weight of the 
lower part of the face tends to make 
the head lean forward and perhaps 
ultimately to rest upon the sternum. 
In some cases the lower jaw is not 
affected, and the face may be described 
as abnormally square (type carrée). 
Facies of Mongolian Idiocy.—This facies is so characteristic that the diagnosis may 


Fig. 116.—Acromegaly. 


Fig. 117.—Achondroplasia Fig. 118.-—A Mongolian idiot in Fig. 119.—A Mongolian idiot, show- 
(Photo by Dr. 8. A. K. Wilson.) infancy. The photograph shows the ing a large flabby tongue, which is 
oblique palpebral fissures and the large deeply fissured. Penton 
protruding tongue. (Photo by Dr. S. A. K. Wilson.) 


often be made at sight (Fig. 117; see also Dwarrism, p. 186). The head is brachycephalic ; 
the palpebral fissures slant obliquely inwards and downwards towards a broad flat nose, 
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rendered even broader by the presence of epicanthus ; the eyelids show signs of chronic 
blepharitis ; the ears are large and pitcher-shaped ; the lips are fissured and often left 
open to allow a coarse tongue to protrude (Figs. 118, 119) ; the forehead is downy, and the 
hair of the scalp scanty, wiry, and frequently mouse- 
coloured ; the complexion is florid and mottled. The 
almond-shaped eyes, the presence of epicanthus, the 
florid complexion, and the absence of fatty masses 
serve to distinguish the Mongolian from the cretinoid 
idiot ; in case of doubt the benefit or otherwise of 
thyroid treatment may clinch the diagnosis. 

Facies of Familial Lenticular Degeneration.—The 
characteristic facies of this disease is only seen in 
advanced cases, and may be described as one of fixed 
emotion. The slightest attempt to engage in con- 
versation may evoke an expression of exaggerated 
mirth (fig. 120) which takes a long time to wear off 
and is quite unlike that seen in other diseases of the 
nervous system, although perhaps related to the spastic 
smile of double hemiplegia. The accompanying photo- 
Fig. ao eee lenticular graph also illustrates the tendency to fall to one side 

: or the other when in the sitting position. 
E. Farquhar Buzzard. 


FACES, BLOOD IN.—See Bioop per Anum, p. 75; and MEL&NA, p. 385.) 


FACES, FAT IN.—(See Farry Sroots, p. 239.) 

FACES, INCONTINENCE IN.—(See INcontTINENCE OF F2CEs, p. 313.) 

FALCES, MUCUS IN.—(See Mucus IN THE STOOLS, p. 398.) _ 

FACES PASSED PER URETHRAM.—Feces or fecal fluid are only passed per 


urethram when the bladder is in fistulous communication with some part of the bowel, or 
with some feculent abscess cavity infected with the Bacillus coli communis. PNEUMA- 
TURIA (p. 529) is liable to occur at the same time. The chief causes are as follows :— 


Cancer of the bladder opening into the rectum or into some loop of bowel which has 
become adherent to the bladder. 

Cancer of the rectum 

Cancer of the sigmoid colon 

Cancer of the caecum — ! 

Cancer of the uterus opening both into the bladder and into the rectum. 

Proctitis and periproctitis leading to the formation of an abscess which opens into 
the bladder. 

Prostatitis and prostatic abscess opening into the rectum. 

Rectovesical fistula from injury and sloughing, particularly after childbirth. 

Caseous tuberculous disease opening both into the bladder and the rectum. 

Appendicular-abscess opening into the bladder. 

An abscess resulting from acute diverticulitis (Telling’s disease) opening into the 
bladder. 


The passage of faeces in the urine may be simulated by some cases of very foetid cystitis, 
when the bladder has been infected by the Bacillus coli communis. 

If the symptom is due to cancer, it matters little which viscus is the primary site by 
the time the growth has involved both bladder and bowel. The diagnosis resolves itself, 
therefore, into one between malignant conditions on the one hand and non-malignant on 
the other. If malignant disease is not obvious, it will nearly always be advisable to resort 
to surgical measures in the hope of curing the primary condition—rectal, appendicular, 
prostatic, or otherwise. The commonest causes other than malignant are local sloughing 
of the parts after labour, and feeculent appendicular abscess opening into the bladder. The 
diagnosis will be suggested by the history and confirmed by local examination or explora- 
tion, Herbert French. 


i opening into the bladder either directly, or through 
| the medium of an intervening abscess. 
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FACES, PUS IN.—(See Pus iy THE Sroors, p. 557.) 
FACES, SAND IN.—(See Sanp, INTESTINAL. p. 599.) 
FACES, WORMS IN.—(See Parasites, INTESTINAL, p. 519.) 
FAINTING ATTACKS.—(See Coma, p. 117.) 

FAT IN URINE.—(See Cuyturta, p. 108.) 


FATTY STOOLS.—AII stools contain a little fat; many contain more than they 
should, the fact being discoverable on analysis, although it may not be obvious to the un- 
aided eye: the relative proportions of saponified and of unsaponified fats may have an 
important bearing on the diagnosis of pancreatic lesions (see CAMMIDGE’S PANCREATIC 
REACTION, p. 100). Fatty stools in which the fat is obvious to the naked eye are rare ; 
when they do occur they indicate one of three things : either that enormous amounts of fat 
are being ingested—more than can be absorbed by the normal mucose ; or that the secre- 
tions are defective, so that even ordinary amounts of fat remain unabsorbed ; or that the 
- food is being- hurried through the alimentary canal so fast that much fat remains undigested. 

It is easy to exclude the first of these three possibilities by regulating the diet ; the 
other two factors generally occur together, and the chief diseases in which fatty stools may 
be a prominent feature are :— 


1. Those associated with severe diarrhcea, especially where the patient may be having 
an abundance of milk, as in :—Typhoid fever ; Infantile diarrhoea ; Sprue. 

2. Those associated with jaundice, especially where the cause of the latter also prevents 
the pancreatic secretions from entering the duodenum, such as :—Chronic pan- 
creatitis ; Carcinoma of the head of the pancreas ; Carcinoma of the duodenum, 
including the ampulla of Vater. 


The diagnosis of Group 1 need not be discussed further here, for it will be indicated 
by other symptoms than the fatty stools. The different maladies belonging to Group 2, 
on the other hand, may be indicated directly by the fatty condition of the stools. If, for 
instance, there is doubt as to whether the patient is suffering from gall-stones obstructing 
the common bile-duct, or from chronic pancreatitis, the occurrence of pale abundant stools 
upon the surface of which an iridescent scum of fat is obvious, will be in favour of the latter, 
for fat can be digested to a far greater extent without bile but with pancreatic juice than 
it can be without the latter. The symptom affords no means of distinguishing inflamma- 
tion from new growth, however ; the distinction between these will depend mainly upon 
the duration of the symptoms—growth of the pancreas kills within a few months of produc- 
ing fatty stools, whilst chronic pancreatitis may continue for years, or even get quite well. 
Other points to be on the watch for would be the presence of a tumour, of a dilated gall- 
bladder, or of secondary deposits. The age of the patient is seldom much help, for neither 
disease is common before adult life. The distinction between carcinoma of the head of the 
pancreas and carcinoma of the ampulla of Vater and duodenum may be next to impossible 
without laparotomy or post-mortem examination ; although carcinoma of the head of the 
pancreas, rare though it is, is much commoner than new growth starting in the duodenum. 
Herbert French. 

FEVER.—(See Pyrexia, p. 563 and p. 571; and HyprerRPyREXtA, p. 309.) 


FINGER, SORE.—Digital lesions may be erythematous, papular, vesicular, bullous, 
pustular, squamous, or ulcerative, representing a long list of cutaneous affections. The 
erythematous affections which may attack the fingers are erythema, lupus erythematosus, 
eczema, urticaria, chilblains, and frostbite ; the papular, lichen planus and lichen annularis, 
pityriasis rubra pilaris, angiokeratoma, eczema, and papular syphilides ; the vesicular, 
scabies, cheiropompholyx (dysidrosis), eczema, dermatitis herpetiformis, chilblains, the 
irritation set up by the habitual handling of sugar, or (in washerwomen) by immersion in 
water containing soda, or by contact with such vegetable irritants as rhus, mustard, thapsia, 
the common orange, eucalyptus leaves, arnica, etc. ; the bullous, pemphigus, epidermolysis 
bullosa, dermatitis herpetiformis, scabies, leprosy, and syphilis (chiefly in infants); the 
pustular, scabies, boils, whitlow, impetigo contagiosa, eczema, and pustular syphilide ; 
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the squamous, psoriasis, eczema, ichthyosis, lichen planus, syphilis, acanthosis nigricans, 
and verruca necrogenica; the ulcerative, bedsore, chilblains and frostbite, a-ray ulcer, 
dissection wounds, lupus vulgaris, lupus erythematosus, leprosy, chancre and syphilitic 
ulcer, epithelioma, Raynaud’s disease, diabetic gangrene, trophic ulcer, and scleroderma. 

The diagnosis of these various affections will be found under the names of the primary 
lesions—papules, vesicles, ete.—and here it is only necessary to particularize bedsore, 
diabetic gangrene, verruca necrogenica and dissection wounds, and chancre. Bedsore on 
the fingers is caused by friction between the knuckles and the bedclothes as the patient 
raises himself to the sitting position. It begins as erythema, and its significance can hardly 
be mistaken, though its presence in such a situation may take the nurse by surprise. 
Diabetic gangrene most frequently attacks the toes or other part of the foot ; but occasion- 
ally it has been observed in the penis, and I have seen cases in which the fingers have been 
affected. Post-mortem wart, or post-mortem pustule, the condition sometimes met with 
chiefly on the knuckles and in the interdigital folds in those who have to handle dead bodies, 
whether of human beings by mortuary attendants or of the lower animals by butchers and 
_slaughterers, is a form of tuberculosis, caused by infection with living bacilli from the dead 
tissue. It is sometimes met with also in colliers, in whom the site of inoculation is probably 
an abrasion received in the handling of coal. The pustule, beginning as a flat papule, 
dries up and forms a scab, which, when it falls off, leaves a surface that is made irregular 
by overgrowth of papille. These grow and become harder, until they form a warty mass. 
The avocation of the patient will suggest the true nature of the lesion. Of dissection 
wounds, consisting of pustules or small abscesses on the site of a puncture or scratch, or of | 
lymphangitis and cellulitis, which may be followed by pyemia, the history will supply the 
diagnosis. In chancre of the finger, usually met with in midwives, nurses, and medical 
men, but occasionally in others, a favourite situation of the sore is at the lateral 
nail-groove, and in many cases the lesion first attracts notice as a persistent fissure. If the 
sore undergoes induration, and there is general enlargement of glands with the other well- 
known secondary symptoms, the diagnosis can no longer be doubtful. 

Dairymaids, milkers, and other farm hands sometimes develop acute or chronic sores 
upon their fingers due to cow-pox caught from the teats or udders of infected cows, and 
such patients may inoculate others who have no work that is connected directly with cows. 
The appearances are those of persistent boils or whitlows, and the diagnosis may be very 
difficult unless the source can be traced. Two other varieties of whitlow may pass entirely 
without recognition unless bacteriological methods are resorted to, namely, onychia or 
perionychia due to Klebs-Leeffler bacilli (digital diphtheria) and similar trouble due to 
the Bacillus coli communis. Malcolm Morris. 


FINGERS, CLUBBED.—(See CLuBBED FINGERs, p. 111.) 

FINGERS, DEAD.—(See DEeap FINGERS, p. 162.) 

FINGERS, NUMBNESS OF.—(See SENSATION, ABNORMALITIES OF, p. 604.) 
FITS.—(See Convutstons, p. 143.) 


FLATULENCE.—It is important to distinguish between (1) Gastric flatulence, in 
which wind is eructated ; and (2) Intestinal flatulence, in which it is passed per anum. 

Gastric Flatulence.—Before concluding that excess of gas is being produced in the 
stomach, it is necessary to exclude the possibility of air-swallowing (acrophagia, eructatio 
nervosa). This is common, but is apt to be interpreted wrongly. It is met with often in 
women about the menopause ; it is also by no means infrequent in young men prone to be 
‘neurotic,’ or to exhibit signs of neurasthenia or psychasthenia, though otherwise healthy. 
Eructatio nervosa is recognized by the violence of the belching and the excessive amount of 
wind expelled. It comes on in attacks both by day and by night, sometimes waking the 
patient. If a patient can belch ‘ to order,’ one may conclude with almost perfect cer- 
tainty that he is suffering from this form of neurosis ; and by watching him during the 
attack one can recognize that he is gulping down air. 

True gastric flatulence is present to a greater or less degree in many—one might almost 
say in all—forms of gastric disorder. For purposes of diagnosis one must distinguish 
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between the cases in which gas is produced by fermentation in stagnating gastric contents, 
and those in which no such fermentation is taking place. In the former the stomach is 
dilated, vomiting is almost certainly present ; if examination of the gastric contents shows 
delay in their transmission, and the presence, probably, of sarcine (fig. 121) and yeasts, 
one may diagnose pyloric obstruction, either simple or malignant. In these cases the eructa- 
tions are sometimes offensive, revealing the existence of putrefaction in the gastric contents. 
Bismuth and w-ray examination will confirm the delayed emptying of the stomach. 

Non-fermentative flatulence occurs in almost all forms of functional disorder of the 
stomach ; but is specially prone to occur in gastric atony. In that case there will be a well- 
marked splash over the gastric area, even some hours after a meal, but without any evidence 
of actual dilatation of the organ, although there may be some gastroptosis. (See also 
INDIGESTION, p. 315.) In other forms of gastric disorder flatulence is only a minor sym- 
ptom, and of little diagnostic value. 

Flatulence is also not an uncommon symptom in emphysema of the lungs, and in cases 
of cardiac disease, especially when due to degeneration of the 
heart muscle. In elderly persons these conditions should always 
- be looked for. In angina, also, flatulence may be a prominent 
symptom, but in that case the attacks tend to come on after 
exertion, and are accompanied by the characteristic pain of 
angina. 

Intestinal Flatulence may be either acute (see METEORISM, 
p. 388), or chronic (intestinal flatulence proper). In the latter 
case it is often attended by colicky pain, which is relieved by 
the passage of wind. It is important to note that flatulence is 
not a feature of ordinary constipation. When marked, it is sug- 


A : : cK : : . Fig. 121.—Sarcines Ventriculi. 
gestive either of chronic obstruction or of intestinal fermentation. (Medium power of the 


P : : : ‘ : microscope. 
If obstruction be present, coils of intestine undergoing peri- So0P2) 


staltic contraction are often to be seen, and there is pronounced 

constipation, sometimes alternating with diarrhcea. A diagnosis of the exact cause of the 
obstruction may necessitate the use of the sigmoidoscope, bismuth and the «x-rays, or even 
of an exploratory operation. In cases of intestinal fermentation, either constipation or 
diarrhcea may be present. Microscopic examination of the stools is often of help in 
elucidating the nature of the fermentative process, undigested muscle fibres (proteid 
fermentation or putrefaction) or an excess of starch cells (carbohydrate fermentation) 
being seen. (See also DiaArRHa@A, p. 170.) Robert Hutchison. 


FLUSHING.—The difference between flushing and blushing is that the former only 
occasionally, the latter invariably, arises from emotion—shyness, shame, and modesty. 
A flush may begin instantaneously in all the parts in which it is felt, or, arising in a lower 
region, it may ascend to the head, or, beginning in the head, it may descend to some part 
of the body, or it may pass both upwards and downwards. The sensation varies in severity, 
_and may be actually painful. The nerve-storm generally ends in a cold stage, though this 
may precede the hot stage. The cutaneous symptoms may be accompanied or followed 
by nausea, vomiting, fainting, a sense of suffocation, numbness, tremors, tinnitus, giddiness, 
palpitation, paresis. The physical states and conditions from which flushing arises include 
menstruation and menstrual irregularities, the climacteric, pregnancy, lactation, chlorosis, 
indigestion, feeble circulation, general debility ; it may also be an expression of emotion, 
may be caused by alcoholic indulgence, or may merge into an epileptic aura. If it becomes 
chronic, the skin of the face, especially of the flush area—the middle third of the face—is 
reddened permanently, and the case becomes one of rosacea ; sooner or later the superficial 
vessels undergo dilatation ; hypersecretion and retention of sebaceous matter follow, and 
inflammation may be set up ; the inflammatory process, becoming chronic, may give rise, 
especially if the patient is much exposed to the weather, to hypertrophic thickening of the 
skin of the nose, with lobulation (rhinophyma). 

The condition or habit which is the cause of rosacea will be deduced from the history, 
especially as regards tea, alcohol, and dyspepsia, and from examination of the patient. 
Rosacea is distinguished from acne vulgaris by the absence of comedones, the redness of 
the affected surface, the limitation of the eruption to the face, the telangiectasis, the 
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hypertrophy, and by its being an affection of middle life rather than of puberty. It differs 
from lupus erythematosus in the absence of scaliness and of atrophic scarring, in the border 
which is not raised and shows no signs of active spreading, and by its fluctuations. 
Seborrheic eczema may be met with in the flush area, but it is usually associated with 
seborrhcea capitis, there is no telangiectasis, and the affected surface is oily or scaly. From 
tertiary syphilides, rosacea is distinguished by its slow course, its symmetry, the dilatation 
of blood-vessels, and the absence of any tendency to ulceration and scarring, or to atrophy. 
In syphilis, further, there will be the stigmata or the history of earlier lesions. 

Malcolm Morris. 


FOOT-DROP.—(See Parapiecia, p. 510; and Paratysis OF ONE EXTREMITY © 
(LOWER), p. 496.) 


FOOT, ULCERATION OF THE.—(See Utcreration or THE Foot, p. 735.) 
FOREHEAD, ENLARGEMENT OF.—(See ENLARGEMENT OF THE FOREHEAD, p. 203. } 
FORGETFULNESS.—(See Amnesia, p. 19.) 
FORMICATION.—(See Prurirus, p. 540.) 

FOUL BREATH.—(See Breatru, FouLNEsS OF THE, p. 86.) 

FRACTURE, SPONTANEOUS.—Spontaneous fracture signifies fracture of a bone 


from causes which ordinarily would have been inadequate. Tremendous muscular efforts 
sometimes lead to the breaking of bones without any external violence, but this variety 
would not be included under the heading of spontaneous fracture if the degree of 
muscular effort seemed adequate. A man has been known, for instance, to dive into 
shallow water, and in order to bring himself to the surface quickly, and prevent his head 
from striking the bottom, he has used his neck muscles so strenuously in bending his head 
back as actually to fracture his vertebrae. This fracture is not spontaneous, but due to 
excessive muscular exertion. There are three main groups of causes for true spontaneous 
fracture, namely, excessive brittleness, or innate lack of strength of the bones—fragilitas 
ossium; general paralysis of the insane; and unsuspected lesions of the bones, particu- 
larly myeloid sarcoma, chloroma, tuberculous caries, or secondary deposits of carcinoma 
or sarcoma. 

Fragilitas Ossiwum.—When the first fracture occurs in such a patient, there may be 
doubt as to the diagnosis ; but when repeated breaking of different bones occurs, in each 
case from apparently trivial causes, the diagnosis becomes clear. The undue fragility may 
show itself in early life, but more often not until the patient has reached adult stature and 
weight. There is a very remarkable familial type of the disease, in which successive 
generations contain some members who have fragile bones amongst others who are healthy ; 
the latter have white sclerotics, whilst those exhibiting fragilitas ossium have sclerotics 
that are definitely blue—sometimes even dark blue. Both bones and _ sclerotics lack 
part of their proper matrix ; the diagnosis is easy, though the condition, termed * blue 
sclerotics with brittle bones,’ is rare. — 


Two maladies which differ from fragilitas ossium, and yet which may cause undue 
bending, or partial or green-stick fracture of bones, are rickets in children, in which disease, 
for a time at least, there is excess of preparation for bone formation, but deficiency in com- 
pleting the ossifying process, so that the bones, being unduly soft, not only bend, but also 
give way as a green stick would, causing the partial or green-stick fracture ; and mollities 
ossium, a rather rare affection in this country, though reported to be less uncommon in 
certain parts of the Continent, notably in the Rhine valley, coming on especially after 
pregnancy, and associated with concentric thinning of the bones from the marrow outwards, 
so that they eventually consist of a mere shell, which bends with undue ease, and may 
sometimes break spontaneously. The relationship to pregnancy may suggest the diagnosis, 
and there is no other disease which produces the same degree of pathological softening and 
fragility of the bones in adults ; active rickets is practically confined to young children, 
only a few cases having been recorded during adolescence and none in adult life. 
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Spontaneous fractures in general paralysis of the insane occur, like the aural haemato- 
mata of this disease, at a late stage when the patient is bedridden. They may arouse 
suspicion that the attendants have been unduly rough in their handling of the patient ; 
but so atrophic do the tissues, and particularly the bones, become, that the latter may 
fracture from slight and otherwise inadequate causes. The diagnosis will have been made 
months or more previously, by reason, first, of the mental changes of the patient, particularly 
ideas of grandeur; and secondly, by the occurrence of convulsive seizures after there have 
been changes in the patient’s mental condition for a longer or shorter time. The case is 
generally that of a man who has suffered previously from syphilis, for which treatment 
was not very prolonged, and whose business has entailed much mental hard work, and 
possibly worry, in a city. Confirmatory evidence may be obtained, if need be, by finding 
relatively large numbers of small lymphocytes in the cerebrospinal fluid removed by lumbar 
puncture, and Wassermann’s serum reaction for syphilis may be positive. 

Before concluding that spontaneous fracture of a bone is due either to neurotrophic 
causes, or to fragilitas ossium, it is important to exclude the possibility of primary or 
secondary new growth in the affected bone, or tuberculous caries. It may be that the patient 
is already suffering from a bony swelling, such as myeloid sarcoma, before the fracture takes 
place, or it may be known that there is, or has been, a primary growth elsewhere ; for 
instance, in the pelvis, breast, stomach, or thyroid gland, in which case the spontaneous 
fracture of a bone would suggest that a second metastasis has occurred at the site of frac- 
ture, eroding the bone until it finally broke from a trivial cause. The chief difficulties arise, 
first, when there are no symptoms of the primary growth itself, for instance in the case 
of a diffuse carcinoma of the stomach of the indiarubber-bottle type ; and secondly, when 
the patient is really suffering from tuberculous caries whose existence has been entirely 
unsuspected. As an instance, one might mention the case of a woman fifty years of age, 
who, seeming to be in perfectly robust health, was standing in her kitchen, when her son 
entered unexpectedly, causing her to start suddenly, giving her body a twist at the same 
time. This movement was followed immediately by paralysis of both legs, and it seemed 
as though the sudden muscular exertion had led either to a hemorrhage or to a fracture- 
dislocation of the spine ; the cause for the fracture was in itself inadequate, however, and 
it would not have produced the symptoms had there not been spinal caries which had been 
slowly eroding the bones for some time previously, until they now gave way as the result of 
what would otherwise have been a trivial movement. The diagnosis in cases of the kind 
depends chiefly upon remembering the possibilities, and not omitting a most careful exami- 
nation of every part of the body. When the a-rays are available, they may sometimes be 
of considerable value in detecting a neoplasm (Fig. 286, p. 673) or a tuberculous focus 
(Fig. 195, p. 460) in the affected bone. Herbert French. 


FRAGILITAS OSSIUM.—(See Fracrure, SPONTANEOUS, p. 242.) 
FREQUENCY OF MICTURITION.—(See Micrurrtion, ABNORMALITIES OF, p. 393.) 


FULLNESS, SENSE OF.—A sense of fullness is experienced when the tension 
exerted on the muscle fibres of the stomach or intestines is greater than normal. 

Localization —A sense of fullness felt in the upper part of the abdomen, in the 
neighbourhood of the umbilicus, and in the lower part of the abdomen is generally due to 
distention of the stomach, small intestines, and colon respectively. 

1. Gastric Fullness.—The bulk of gastric contents, whether fluid or gas, required. to 
produce a sense of fullness depends upon whether the tone of the muscles of the stomach 
is (a) Normal, (b) Excessive, or (c) Deficient. The sensation is the same in each case; the 
patient commonly believes it is due to excess of gas in the stomach, and it is generally 
thought that tone is deficient ; but the former is rarely true, and the latter is certainly not 
more commonly the case than the reverse. 

(a). In normal individuals the sensation of fullness is produced by eating very rapidly, 
as the intragastric pressure rises owing to the relaxation of tone, which should proceed 
pari passu with the increasing bulk of the gastric contents, taking place with insufficient 
rapidity. 

(b). When the tone of the stomach is increased, a comparatively small quantity of 
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food produces a sensation of fullness unless the food is eaten with extreme slowness. In 
rare cases the stomach is abnormally small, owing to infiltration of its walls with cancer 
(leather-bottle stomach, Fog. 1382, p. 270): as its capacity cannot then increase at all by 
relaxation of its muscular coat, a very small quantity of food produces an immediate rise 
in intragastric pressure and a corresponding sensation of fullness. 

(c). In atonic dilatation of the stomach the muscle-fibres are relaxed completely 
before any food is eaten; the weight of the food, however slowly it is eaten, stretches the 
fully relaxed fibres from the minute it is eaten, and a sensation of fullness is felt. 

In slighter cases (hypotonus) the muscle-fibres are not relaxed completely, but 
complete relaxation occurs as soon as a small quantity of food has been eaten; any 
further addition to the gastric contents produces a sense of fullness. 

From these considerations it is clear that: (1) If a sense of fullness is only felt when 
an excessive quantity of food is eaten, the size of the stomach is probably normal, and the 
excess is the cause of the symptom ; (2) If it is only felt when food is eaten very rapidly, 
the size of the stemach is probably normal, and the bolting is the cause of the symptom ; 
(3) When it is felt in spite of the food being normal in quantity and eaten at the normal 
rate, it is due to hypertonus or hypotonus if it can be prevented by eating small meals 
very slowly, and to atony or to leather-bottle stomach if this is not the case. 

The distinction can only be made with certainty, however, by estimating the tone of 
the stomach directly, or indirectly from its size, a hypertonic stomach being small, whereas 
a hypotonic or atonic stomach is large. 

Although percussion gives some idea of the quantity of gas in the stomach, it does not 
help in the determination of its size, and auscultatory percussion and friction have been 
shown by means of the. x-rays to be quite valueless so far as the stomach is concerned. 

Splashing and succussion occur in the normal stomach after an ordinary meal; if, 
however, they can be produced after drinking two ounces of water on an empty stomach, 
atony is probably present. 

Inflation is the only method apart from the w-rays which gives definite information as 
to the size and tone of the stomach. The patient drinks on an empty stomach two quanti- 
ties of water in rapid succession: 14 drachms of sodium bicarbonate are dissolved in one 
and 15 drachms-of tartaric acid in the other. At the body temperature and atmospheric 
pressure, 1700 c.c. of carbon-dioxide are evolved. The normal stomach has a capacity of 
600 to 1200 c.c. when filled rapidly : the 1700 c.c. of gas are therefore subjected to a con- 
siderable degree of tension; a certain amount of discomfort is felt, and the gas is expelled 
rapidly on sitting up. When the tone of the stomach is excessive, the capacity is less than 
600 c.c., and when it is deficient it is more than 1700 c.c.; in the former case a sensation 
of painful fullness is produced, and the gas is expelled violently on sitting up; whereas in 
the latter case no discomfort, and sometimes actual relief, is experienced, and the gas can 
be expelled only with difficulty. The tumour formed with a hypertonic stomach is gener- 
ally situated too high to be accessible for palpation, but when it can be reached it is found 
to be firm and well defined ; with a normal stomach it is also firm and well defined, and is 
often visible through the abdominal wall, whereas with a hypertonic stomach it is soft, 
and its outline is less easy to determine by palpation and percussion. When the inflated 
stomach is outlined by means of palpation and percussion, the distance between the lesser 
and greater curvatures of the stomach should be between 3 and 4 in., and the greater curva- 
ture should reach within an inch of the umbilicus. The distance between the curvatures 
in a hypertonic stomach is less than 38 in., and the greater curvature is more than an inch 
above the umbilicus ; in atonic dilatation the distance is more than 4 in.. and the greater 
curvature often reaches below the umbilicus. 

The size and tone of the stomach can be determined most accurately with the w-rays 
after a meal of porridge containing 2 oz. of barium sulphate. Owing to the adaptation 
of the tone of the normal stomach to the volume of its contents, there is little difference in 
the upper level of the semi-fluid chyme as seen in the erect position, whether the volume 
is 5 oz. or 2 pints, and the greater curvature is not more than an inch above or an inch 
below the umbilicus (Fig. 122). A hypertonic stomach is diagonal, or even horizontal, instead 
of almost perpendicular, as in normal individuals, and its lowest extremity is situated at 
least an inch and often considerably more above the umbilicus. An atonic stomach does not 
adapt itself to the volume of its contents: food taken when it is empty drops at once to its 
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most dependent part, instead of being held up for a few seconds by the tonic contraction 
of the body of the stomach. As more and more food is taken, the upper surface of the 
gastric contents gradually rises, but it never reaches the height observed in normal and 
hypertonic stomachs after the first two or three mouthfuls of food are swallowed. The 
gastric tone is insufficient to withstand the weight of the food, and the greater curvature 
consequently sinks as the quantity of gastric contents increases. 

Most patients ascribe a sense of fullness in the epigastrium to ‘ wind,’ and try to 
relieve their discomfort by eructation ; as, however, it is rare for excess of gas to be present, 
the attempt leads to aérophagy. The sense of fullness is thus often aggravated by a€ro- 
phagy, though primarily due to some other cause. In addition to ascertaining the tone 
and size of the stomach, it is therefore necessary to discover whether the sense of fullness 
is in part due either to excess of gas produced by fermentation or to secondary aé€rophagy. 
The presence of excess of gas in the stomach can be ascertained most readily by means of 
the a-rays, as it is often difficult to distin- 
guish by percussion whether a resonant 
area corresponds to a collection of gas in 
the stomach or in the splenic flexure. 

Excess of gas is only produced 
in the stomach when evacuation is 
delayed : this never occurs in a hyper- 
tonic stomach, and only in a normal 
stomach when an excessive quantity of 
food has been eaten. In atonic dila- 
tation of the stomach stasis is never 
sufficiently great for much fermentation 
to occur, the only condition in which it 
is really active being dilatation due to 
pyloric obstruction. This can readily 
be distinguished from atonic dilatation 
with the w-rays, even before the onset 
of visible peristalsis and the character- 
istic vomiting of large quantities of 
food eaten many hours earlier, by the 
excessive activity of peristalsis, the 
occurrence of retro-peristalsis, and the 
presence of a large residue in the 
stomach six hours after a barium meal. 
The diagnosis of pyloric obstruction is 
confirmed if the passage of a stomach- 
tube at 9 a.m. shows that remnants of 
a dinner taken at 9 p.m. the previous 


. eer At 3 Fig. 122.—Skiagram taken in the vertical position, showing a 
evening are still in the stomach, nothing bismuth meal in a normal adult stomach. 


: . , (Skiagr by Dr. C. Thurstan Holland, 
having been eaten or drunk in the PLOT OY fet ) 


interval. 

Aerophagy can be diagnosed with certainty if eructation occurs six or more times in 
rapid succession, or if it occurs before breakfast, unless food is present in the stomach as a 
result of pyloric obstruction. Finally, it is quite easy to watch the whole process of a€ro- 
phagy with the v-rays. 

2. Intestinal Fullness.—A sense of fullness in the lower part of the abdomen is almost 
invariably due to the excessive tension on the intestinal walls produced by the presence of 
an excessive quantity of gas. The only symptom which proves conclusively that this is 
the case is the passage of excess of flatus, particularly if it is found to relieve the discomfort. 
In the absence of evidence of a hypertonic condition of the colon, such as occurs in spastic 
constipation (Fig. 52, p. 124), a sense of fullness in the lower part of the abdomen may be 
presumed to be due to the pressure of an excessive quantity of gas. Spastic constipation 
is much more often accompanied by pain than a sense of fullness: it can be recognized by 
the contracted condition of parts of the colon, the situation and degree of the spasm 
varying from one examination to another, and with more certainty by means of the 
x-rays after a barium meal or a barium enema. 
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Intestinal flatulence may be due to the excessive production of gas in the intestines 
from excessive fermentation or putrefaction, retention of gas behind a fecal mass in 
constipation, the passage of some of the swallowed air into the intestines in severe cases 
of aérophagy, and deficient absorption of gas due to the impeded venous circulation in 
cirrhosis of the liver and heart failure. The stools should always be examined: if they 
are bubbly, acid in reaction, and contain obvious excess of vegetable residue, intestinal 
fermentation is probably the cause; if they are alkaline in reaction, have a putrefactive 
odour and contain obvious fragments of meat, excessive putrefaction is probably present. 
On incubating some of the stool made thin with water for twenty-four hours in an 
apparatus in which the gas evolved can be collected, it is found that little or no gas develops 
and the stool remains neutral in reaction if there is no abnormal bacterial activity. When 
excess of gas is evolved, it is due 
to fermentation if it is odourless 
and the stools have become very 
acid, and to putrefaction if it has 
an unpleasant odour of putrefac- 
tive products and the stool is very 
alkaline. 

In the absence of excessive 
fermentation or putrefaction, a 
history of constipation would sug- 
gest that that is the cause of the 
flatulence (vide CONSTIPATION, p. 
121). Acrophagy only leads to 
intestinal flatulence when it is so 
well marked as to be easily recog- 
nized (vide supra), and an examin- 
ation of the liver and heart show 
whether it is due to deficient 
absorption of gas from cirrhosis or 
heart failure. Arthur F. Hertz. 


FUNGOUS AFFECTIONS 
OF THE SKIN.—We here in- 
clude (1) Favus ; (2) Ringworm ; 
(3) Eczema marginatum ; (4) Tinea 
imbricata ; (5) Tinea versicolor ; 
and (6) Hrythrasma. 

1. FAVUS in man is due in 
about 99 per cent of cases to 
inoculation with the Achorion 
Schonleiniit.. Four other achorions, 
of animal origin, have been identi- 
fied, and it has been proved that 
the affection can be communi- 
cated from animals to man, but 


Fig. 123.—Fayus: showing the yery wide distribution over the body, as - 
well as the scalp. the instances are so rare as to be 


From Diseases of the Skin, Sir Malcolm Morris.) necligible. Between the achorions 
faye. > 


on the one hand and the micro- 
sporons and trichophytons on the other (see p. 247), there are close morphological resem- 
blanees, but the clinical differences are well marked. 

Favus, while showing a distinct preference for the scalp, may attack any part of the 
skin (Fig. 123), and even a mucous membrane. The characteristic lesion—a tiny sulphur- 
yellow dise with a cup-like depression in the centre, resembling both in colour and in shape 
a honeycomb, and in hairy parts pierced by a hair—can hardly be mistaken on account of 
its peculiar mousy smell. The lesion begins as a collection of whitish material, somewhat 
resembling a pustule, which grows and presently becomes dry and friable. The cup-like 
disc can then be detached from the epidermis, leaving a pimply, smooth, greasy surface. 
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As they grow, the discs often run together. In a later stage roughish crusts are formed, 
separated by pale, bluish-pink scars.. The crusts, when broken up, are seen under the 
microscope to consist of spores, varying much both in size and shape, and of short threads 
of mycelium, which may penetrate into the mucous layer of the epidermis, and may even 
reach the derma; this never occurs in trichophytosis. Hairs affected with favus are dis- 
coloured and lustreless ; they may fall out, but do not break off as in ringworm. Under 
the microscope one may see in favus-hairs segments of fungus 12-15 yw in length, dicho- 
tomised at an acute angle. If the nails are affected, the ungual cells will be found to be 
separated by irregular threads of mycelium, or by spores. 

In the less characteristic cases the lesions must be examined closely under a good lens 
for remains of the yellow discs of favus or the broken hairs of ringworm. If, owing to 
applications to the skin, the crusts are lacking, treatment should be stopped for a few days, 
when the whitish points and the discs will usually reappear. In prolonged cases the crusts 
may be replaced by an irregular, lumpy, dirty-yellowish accumulation, but the odour of 
favus will still remain. At this stage the disease may resemble psoriasis of the scalp ;_ but 
there is a much greater loss of hair, the scales are less pearly, and even when no discs or 
 sulphur-yellow scabs can be seen about the edges, the lustreless hair and the atrophic 
scarring left by the scabs are sufficiently distinctive of favus. The scarring may. suggest 
lupus erythematosus of the scalp, but in that affection the crusting and the mouse-like odour 
are absent, while generally there are characteristic lesions on the face. From both eczema 
and seborrhea favus is differentiated by the fact that its lesions are never diffuse, but always 
have a definite margin. In alopecia areata there is no scaling, crusting, or cicatrix. 

2. RINGWORM—whether of the scalp, the beard, the hairless skin, the mucous mem- 
brane, or the nails, is due to fungi belonging to two different families, the microspora and 
the trichophyta, each of them comprising a number of different species. In the one case 
the affection is styled microsporosis, or tinea with small spores ; in the other, trichophytosis, 
or tinea with large spores. Eleven species of ringworm microsporons have been identified ; 
of the trichophyta, upwards of thirty. Only four species of the microspora, and the same 
number of species of the trichophyta, are of importance. The four microsporons are M. 
Audouini, M. felineum, M. canis and M. tardum ; the four trichophytons, T. crateriforme, 
T. acuminatum, T. sulphureum and T.. violaceum. In both families some of the species 
are of animal origin, and it is these which account for nearly all the inflammatory forms of 
ringworm, including kerion. 

Of the microsporons, the type species is M. Audouini, which is the cause of some 
90 per cent of the juvenile ringworm of London. It is also the cause of much of the 
juvenile ringworm of Paris, though of much less than was the case a few years ago. M. 
felineum and M. canis, closely allied species, are responsible for an appreciable percentage 
of human ringworms—the one in England, the other in France. M. tardum is met with 
occasionally in France. Of the four clinically important species of trichophytons, the one 
encountered most frequently is 7. crateriforme ; next comes T. acuminatum, then. T.. sul- 
phureum, which, however, is not known in France ; and lastly 7. violaceum. A fifth species 
of trichophyton, 7’. rosaceum, which chiefly affects the beard, but also the hairless skin, is 
said to be relatively not infrequent in Northumberland and Durham. 

The division of the ringworms into a small-spored and a large-spored group may easily 
lead to confusion in diagnosis, for among both microsporons and trichophytons the spores 
vary considerably in size, according to the species. Those of the microsporons may be as 
large as 4 4, while those of the trichophytons may be as small as 8 p ; the limits of the one 
are 2 to 4 yp, and of the other, 3 to 8 p. Clinically, therefore, microsporosis and tricho- 
phytosis are to be differentiated from each other not alone by the size of the spores, but 
also by their shape and arrangement and modes of growth. 

First, as to shape : In microsporosis the spores are, speaking generally, round or ovoid ; 
in trichophytosis, they tend to be square with rounded angles, or oblong with sharper 
angles. Still more important, for diagnosis, is the arrangement of the spores. In micro- 
sporosis they are dotted about irregularly, and the mycelium interwoven with them is 
curved and branching, and irregularly jointed. In trichophytosis they are arranged in 
regular chains, and the mycelium is short and regularly jointed. In microsporosis the 
fungus forms a greyish sheath around the hair—whether of the scalp or of the body—which 
it eats away, fraying the edges, penetrating to the interior of the shaft, and growing 
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downwards towards the root. Presently the hair breaks off, at some distance from the 
follicular orifice, and the parasitic sheath is disintegrated and may be seen as a patch of 
ash-coloured scales on the epidermis. In trichophytosis, the parasite attacks the root of 
the hair first, and grows upward. The hairs are broken off short, and no sheath is to 
be seen outside the follicular orifice. It should be added that some small-spored tricho- 
phytons form a sheath outside the hair like that of microsporosis, but the spores observe the 
chain-formation which is characteristic of trichophytosis, and this is never present in 
microsporosis. These small-spored trichophytons are all pyogenic, and are the cause of 
many cases of kerion. 

Trichophytons may be either endothrix or endo-ectothrix. If the parasite penetrates 
the hair between the cuticle cells and develops entirely within the hair-structure, it belongs 
to the endothrix class. If it develops not only within the hair, but also continues to pro- 
liferate in the follicle outside, it must be allocated to the endo-ectothrix class. The great 
majority of the cases of scalp trichophytosis, both in London and in Paris, are due to endo- 
thrix infections ; but the endo-ectotriches are responsible for most of the ringworms of the 
hairless skin, for nearly all the adult ringworms, and for the majority of specially inflam- 
matory cases. | 

Sabouraud divides the endotriches into (1) True endotriches, and (2) Neo-endotriches, 
the distinguishing feature between them being that in the latter the early (neo) stage of 
the attack, the stage in which the outside of the hair is assailed, is prolonged. If the parasite 
is a true endothrix, it is easy to miss the invasion stage, so short is it ; if it is a neo-endothrix, 
the invasion-stage is so protracted that it is possible to mistake the case for one of tricho- 
phytosis due to an endo-ectothrix. The endo-ectotriches are sub-divided into those with 
large spores (megaspores), and those with small spores (microides). It is the latter which, 
as mentioned above, may be mistaken for microsporons, unless the chain-formation be 
looked for. In the case both of the microspora and of the trichophyta cultures may have 
to be grown to distinguish between the different species. There are four microspora of 
human origin, and these give either a small or medium culture; to this group belong 
M. Audouini and M. tardum. The seven species of animal origin yield a large, enduring 
culture ; in this group occur the two remaining species of clinical importance, M. canis 
and M. felineum. In the first group pleomorphism is never met with; in the second, 
on a suitable medium, a white downy pleomorphism, quite different from the mother 
culture, is exhibited. 

Of trichophyton cultures there are four main types: -(1) The crateriform or acuminate ; 
(2) Those with large white growths, either powdery or velvety ; (8) The faviform; (4) A 
single species, Epidermophyton inguinale, which is the cause of eczema marginatum. In 
the first group, to which belong all the four clinically important species, the culture resembles 
the crater of a volcano, and is white, cream, or primrose-coloured, or it is like a mountain 
peak (‘ acuminate’) and is grey or yellowish in colour. .The parasites of this cultural 
group are all endotriches. In the second group the cultures are very large and white, some 
of them powdery, others velvety. The species which yield cultures of this type are all 
endo-ectotriches, and are of animal origin. The three species which give cultures like those 
of the parasites of favus, although the clinical course of the lesions and the appearance of 
the fungus in the hair leave no doubt that they are trichophytons, are also of animal origin. 
The Epidermophyton inguinale yields a yellow-orange culture, dry and powdery, but often 
white and velvety as the result of pleomorphism. 

Ringworm of the Scalp (Tinea tonsurans).—Both the small-spored and the large- 
spored ringworm of the scalp begin alike as a small red papule, which develops near the 
orifice of a hair-follicle ; the size, and yet more the shape and arrangement of the spores, 
and the way in which the hair is attacked, help to distinguish between them ; in trichophy- 
tosis there is a much smaller number of stumps to be seen with the naked eye, and on the 
surface of the scaly patches, among the remaining healthy hairs, one may detect those 
dark points to which the affection owes its name of ‘ black-dot ringworm.’ These dots 
are pigmented, coiled-up hair-stumps. If the whole scalp is thus affected, the case becomes 
one of * disseminated ringworm.’ In trichophytosis, again, the scales are scantier, or may 
even be absent, and the outline of the lesions is not so rounded or so well-defined. Asa rule 
it is not difficult to distinguish tinea tonsurans, whatever its form, from other scalp affec- 
tions, the clinical picture—the broken hairs, the black dots, the slight scaliness, the promi- 
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nent follicles, the baldness, in varying degrees, of the involved area—being sufficiently 
distinctive. In favus there is the same dull and brittle condition of the hair, but the patches 
are not generally circular, while in ringworm the cup-shaped crusts are absent, there is no 
‘mousy smell, nor is the skin atrophic. The broken hairs distinguish tinea tonsurans from 
pityriasis of the scalp and from psoriasis of the hairy skin, in both which affections the 
hairs fall out unbroken. In psoriasis, too, there is a greater degree of scaliness, generally 
it is not the scalp only that is affected, nor is loss of hair usual, though it occurs sometimes. 
In the anomalous form of ringworm known as tinea decalvans, or bald ringworm, in which 
the hair falls out in places leaving smooth bare patches, confusion with alopecia areata may 
be avoided without much difficulty ; the billiard-ball smoothness of the patches in the 
latter condition is not present in ringworm. Another differential feature is the shape of 
the short hairs found at the edge of the patches : in tinea tonsurans they are bent, whereas 
in alopecia areata they may be compared to a note of exclamation. In the latter condition, 
too, the hairs that remain are free from fungus. In the infrequent cases of inflammatory 
ringworm, a condition somewhat resembling impetigo or eczema may be set up; but the 
broken stumps and the limited area of the affection, together with the history of the case, 
‘should prevent confusion with those affections. In these forms of ringworm again, the 
lesions are sharply defined, and the pustules are invariably situated round the hairs. 
Seborrheea can be ruled out by remembering the greasiness of the scales, the diffusion of the 
condition over the whole scalp, and the absence of patches of baldness. 

Ringworm of the Beard (Tinea sycosis)—From ordinary sycosis this affection is 
distinguishable by its more rapid spread, and the greater lumpiness of the affected surface. 
In sycosis vulgaris, too, the pustules are usually pierced by a hair, and are quite small, and 
unless there is much more suppuration than is usual, the hairs do not fall out. Tinea sycosis 
differs from eczematous folliculitis in the absence of the serous discharge that marks the 
latter affection. In the eczematous condition, again, there is but slight if any loosening of 
the hairs, so that if they are extracted they bring with them their root-sheaths. The affec- 
tion is not confined to the hairy parts, as in tinea sycosis, nor do the patches assume the 
ring-like form. The ring-formation is absent also in seborrhea, nor is the hair involved as 
in beard-ringworm. In the circinate tubercular syphiloderm, the border of the lesion is 
darker in colour and more infiltrated, and there is either atrophy or pigmentation, or both. 
Occasionally the severer cases of ringworm of the beard take the form of a single tumour- 
like formation which may be mistaken for a carbuncle, but the inflammation is almost always 
less active than in carbuncle, and the swelling and pain are correspondingly less. In any 
clinically doubtful case examination of the hairs under a microscope will show whether or 
not the case is one of beard ringworm by revealing the presence or the absence of the 
trichophytic fungus. 

Ringworm of the Body Skin (Tinea circinata)—The small, red, slightly raised 
spot which is the first visible lesion of ringworm of the body, gradually spreads at the edge 
and becomes scaly. Fading away at the centre, the redness leaves a slightly discoloured 
branny area which forms the inside of a red ring. The circle slowly enlarges without any 
widening of the edge. Usually, though not always, there are several rings, sometimes, 
though seldom, arranged concentrically, and those adjoining each other may run together. 
Frequently, as the edge advances, there is no involution in the centre, the lesions then 
appearing not as rings but as patches. As a rule inflammation is present in varying degrees, 
and the neighbouring lymphatic glands may be slightly enlarged. 

These symptoms, with the tingling and itching, form an ensemble which can hardly 
be mistaken for any other affection. In eczema seborrheicum the scales are greasy, and 
often there are projections into the glandular openings. In psoriasis the skin is affected in 
ring-like areas, but all the other characters are different. From the circinate tubercular 
syphiloderm, ringworm of the body may be distinguished in the same way as ringworm of 
the beard (see above). As a rule microscopic examination will disclose the ringworm 
fungus—usually a trichophyte—without difficulty ; but occasionally the parasitic elements 
are deep-seated, and must be sought in a section of the affected tissue. 

Ringworm of the Nails (Onychomycosis) usually, though not invariably, appears in 
association with trichophytosis of the beard or of the body skin. The first visible lesion 
shows as greyish stains under the borders of the nail and at the root. Inflammation of the 
matrix follows and the structure of the nail degenerates, becoming thickened, spongy, and 
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more or less brittle, with a dulled surface. When exfoliation occurs a mass of disintegrated 
nail substance is seen, in which the fungus may be found. 

Similar changes may arise in connection with gout, rheumatism, and other constitu- 
tional disorders—those for instance in which there is impaired nutrition—as well as in such 
inflammatory affections as eczema and psoriasis. From all such cases, the presence of the 
parasitic elements will suffice to differentiate onychomycosis. In the onychomycosis of 
favus, the stains under the borders of the nail are yellower, and the mycelial elements 
shorter and less regular. 

3. ECZEMA MARGINATUM.—In this form of ringworm of the body, more frequent 
in tropical climates than in Europe, the parts attacked chiefly are the lower portion of the 
abdomen, the groins, the buttocks, the fold of the nates, and the axilla—parts, that is, 
where the skin surfaces are in contact. The hair is never involved. The characteristic 
feature of the lesions is their broad, bluff margin ; it is scaly, and as a rule papular. They 
are often eczematoid, but they can be distinguished from eczema and from eczema sebor- 
rheicum by their gradual spread and broad, elevated margin and by the ring-like forma- 
tion of the early stage. If any doubt remains, the microscope will clear it up by revealing 
the parasite, the Epidermophyton inguinale. 

From eczema marginatum, dhobie’s itch is differentiated very imperfectly. It is in 
fact a popular name for all epiphytic skin diseases of warm climates, but usually it connotes 
diseases of this group of which the sites are the inguinal regions and the axille. Castellani 
distinguishes two fungi as the cause of dhobie’s itch, besides Epidermophyton inguinale, 
namely #. Perneti and E. rubrum; and Manson holds that, in many cases, the parasites 
concerned are Microsporon minutissimum and M. furfur. For practical purposes, dhobie’s 
itch may be regarded as another name for eczema marginatum. 

4. TINEA IMBRICATA—known also as Tokelau ringworm, was formerly peculiar 
to certain oceanic tropical climates in the East, but now has a wider distribution. The 
fungus has not yet been classified definitely. Sabouraud holds it to be a trichophyton 
allied to species of animal origin met with in Europe ; by other authorities it is regarded 
as a lepidophyton ; so far it has not been cultivated. The affection to which it gives rise 
is characterized by a concentric arrangement of closely-set rings of scaly epidermis. The 
conditions from which it has to be distinguished are tinea circinata and ichthyosis. From 
the former it is differentiated by the greater abundance of the fungus elements, the tendency 
of the process to spread centripetally, the absence of marked inflammation or congestion 
of the rings, their concentric disposition, and the greater size of the scales. From the latter, 
by the presence of the fungus, the concentric arrangement of the scales, and the fact that 
the attached border of each scale is towards the periphery, the free border being towards 
the centre of the circle, or group of circles, to which the scale belongs. 

5. TINEA VERSICOLOR—often styled pityriasis versicolor, is caused by the Micro- 
sporon furfur, the mycology of which is little understood. The disease is contagious, but 
only in a low degree. The lesions, confined to the horny layer of the epidermis, take the 
form of roundish, scaly patches, with a definite margin, and of a colour varying from fawn 
to liver—in coloured races, grey or white ; in persons who have lived in warm climates, it 
may be black. The hair is not assailed, nor are the hands and feet. As a rule the lesions 
are limited to the trunk, particularly the front of the chest, but occasionally they extend to 
the upper parts of the limbs: they have been mistaken for secondary syphilides, but th 
colour and distribution, and the large patches in which they are found, should serve to 
obviate the confusion. In exceptional cases the face may be invaded, and the affection 
might then be confounded with chloasma. From pityriasis rosea and from eczema sebor- 
rheeicum it may be distinguished by the absence of inflammatory reaction, except in persons 
who perspire freely ; in pityriasis rosea, too, the upper parts of the limbs are affected equally 
with the trunk. The lesions of tinea versicolor offer some resemblances to the pigmentary 
patches sometimes met with in leprosy ; but from these, as from the other cutaneous mani- 
festations mentioned, they may be differentiated almost certainly by the ease with which 
the scales can be detached by a stroke of the finger-nail, and quite certainly by the fungus 
elements which may be detected in the scales after these have been treated with potash. 
The spores are rounded and, like the mycelium, have a double contour with a diameter of 
3 to 5 «; they are generally grouped together in masses, suggesting a resemblance to 
bunches of currants. 
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6. ERYTHRASMA, due to the Microsporon minutissimum, presents several points of 
resemblance to tinea versicolor. In both it is only the horny stratum of the epidermis 
that is affected, nor is the hair ever attacked. In both there is but a low degree of con- 
tagiousness. The lesions offer some likeness to those of tinea versicolor, but they are 
reddish-brown in colour, and their usual site is the genito-crural region or the axille, or 
both, though occasionally, in fat subjects, there may be extension to the abdominal and 
submammary folds and those of the large joints. In rare cases, erythrasma resembles 
one type of eczema marginatum, but is distinguished from that affection by its low degree 
of contagiousness and slow evolution, and by the absence of inflammation, which also 
distinguishes it from eczema seborrhceicum and from pityriasis rosea. Any doubt between 
erythrasma and any other affection, including tinea versicolor, may usually be cleared up 
by examination of a preparation under a microscope of sufficiently high power. The 
spores of M. minutissimum, like the threads of mycelium, are extremely minute, having 
a diameter of about 0°6 x. The mycelial threads, of the same diameter, are so abundant 
and so twined together as to form, here and there, a network over the epidermic cells. 

Malcolm Morris. 


GAIT, ABNORMALITIES OF.—As a genuine aid to diagnosis the gait cannot be of 
much real assistance. There are, however, several diseases and affections which produce 
manifest, and in some cases peculiar, alterations in gait. In some respects, indeed, the 
gait is a diagnostic point in identity, though this probably also depends on the total back 
or front view of the individual, rather than on real peculiarities of gait as such. 

In analyzing gait for diagnostic purposes, we find that it consists of co-ordinate and 
painless movements of the muscles of the lower limbs and pelvis—often, indeed, sinking 
into purely reflex, or at least subconscious, movements—and these are associated, in easy 
and ordinary walking, with rhythmical movements of arms, body, and head. The 
directions, therefore, in which it can be disordered are: (1) Inco-ordination ; (2) Local 
loss of power ; (8) Pain calling attention to the movements. 

1. Inco-ordination.—The test for the presence of this is the complaint of the patient 
that he feels unsteady in walking, especially on turning or walking on uneven ground, or 
on walking or standing with the eyes shut; and if co-ordination only be at fault, it will 
then be found that on testing the legs for simple movements, such as flexion and extension, 
the power of the muscles is unimpaired. Having discovered inco-ordination, the next 
question is, to what may this be due ? Tabes dorsalis, ataxic paraplegia (combined lateral 
and posterior sclerosis), disseminated sclerosis, and hereditary ataxy (Friedreich’s disease), 
are far and away the commonest causes of this, in the order of mention ; their differential 
diagnosis depends on many other symptoms and signs, discussed elsewhere. Cerebellar 
disease causes rather a reeling in the gait than a simple inco-ordination in the individual 
movements ; and here again, other symptoms will be to the front. Localized paralyses 
of eye muscles may also cause inco-ordination ; this will probably cause complaints of 
double vision, and may be diagnosed by the fact that the patient walks better with one 
eye shut than with both open—in cases of some duration it is quite likely that this simple 
test will not discover which is the affected eye. 

2. Local Loss of Power is well illustrated by the waddling gait of pseudo-hypertrophic 
paralysis, calculated to get the weight of the body as speedily as possible on the foot as 
a basis. The diagnosis depends on the peculiar way in which the patient climbs up himself 
(see PARAPLEGIA, p. 510). Another condition in which the loss of power is due, not to the 
muscles themselves, but to the position of their attachments, is seen in congenital dislo- 
cation of the hips; the gait here, too, is waddling, the lower part of the back exhibits 
extreme lordosis, and the belly is thrown forward through attempts to balance the pelvis 
on the loose supports at the hips. 

Other forms of local loss of power betray themselves by a limp or by a dragging of 
the foot or leg, and (or) peculiar positions of the feet, and possibly by wasting of muscles 
generally or locally ; measurements must of course be made if wasting be suspected. 
Infantile paralysis, and old hemi- or mono- or para-plegias are the common causes of this, 
if it be unassociated with pain, and enquiry must be made as to mode of onset and 
duration, in completing diagnosis. 

3. Pain on Walking is at once obvious, because complained of by the patient ; acute 
inflammatory troubles of muscles, joints, or tissues will be obvious on examination, and 
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chronic joint troubles, osteo-arthritis, ete., may be discovered easily, chronic gonorrhoea 
or pyorrheea alveolaris not being forgotten as possible causes of these. One thing that 
may escape observation is hip-joint disease, when pain in the knee may be the complaint. 

The only other caution we can administer here, is to warn practitioners against any 
hasty conclusions as to the nature of a disease from the gait; the high-stepping gait of 
tabes, the shuffling gait of lateral sclerosis, the festinating gait of paralysis agitans, are 
all easy enough of recognition when a diagnosis is made, but are too frequently absent 
or atypical to allow much diagnostic superstructure to be built on them alone. 

Fred J. Smith. 

GALL-BLADDER ENLARGEMENT. 

Physical Signs.—The only physical method of examination which is of material 
assistance in detecting enlargement of the gall-bladder, is palpation ; inspection, percussion, 
and auscultation seldom help. On careful palpation one may feel an oval, smooth swelling, 
which may be no larger than a hen’s egg, or as big as a swan’s, moving downwards close 
behind the anterior abdominal wall when the patient inspires, descending either from 
beneath the right costal margin near the tip of the ninth rib, or approaching the under 
surface of an enlarged and palpable liver in the right nipple line. The tumour generally 
extends inwards as well as downwards as it grows, so that it may ultimately cross the 
middle line below the level of the umbilicus. It may be large enough to be palpable 
bimanually in a thin patient ; but it seldom fills out the loin in the way that a renal 
tumour would. It may or may not be tender, according as the cause of the enlargement 
is associated with inflammation or not; it feels firm and tense rather than hard; on 
careful percussion it may be found to give an impaired note, but it is seldom quite dull | 
unless it is very big. 

Diagnosis from other Swellings.—It has to be distinguished particularly from four 
groups of conditions which may simulate it :—(1) From carcinoma arising in the bile- 
ducts or gall-bladder, and replacing the latter with new growth ; (2) From tumours in 
or attached to the liver in the neighbourhood of the gall-bladder ; Riedel’s lobe ; secondary 
new growth ; or more rarely gumma, abscess, or hydatid cyst ; (8) From movable kidney 
or hydronephrosis ; (4) From tumours in organs in the neighbourhood, such as carcinoma 
of the pylorus, carcinoma of the duodenum, carcinoma of the transverse colon, carcinoma 
or sarcoma of the right suprarenal capsule or right kidney. 

Carcinoma of the Gall-bladder.—It may be difficult to decide whether a given mass 
is merely an enlarged gall-bladder, or a growth replacing the latter ; in either case there 
may be a history of gall-stones, with biliary colic, pyrexia, and even jaundice, extending 
over years ; for primary new growth of the gall-bladder is nearly always secondary to, 
and associated with, gall-stones. The rapidity of the enlargement, in the absence of any 
definite cause, may suggest growth, particularly in a person of the cancer age; careful 
palpation may show that the mass is not smooth as most gall-bladder enlargements them- 
selves are, but more or less nodulated or covered with bosses or irregularities, which in 
themselves suggest new growth; in some cases there may be secondary deposits in the 
liver, and sometimes the enlargement of the left supraclavicular gland points to malignant 
disease with metastasis. Notwithstanding these points, however, the differential diagnosis 
may be so difficult that laparotomy will be resorted to in order to decide it. 

The Tumours attached to or in the Liver that are most likely to be mistaken 
for enlargement of the gall-bladder, or vice versa, are Riedel’s lobe, secondary carcinoma 
or sarcoma of the liver, and much more rarely gumma, abscess, or hydatid cyst. A Riedel’s 
lobe (see p. 366) may be quite impossible to distinguish by physical examination from an 
enlarged gall-bladder or from a movable kidney. Owing to the absence of symptoms, 
there is seldom need for laparotomy ; but sometimes the lobe arouses such alarm lest it 
be some more serious condition that laparotomy may be resorted to and the diagnosis 
verified in that way. 

Secondary new growth in the liver, whether carcinoma or sarcoma, nearly always causes 
very considerable, and sometimes enormous, enlargement and great hardness of the organ, 
not infrequently associated with JAUNDICE (p. 331), AscITEs (p. 52), or both. The diagnosis 
depends, first, upon the discovery of a primary growth, which in the case of carcinoma 
is likely to be in the stomach, duodenum, pancreas, colon, or rectum; or in the case of 
sarcoma, the eye—some of the greatest enlargements of the liver being due to secondary 
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deposits of melanotic sarcoma, secondary to a primary ocular growth; and secondly, 
on the discovery in the liver of several separate nodules, some of which may be felt 
to be umbilicated, that is to say, depressed in their central part and raised around the 
edges. 

Gumma of the liver is not very frequent nowadays, and when it occurs is apt to be. 
mistaken for new growth unless there is an obvious history of syphilis, or the effects of 
tertiary lesions are visible elsewhere, especially gummatous lesions of the skin or tongue, 
The diagnosis may be confirmed by obtaining a positive Wassermann’s serum reaction, 
or by the beneficial effects of giving salvarsan, or potassium iodide and mercury, though 
these drugs do not always cause a gumma of the liver to disappear rapidly. In cases that 
have come to laparotomy the diagnosis between gumma and new growth is by no means 
easy even when the liver is inspected. 

Abscess of the liver (see p. 369), if it is to simulate an enlargement of the gall-bladder, 
is likely to be a single large one, which if it has not arisen in some pre-existent mass, such 
as a gumma, new growth, or hydatid cyst, is likely to have been acquired in a tropical 
country, where the patient may have suffered from amcebic dysentery. The diagnosis 
may not be evident until laparotomy is resorted to, or until the mass is punctured with an 
exploring needle, when the chocolate-and-milk appearance of the pus obtained may be 
characteristic. 

Hydatid cyst of the liver is seldom situated in such a position as to cause difficulty of 
diagnosis from gall-bladder enlargement, the cyst being more often embedded in the liver 
substance, or projecting from its upper surface. The diagnosis might be arrived at if the 
patient were known to have had hydatid cysts elsewhere ; but in most cases it is only when 
laparotomy has been performed that the correct diagnosis can be made. It might have 
been suggested by the occurrence of eosinophilia, and also by a specific hydatid serum 
reaction, though neither of these is likely to be found unless the hydatid cyst has produced 
toxic symptoms, because latent hydatid cysts cause no symptoms. 

The Distinction between an Enlarged Gall-bladder and a Movable Kidney or 
Hydronephrosis might seem to offer no difficulty ; but clinically the distinction is not 
always easy. There is often no jaundice to suggest gall-bladder trouble, nor need there 
be any obvious urinary changes to suggest kidney, so that the diagnosis has to be made 
chiefly by palpation. One would lay stress upon the fact that the gall-bladder is more 
easily felt anteriorly than posteriorly, whilst the reverse is the case with the kidney ; that 
the kidney is the more freely movable of the two, as a rule ; that it is seldom possible to 
demarcate the upper pole of an enlarged gall-bladder in the way that a movable kidney 
can sometimes be made out ; that with a kidney tumour the loin is dull, whilst with gall- 
bladder enlargement it is resonant; and that, on rather firm bimanual palpation, the 
peculiar sickening sensation that ine patient may complain of is more Seater tie of 
kidney than it is of gall-bladder. 

Tumours of other Organs simulating Enlargement of the Gall-bladder have to 
be distinguished partly by the fact that new growths of the pylorus, duodenum, transverse 
colon, or suprarenal capsule, big enough to simulate an enlargement of the gall-bladder, 
will seldom have the smooth oval outline that the latter nearly always possesses. There 
may, moreover, be distinct symptoms attributable to the primary growth, such as 
dilatation of the stomach, coffee-ground vomit, or there may be secondary deposits in the 
liver, in the left supraclavicular gland, or elsewhere, to indicate the diagnosis. It is not 
easy, however, to exclude enlargement of the gall-bladder without resorting to laparo- 
tomy in some of these cases. 

The Cause of Enlargement of the Gall-bladder.—Having decided that a given 
tumour is an enlargement of the gall-bladder, it is necessary to determine to which of 
the following causes it is due :— 


Empyema of the gall-bladder Typhoid Fever 

Chronic pancreatitis Obstruction of the common bile-duct by a 

Carcinoma of the head of the pancreas gall-stone 

Choleeystitis from :—(i) Gall-stones ; Obstruction of the cystic duct by gall-stone 
(ii) New growth Simple mucocele 


It is noteworthy that gall-stones lead to enlargement of the gall-bladder far less often 
than might be expected; if the inflammation they lead to, and which leads to them, 
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does not go on to empyema of the gall-bladder, the latter usually becomes thick-walled, 
contracted, and embedded in dense adhesions, the latter preventing it from dilating even 
when the cystic or common bile-ducts become obstructed by a stone. It is the exception 
to find a very big gall-bladder with gall-stones. Indeed, in a middle-aged patient in whom 
there has not been any very definite attack of biliary colic, the occurrence of progressive 
and. considerable enlargement of the gall-bladder, associated with a deepening jaundice 
and no ascites, should always arouse serious suspicion of there being a lesion of the head 
of the pancreas which has extended along the pancreatic duct so as to occlude the common 
bile-duct gradually, the commonest cause of these symptoms being either chronic pancrea- 
titis or carcinoma of the head of the pancreas. The greater the-epigastric pain in such a 
case, especially if it is paroxysmal, and such as to suggest gall-stones, the more likely is 
the lesion to be chronic pancreatitis rather than new growth, and the suspicion may be 
confirmed by CAMMIDGE’S PANCREATIC REACTION (p. 100). There are, of course, cases in 
which gall-stones are the cause of the enlargement ; but when this is so, there is nearly 
always tenderness over the gall-bladder, and pain when it is palpated firmly, associated 
with a rise of temperature, possibly with rigors, especially if the inflammation has spread 
to the bile-ducts (infective or suppurative cholangitis). Leucocytosis, with a relative 
increase in the polymorphonuclear cells, would indicate that in addition to gall-stones 
there is suppurative inflammation—that is to say, empyema of the gall-bladder—requiring 
surgical treatment. 

Another important cause for empyema of the gall-bladder is typhoid fever. The 
diagnosis is not difficult as a rule, for there will be no question of new growth or of gall- 


: stones in most of the cases, and the patient will have 
been suffering from a prolonged asthenic fever which 
will have been diagnosed already by Widal’s test. In- 
fection of the gall-bladder by typhoid bacilli is relatively 
degrees of inflammation of the gall-bladder by Bacillus 
typhosus are common, and it is thought that the con- 

distention has become so great that the gall-bladder has ruptured spontaneously and 
produced general peritonitis. Sometimes the inflammatory products discharge themselves 
remains latent for weeks or longer, the nature of the case may be suggested by the previous 
history, and by the persistence of the positive serum reaction. 

be mistaken for a movable kidney, and the diagnosis of the nature of the mass is some- 
times obscure until operation is resorted to. Herbert French. 


common, and seeing that gall-stones are seldom if ever 
primary, but rather the result of preceding microbial 

Gey inflammation in the gall-bladder, it is not surprising 

i. that gall-stones are more common in patients who have 

. previously had typhoid fever than in other persons. 
= Apart from gall-stone formation, however, slighter 

% tinued infectivity of the excreta in typhoid-carriers is 

due to the constant discharge of infected bile from the 

gall-bladder, persisting sometimes for thirty years or 

Fig. 124.—Cholesterin crystals. more. In a certain number of typhoid patients rapid 
Carn ey enlargement of the gall-bladder occurs owing to the 

bacillary infection, and there are instances in which the 

naturally by the bile-passages ; but it is often necessary to open and drain the gall-bladder, 
the diagnosis of the nature of the empyema being settled by bacteriological examination 
of its contents. It is noteworthy that, whereas in uncomplicated cases of typhoid fever 
Widal’s reaction rapidly becomes negative during convalescence, when there are persistent 
bacillary complications the serum test may remain positive, or at least partly positive, 
over much longer periods. When an empyema of the gall-bladder due to typhoid fever 
Simple mucocele of the gall-bladder is probably the result of former catarrh of the 
cystic duct, or of a gall-stone which has disappeared ; in many cases it may be impossible 
to determine the precise cause; the gall-bladder may become greatly distended with 
perfectly colourless mucoid fluid, free from bile pigment, though sometimes containing 
crystals of cholesterin (Fig. 124). The fluid is sterile. There are usually no symptoms ; 
the patient may by chance have discovered the tumour for herself. Such a mucocele may 
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GANGRENE.—When any necrotic tissue becomes infected with putrefactive micro- 
organisms, the resulting condition is known as gangrene—dry, moist, or tse cet (See 
also GANGRENE OF THE LUNG, p. 259). 


CAUSES OF GANGRENE. 


Local Traumatic Causes :— 


Severe bruising or crushing of the tissues 

Prolonged pressure — splint-sores, bed-sores 

Extreme heat or cold—burns, frostbite, etc. 

The action of strong chemicals—acids, alkalies, phenol, etc. 
The action of powerful electric currents, or of lightning. 


Lowered Vitality of the Tissues, either (a) Local, or (b) General. 
Local: adjacent to the infected area in such acute infections as— 


Septic wounds Gonorrhoea Scarlet fever 
Erysipelas Syphilis Cancrum oris. 
Anthrax Diphtheria 
General: occurring after some slight injury, as a complication or sequela of— 
Diabetes i Measles Yellow fever 
Enteric fever | Infantile marasmus Malaria 


Small-pox Cholera Poisoning by snake- 
Chicken-pox Plague venom. 


Disturbances of the Innervation of the Tissues, such as occur in— 


Raynaud’s disease Takes dorsalis | Meningo-myelitis 
Erythromelalgia Leprosy Lesions of the spinal cord 
Peripheral neuritis Hemiplegia and cauda equina 
Syringomyelia Myelitis 


Stoppage of the Circulation, due to— 


Embolism ages, splints; Pressure of new 

Thrombosis growths; Pressure of aneurysms 

Endarteritis ; senile gangrene or effused blood 

Occlusion of vessels, complete or The arterial spasm of ergotism, the 
partial, by—Ligature, tight band- ' so-called ‘epidemic gangrene.’ 


Speaking generally, more than one of the causes enumerated above will be at work 
in the production of gangrene in any particular instance. Thus, in the gangrene following 
severe injury to one of the extremities, stoppage of the circulation through the affected 
part is usually observed in addition to the direct injury caused by the mechanical crushing 
of its tissues. Again, in cancrum oris or noma—the name given to the spreading gangrene 
of the soft tissues of the mouth and cheek occurring in debilitated children after measles 
or scarlet fever—great feebleness of the circulation contributes to its production, in addition 
to the lowered vitality of the necrotic tissues (Fig. 24, p. 74). A diabetic patient with 
gangrene may owe it partly to the impoverished or altered quality of his blood, partly 
to the arteriosclerosis that is often associated with diabetes, and partly to peripheral 
neuritis occurring as a further complication of his disease. 

In dry gangrene, or mummification, the affected part of the body, usually the distal 
end of a limb, becomes livid and cold, and gradually blackens as the blood-pigment diffuses 
out of the blood-corpuscles and enters the tissues; the part withers as the fluid in it 
evaporates. It is a slow process; putrefaction is little in evidence, and there is no 
markedly offensive odour about the part, for it is too dry to afford a satisfactory culture- 
medium for the bacteria of putrefaction ; between this dry gangrenous tissue and the 
adjoining healthy part of the limb is an inflammatory zone: the line of demarcation 
(Plaie XIV, p. 258). Dry gangrene is common in cases of embolism or other complete 
obstruction of the arteries, in senile gangrene, and in Raynaud’s disease (Plate XIII); the 
affected part is converted ultimately into a shrunken, black, and mouldy-smelling mass. 

Moist gangrene, sphacelus, or sloughing, may often be seen after severe crushing of a 
leg or an arm, when the distal portion of the limb dies and putrefies. At first hot, red, 
and painful, the crushed extremity presently becomes mottled, purplish, and cold, as the 
circulation through it stops. Putrefaction soon appears in the dead tissue, the skin rising 
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‘nto discoloured blebs, which, on rupture, give issue to offensive sanious fluid. A dusky 
red line of demarcation separates the gangrenous from the adjoining healthy part. 
‘ Sloughing ’ is the name commonly given to the putrefactive separation of smaller parts 
of the soft tissues from the body ; sloughs are the localized gangrenous patches that result 
from most of the injuries described under the first heading. 

Spreading gangrene is the form due to infection by special virulent bacteria such as 
Bacillus a/rogenes capsulatus, which cause death of the tissues in which they grow and 
spread. Fatty acids, sulphides and gases are among the chemical compounds formed by 
these micro-organisms, and it is to them that the offensive odour is due. 


THE DIAGNOSIS. 


Traumatic Local Causes and Lowered Vitality of the Tissues.—Gangrene being 
an infective necrosis of some part of the body, producing changes obvious to the eye and 
nose, the fact of its occurrence can rarely be difficult to determine. The history of 
exposure to one or another of the forms of severe injury or infection, or of exposure to 
some injury or infection that would be unimportant if it occurred in a healthy person, 
but may lead to gangrene in severely debilitated patients, ought to be elicited readily. 

Disturbances of the Innervation of the Tissues.—Gangrene due to disturbances 
in the innervation of the tissues is commonly described as a trophoneurosis or trophic 
change. It may be either chronic or acute in its onset. 

Gangrene of a Chronic Type.—in Raynaud’s disease gangrene may affect the tips of | 
the fingers or the toes, less 
often the edges of the ears and 
the end of the nose or tongue. 
It is often symmetrical, and is 
preceded by the other two well- 
known stages of the disease, 
namely, local syncope, in which 
the affected extremities become — 
cold, numb, and white; and 
local asphyxia (Fig. 125), in 
which they turn from white to 
blue-grey or purple. Rarely, 
Raynaud’s disease is character- 
ized only by recurring attacks 
of necrosis in the extremities 
(Fig. 126). It is a chronic 

Fy. 125.—Raynaud’s disease: stage of local asphyxia. affection, and gangrene only 

occurs in marked cases and in 

their later stages, although it may be seen at any age. As a dry gangrene attacking the 

superficial and terminal parts of some of the digits, it may bear some resemblance to 

senile gangrene (Plate XIV, p. 258); this, however, generally attacks only one limb, usually 

a foot; it is more extensive and progressive than the gangrene of Raynaud’s disease ; 
and it is associated with well-marked disease of the arterial walls. 

Gangrene may be a part of the manifestations of erythromelalgia, a rare and chronic 
disease of adults who do hard work while exposed to considerable changes of temperature. 
It is characterized by pain, heat, and flushing of one or more of the extremities, all aggra- 
vated when the limb is allowed to hang downwards. The colour varies from rosy red to 
purple, and the affected parts are hot: hence the condition should not be confused with 
Raynaud’s disease. The gangrene of erythromelalgia is confined to the extremities and 
may be symmetrical ; as a rule it is more narrowly localized and less superficial than the 
gangrene met with in Raynaud’s disease. 

Gangrene is a rare complication of peripheral neuritis due to alcoholic, arsenical, or 
other forms of poisoning (p. 65); it occurs only in patients exhibiting the vasomotor 
type of neuritis. This closely resembles Raynaud’s disease, with which, indeed, some 
hold it to be identical. The gangrene is symmetrical; the patient will very probably 
exhibit other symptoms of peripheral neuritis—disturbances of sensation, tremor, paresis, 
wasting, trophic changes—and a history of alcoholic excess may be obtainable. : 


PLATE XII 


SYMMETRICAL GANGRENE OF THE FINGERS IN RAYNAUD’S DISEASE 


Reproduced by permission of Ihe House Committee of St. George's Hospital 
jrom a water-colaur drawing by the late Dr. E. A. Wilson. 
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Gangrene of the skin and superficial tissues of the hands or feet. or of the finger-ends, 
may be met with in syringomyelia ; this disease, if associated with painless whitlows on 
the fingers, is known as Morvan’s disease. This gangrene is to some extent traumatic. 
and may be symmetrical ; but the diagnosis should not be difficult, for in most cases three 
prominent symptoms are seen in syringomyelia: (a) Loss of the sensations of pain and 
of temperature, tactile sense being preserved over the anesthetic area—the ‘ dissociated 
anesthesia * of Charcot. (b) Trophic changes about the extremities, often originating 
in some neglected or unnoticed injury ; hypertrophy or atrophy of the skin or nails : 
trophic changes in the joints, the so-called ‘ Charcot’s joints’; brittleness of the long 
bones, with a tendency to spontaneous fracture. (c) Progressive muscular atrophy, 
invading the hands first, later the forearms, arms, and shoulders ; atrophy of the spinal 
muscles may ensue, giving rise to spinal curvature. Thus the gangrene of syringomyelia 
is characterized by its painlessness, and by its combination with other well-marked special 
symptoms ; in addition the hands often present certain deformities, ‘ CLAW-HAND ° (p. 
109) resulting when the muscular atrophy of the hands is marked, ‘ succulent hand ° 
when much hyperplasia and redundancy of the soft parts of the hand and fingers occur. 

Gangrene of the toes may occur in tabes dorsalis, usually in connection with a 
perforating ulcer about the ball of the big toe (Fig. 297, p. 736). The process is slow 


Fig. 126.—The effect of Raynaud’s disease after it has produced recurrent necrosis of the fingers. 


and painless, not symmetrical; and is associated with the other main signs of tabes 
(p. 609). Gangrene of a similar sort, and similarly started by some ulceration or a 
neglected injury, is common in leprosy of the smooth, or anesthetic type. It occurs only 
in the later stages of this disease, and from its rarity calls for no-further consideration 
here. 

Gangrene of an acute type, attributable to trophic changes, occurs in the form of 
decubitus acutus, or acute bedsore in certain acute disorders or infections of the central 
nervous system or spinal cord, producing both paralysis and anesthesia. Within a few 
days or even hours of the primary lesion, secondary changes are seen in the skin and soft 
tissues where they are most exposed to pressure—about the buttock, sacrum, coccyx, 
iliae crest, great trochanter, tibia, or heel, according to the position in which the paralyzed 
patient lies. When the pressure is unduly great or protracted the skin turns red or purple, 
and unless most carefully protected presently undergoes extensive and spreading necrosis 
and gangrene. Hot-water bottles that would expose an ordinary patient to no discomfort 
or danger, may set up analogous necrosis and gangrene if allowed to remain too long 
or too closely in contact with the skin of a paralytic patient liable to the formation of 
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bed-sores. The prolonged application of an ice-bag may do the same; indeed, the use of 
ice-bags over long periods may be followed by gangrene even in patients who are free from 
any nervous disorder, and particularly in patients who are very fat. The chief nervous 
lesions in which the acute bedsore is seen are the following : hemiplegia, whether due to 
cerebral embolism, hemorrhage, or thrombosis ; acute infections of the spinal membranes 
or cord, such as meningitis, myelitis, or meningo-myelitis, whatever the nature of the infec- 
tion ; transverse lesions of the spinal cord or cauda equina, such as are caused by fractures 
or fracture-dislocations of the spinal column, or by penetrating wounds involving the 
spinal cord. These bedsores occur only in the anesthetic areas, and hence tend to escape 
the notice of the patient, who may also be unconscious or delirious. It is most important 
to keep a sharp look-out on the skin over all the bony prominences exposed to pressure 
in these patients, so that an incipient bedsore may be detected at once, and its spread 
checked by suitable treatment. Once well established, the acute bedsore tends to spread 
in area and in depth in spite of the most careful treatment, and brings about the death of 
the patient by septic absorption, pyemia, or the exhaustion consequent to prolonged 
suppuration. 

Stoppage of the Circulation—Among the most important and extensive causes of 
gangrene are those in which the exciting factor is some more or less complete vascular 
obstruction, with consequent stoppage of the circulation, and the death of those tissues 
whose blood-supply is cut off. Occlusion of arteries is more important than that of the 
veins, but in exceptional cases moist gangrene of some distal part follows blocking of the 
veins by thrombosis or by pressure from without, while the arteries are still patent. The 
importance and amount of the pathological changes following vascular obstruction depend 
on the extent to which collateral channels are able to carry on the circulation through the 
affected area. If they are ill-developed, the consequences of the stoppage are serious. 
Embolism is likely to occur in patients who have valvular disease of the heart, with vege- 
tations on the mitral or aortic valves that may be swept off into the blood-stream ; or 
the embolus may be derived from a blood-clot formed in a diverticulum of one of the 
chambers of the left heart, or in an aneurysm, or upon the surface of a rough atheromatous 
aorta. Thrombosis, whether arterial or venous, may be suspected in patients in whom no 
source for an embolus can be detected, but who exhibit widespread arterial degeneration, 
phlebosclerosis, or local disease that may spread to some vessel and set up clotting in its 
contents. The occurrence of arterial embolism, in the leg for example, is marked by a 
sudden and very severe pain in the limb about the level of the blockage. The parts 
beyond become numb, cold, insensitive ; pulsation can no longer be felt in the arteries 
distal to the obstruction. The gangrene that follows is usually of the dry type. Very 
similar symptoms may mark the occlusion of an artery in the leg by thrombosis, but the 
onset is usually much more gradual, and the pain may be terribly protracted and severe. 

Senile gangrene occurs in patients of advanced years with extensive arterial sclerosis 3 
in many instances they also give a history of gout, or suffer from diabetes mellitus. It 
is in reality a form of occlusive gangrene, due either to the clotting of blood on the diseased 
and roughened arterial intima, or to increasing obstruction of the arterial lumina by a 
proliferative endarteritis. It is often of insidious onset and confined to one lower limb, 
just as embolic gangrene may be ; but it tends to spread upwards slowly and indefinitely, 
a tendency that finds a natural explanation in the extensive character of the arterial 
degeneration that goes with it. It is not often symmetrical ; if more than one limb is 
affected the lesions are successive in their development. 

Little need be said about the gangrene that follows complete or partial occlusion of 
the vessels by the other causes enumerated above. The gangrene will be secondary to 
some primary lesion that will seldom fail to be obvious. The ligature of an artery in the 
course of a surgical operation—of the femoral, for example, in the treatment of popliteal 
aneurysm—has caused gangrene of the leg in patients whose collateral circulation unfortu- 
nately proved to be inadequate. The application of tight bandages round a limb, possibly 
to check hemorrhage, may cause similar gangrene if they are left on too long. New 
growth readily compresses or invades veins or even arteries in exceptional cases, and renders 
them impervious ; in either case gangrene of some distal part may result. The new growth 
may be primary, or a secondary deposit growing perhaps in a lymphatic gland. Thus 
carcinoma in the mammary gland, or endothelioma of the lung or pleura, may lead to 


PLATE XIV 


GANGRENE OF FOOT 


Note the line of demarcation at (a). 


From ‘ Introduction to Surgery,’ 
by kind permission of Prof. Rutherford Morison 
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secondary deposits about the axillary and subclavian vein and artery ; and these may be 
so extensive as to obstruct the circulation through the arm, and set up moist gangrene 
in the fingers. Similar gangrene of the fingers may result from the vascular obstruction 
caused by a large intrathoracic aneurysm, or by blood that has escaped and clotted round 
the vessels of the arm. 

The epidemic gangrene of ergotism is only of historic interest in Great Britain, although 
it is said to occur still in Russia. It is seen only in persons who consume quantities of 
mouldy rye; it appears not to occur in human beings as the result of excessive doses of 
the pharmaceutical preparations of ergot. Minor degrees of ergotism may, however, 
simulate Raynaud’s disease or erythromelalgia. Gangrene due to ergot is dry, chronic in 
progress, extremely painful, and usually asymmetrical ; it results in much disfigurement 


from loss of tissue, and has had a high mortality in many of its epidemics. 
A. J. Jex-Blake. 


GANGRENE OF THE LUNG occurs when a portion of this organ undergoes necrosis 
and then, owing to invasion by one or more of many kinds of bacteria, putrefies. 
It usually occurs in senile, intemperate, diabetic, or debilitated patients. Most often it 
_ affects a circumscribed area of lung tissue only, but it may be a diffuse process involving © 
a whole lung. It occurs as a rare complication of pneumonia or bronchopneumonia : 
and as a comparatively common complication of aspiration pneumonia due to direct 
infection of the lung by bacteria contained in food, mucous secretions, or foreign bodies 
generally (peas, beans, fish-bones, extracted teeth, etc.). that have made their way past 
the larynx and into the trachea or bronchi. Gangrene may also result from an extension 
of the infection in such chronic suppurative affections of the lungs as chronic pulmonary 
tuberculosis, bronchiectasis, or fetid bronchitis. In other instances the infecting agent 
reaches the lungs by the blood-stream ; thus gangrene may follow pulmonary embolism 
if the emboli contain septic or putrefactive bacteria, secondary, for instance, to lateral 
sinus thrombosis the result of middle-ear disease ; or it may result from penetrating wounds 
of the lung, or from the spread of infection from the pleura, peritoneum, or pericardium 
to the tissue of the lungs. 

Gangrene of the lung is characterized by great prostration, irregular fever, cough, 
and in most cases the expectoration of copious, fluid, frothy sputum of disgusting odour. 
The sputum settles into three layers on standing, and the lowermost of these contains 
fragments of elastic tissue. Severe hemoptysis from gangrenous erosion of a blood-vessel 
may be noted in chronic cases. In a few cases the sputum lacks the indescribable but 
characteristic foetor, oftenest so in diabetics or children. The physical signs of gangrene 
of the lungs are in no way distinctive ; more or less extensive consolidation or infiltration 
of the affected part will be indicated early in the disease, and later, when the gangrenous 
tissue has softened and been expectorated, the signs of a cavity may appear. Occurring 
as a terminal event, shortly before the death of an exhausted and debilitated patient, 
pulmonary gangrene may not be suspected, and so may escape detection. 

As a rule, however, the diagnosis presents no great difficulty, being suggested by the 
supervention of copious and highly offensive expectoration in a patient known to be 
suffering from one or another of the diseases already mentioned. The gangrene may, 
however, be simultaneous with the development of an aspiration pneumonia, and this con- 
dition may therefore be considered more fully. It is often set up by the entry of a foreign 
body into the trachea or a bronchus ; it may follow stenosis of a bronchus from any cause, 
such as syphilis, or the pressure of an aneurysm or of a new growth ; it may result from the 
establishment of a fistula from the cesophagus to the trachea or a bronchus as a terminal 
event in malignant disease of the air-passages or cesophagus ; it is seen in patients with 
spreading infections of the mouth, pharynx, or larynx; it occurs in the insane, or in 
persons with extensive laryngeal or bulbar paralysis who are constantly exposed to the 
danger of swallowing food directly into their air-passages ; and it is observed occasionally 
ofter operations, particularly those on the mouth, pharynx, larynx, or trachea, when 
infective matter—e.g., mucus, sputum, a fragment of a tooth that has just been extracted 
—has made its way into the bronchi while the patient was under the influence of a general 
anzesthetic. All the causes just enumerated are dependent on exceptional circumstances 
or conditions that should be distinguished fairly easily or remembered by the patient : 
but in not a few instances gangrene of the lung has followed bathing, diving, or accidental 
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immersion, though the patient could not call to mind that he inhaled any water; in the 
same way the origin of other cases of pulmonary gangrene has remained obscure until 
the patient has coughed up a piece of bone, a fragment of a tooth, part of an ear of corn, 
or some other foreign body that he had no recollection of having inhaled down his trachea. 

In patients with pyemia, gangrene of the lung due to multiple embolic pulmonary 
abscesses would be suggested if the patient should develop the signs of pulmonary con- 
solidation, cough, and offensive expectoration. Similar symptoms occurring after wounds 
or contusions of the lungs would make the same diagnosis highly probable. 

Greater difficulty is experienced in deciding whether gangrene of the lung has occurred 
in a patient suffering from bronchiectasis, fetid bronchitis, chronic pulmonary tuberculosis 
with cavity formation, or putrid empyema discharging through the lung, where expectoration 
of highly offensive sputum was already present. Elastic fibres and shreds of pulmonary 
tissue may be, and often are, present in the sputa of all these conditions ; but they are 
commonest, and present in greatest amount, in pulmonary gangrene. Again, the onset 
of pulmonary gangrene is often acute, and accompanied by much prostration, no doubt 
due to septic absorption ; these facts, coupled with evidence of appropriate changes in 
the physical signs of the patient’s lungs, should assist in arriving at the diagnosis. 

Pulmonary gangrene may occur so soon before death as to be unsuspected ; in a few 
instances the sputum is not foetid ; in others, particularly in children, the gangrene may 
lead to no expectoration at all. In these circumstances the diagnosis is impossible, and 
the gangrene of the lung may be described as latent. A. J. Jex-Blake. 


GASTRECTASIS.— (See Dizaratton OF THE STOMACH, Pp. 173.) 
GIDDINESS.—(See Vrerrico, p. 751.) 


GIRDLE PAIN, or ‘girdle sensation ’—which is often a better description of the 
phenomenon—is a sense of constriction, sometimes of painful constriction, as though a 
tight band encircled the trunk. The band may be narrow or broad, and may be referred 
to any level of the thorax or abdomen. Although a common symptom of tabes, it is not 
pathognomonic of that disease, and may occur with any morbid condition involving 
symmetrically the posterior spinal roots, such as syphilitic spinal meningitis. 

Another form of girdle sensation, having a different pathological basis, is often 
described by patients suffering from spastic paraplegia due to focal disease within or out- 
side the dorsal region of the spinal cord. In such a case the tight feeling is found to corres- 
pond with the highest level of spasticity, sometimes with the highest level of sensory loss. 
Thus a girdle sensation may be a symptom of disseminated sclerosis, of myelitis, or of com- 
pression paraplegia. In the last it may help the physician to localize the level of the disease, 
but it is rarely so reliable for this purpose as the information which can be obtained from 
a careful investigation of the distribution of motor and sensory paralysis and of the 
superficial reflexes (see PARAPLEGIA, p. 510). E. Farquhar Buzzard. 


GLANDS, LYMPHATIC, ENLARGEMENT OF.—(See Lympnatic GLAND ENLARGE- 


MENT, p. 376.) 


GLYCOSURIA.—The diagnosis of glycosuria falls, naturally into two divisions :— 
(1) The recognition of glucose in the urine ; and (II) The inference as to the disorder with 
which it is associated. 


I. THE RECOGNITION OF GLUCOSE IN THE URINE. 


Certain conditions are met with so commonly in connection with glycosuria that 
their presence makes it imperatively necessary to test the urine for sugar. Thus irritation 
(eczema, intertrigo) in the neighbourhood of the glans penis or vulva may be caused by 
the direct local action of the sugar contained in the urine, while boils and carbuncles arise 
in the skin owing to diminished resistance to the attack of micro-organisms. Peripheral 
neuritis, perforating ulcers, and gangrene of the extremities may own a similar cause. 
Obese persons are often the subjects of a chronic form of glycosuria. Early symptoms of 
diabetes are: unexplained weakness and lassitude, increased hunger or thirst, increased 
frequency of micturition owing to the polyuria. Dimness of vision may be the condition 
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of which complaint is made, and may be due either to commencing cataract or to a form 
of retinitis closely resembling that met with in cases of chronic nephritis. 

Urine containing sugar is usually large in quantity, pale in colour, and peculiarly 
bright and clear in appearance. Its specific gravity is high, any reading over 1030, except 
in a dark concentrated specimen, suggesting the need for careful examination for sugar. 
It is acid in reaction, and seldom gives rise to any deposit on standing, but occasionally 
it may become contaminated with torule which form a turbidity, or even a white sediment. 
In all cases in which sugar is found in the urine it is important to ascertain whether acetone 
and diacetic acid are also present, such abnormal constituents pointing to a condition of 
considerable gravity, a true diabetes rather than a simple glycosuria. 

The following are the more important chemical tests for the presence of dextrose in 
the urine :— 

1. Trommer’s Test.—This—and the two succeeding tests, which are modifications 
of it—depend on the power possessed by glucose of reducing alkaline solutions of salts of 
copper, with formation of red oxide of copper. To perform Trommer’s test, a small amount 
of solution of potassium hydrate is poured into a test-tube (say 4-in. depth), and to it are 
added, first, a few drops of solution of copper sulphate, which will produce a precipitate 
of copper hydrate ; and secondly, a small quantity of the suspected urine. On boiling the 
mixture, a red precipitate or suspension of cuprous oxide appears if glucose be present ; 
while if glucose is absent, black cupric oxide is formed instead. 

2. Fehling’s Test.—This is Trommer’s test modified by the addition of sodio-potassic 
tartrate, which holds the black oxide of copper in solution. Two solutions are prepared 
as follows: (i) Dissolve 36:64 grams of copper sulphate crystals in distilled water and 
make up to 500 c.c. ; (ii) Dissolve 125 grams potassic hydrate and 173 grams sodio-potassic 
tartrate (Rochelle salt) in distilled water and make up to 500 c.c. These two fluids should 
be kept in separate stoppered bottles. For use, take equal quantities of each (say +-in. 
deep in a test-tube), mix, and boil. Add to the hot fluid a few drops of boiling urine. If 
glucose is present a red suspension of cuprous oxide is formed ; if it is absent, the fluid 
retains its blue colour. 

3. Pavys Test.—This is practically the same as Fehling’s, with the exception that 
a certain amount of ammonia is added to retain the red oxide of copper in solution. The 
solution is made thus : Copper sulphate, 4°16 grams ; sodio-potassic tartrate, 20°4 grams ; 
strong solution of ammonia, 300 ¢c.c. ; and distilled water to 1 litre. On boiling this with 
urine containing glucose it is decolorized. The blue colour returns on contact with the 
air. ‘This test is seldom used except for quantitative purposes (see below). 

Sources of Error in the Above Tests.—Error may be caused by the presence in the urine 
of other bodies besides glucose which have the power of reducing copper salts. The most 
important of these are Lactose and Pentose. Both of these sugars form ‘ osazone ’ 
crystals with phenyl-hydrazine, but they do not ferment with yeast. Pentoses give a 
cherry-red colour when heated with hydrochloric acid and a little phloroglucin. They 
also react with the following solutions (Bial’s Test): Orcin, 1 gram ; 10 per cent solution 
of ferric chloride, 25 drops ; strong hydrochloric acid, 500 c.c. On heating 5 c.c. of the 
urine with 10 c.c. of this solution a greenish-blue colour is produced, and finally a precipi- 
tate of this colour is formed. 

Other substances which may cause error in testing with Fehling’s solution are— 
Glycuronic Acid, Uric and Hippuric Acids, Xanthin, Creatinin, and Alkapton. As a rule, 
however, they do not produce more than a dull greenish-yellow precipitate, instead of 
the golden colour given with glucose. They are none of them fermented by yeast. Glycu- 
ronic acid gives the reactions described as characteristic of pentose. Alkaptonuria is 
suggested by the dark colour of the urine (see UriNE, ABNORMAL COLORATION OF, p. 746). 
The reduction sometimes seen on testing the urine of patients who have been taking 
certain drugs, such as morphine, chloroform, chloral, salol, camphor, phenazone, benzoic 
acid, or carbolic acid, is probably due to glycuronic acid. 

If the urine to be tested for glucose by the copper-reduction method contains any 
large amount of albumin, this should be removed first by boiling and filtration. If the 
urine be ammoniacal, Fehling’s test may be converted unwittingly into Pavy’s, and 
decolorization be produced instead of a red precipitate. Strongly alkaline urine should 
be rendered slightly acid with acetic acid. 
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4. Bottger’s Test.—Put a small quantity of urine (freed if necessary from albumin) 
into a test-tube, and add an equal quantity of liquor potasse and a couple of grains of 
bismuth subnitrate (as much as will lie on the point of a small penknife). On boiling, a 
black precipitate is formed. 

5. Nylander’s Test.—Make up the following solution : Bismuth subnitrate, 2 grams ; 
sodio-potassic tartrate, 4 grams ; caustic soda solution (sp. gr. 1:12), to 100 c.c. On 
boiling 5 ¢.c. urine containing glucose with 5 or 10 drops of this solution a black precipitate 
is formed. Glycuronic acid, pentose, and lactose also reduce bismuth. 

6. Moore’s Test.—Put a small quantity of urine into a test-tube, add an equal 
amount of liquor potasse, and boil. If sugar is present, a dark brown colour is produced 
and gradually deepens to an almost black tint. This test is not of much value, as it requires 
the presence of a considerable percentage of sugar, and a dark colour may be produced 
by other substances, such as indican and alkapton. 

”. Pieric Acid Test.—Pour about 5 c.c. of urine into a test-tube; add 2 c.c. of 
saturated solution of picric acid in water and a few drops of liquor potassee, and boil. A 
dark brown colour is produced if glucose is present. This test also is of little value, as 
a dark colour is produced also by 
lactose, and even by creatinin ; 
while impure picric acid alone may 
darken on boiling. 

8. Phenyl-hydrazine Test.—Fill 
a test-tube about a quarter full of 
urine, and add as much _ pheny!l- 
hydrazine as will lie on the point of 
the large blade of a penknife, and 
a rather larger amount of sodic 
acetate. Boil some water in a 
beaker, place the test-tube in this 
and keep it boiling for half an hour. 
Then remove it, and allow it to 
cool. If glucose be present, crystals 
of phenyl-glucosazone will form in 
the shape of sheaves of bright yellow 
needles, as seen under a low power 
of the microscope (Fig. 127). Other 
sugars, such as lactose and pentose, 
as well as glycuronic acid, form 
crystals with this test; but these 
differ somewhat in shape, phenyl- 
lactosazone, for example, being 


Fig. 127.—Phenyl-glucosazone erystais as seen under the medium 
power of the microscope. Note their yellow colour, finer rays, and shorter and rather in the form of 


larger size than the sheaves of tyrosin crystals (Fig. 148, p. 333). 
‘ ; / bundles than of sheaves. The 


melting-points of the different, com- 
pounds also differ: phenyl-glucosazone crystals melting at 206° F., phenyl-lactosazone 
at 200° F, phenyl-pentosazone at 160° F. In all cases of doubt the crystals should not 
only be inspected under the microscope ; their exact melting-point should be determined 
also. Glycuronic acid usually gives rise to an amorphous precipitate, or scales, not to 
crystals. The urine to be tested should be free from albumin. 

9, Safranin Test.—Place in a test-tube about a 3-inch of urine (free from albumin) ; 
add equal quantities of liquor potasse and of solution of safranin (1-1000). A dark red 
fluid is produced, which turns yellow or brownish on boiling if glucose is present. This 
test is seldom used, but appears to be a sure indication of the presence of glucose (Bedford). 

10. Fermentation Test— Boil some urine (200 c.c.) in a beaker, and allow it to 
cool; stir into it a piece of yeast the size of a small cherry till it is thoroughly mixed. 
Alkaline urine should first be rendered acid with a few drops of acetic acid. Fill the 
graduated limb of a ureometer with the fluid, and let it stand for twenty-four hours in a 
warm place. If glucose is present carbon dioxide gas will be formed and will accumulate 
at the top of the tube. If performed carefully this test is a certain indication of the presence 
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of glucose. A small amount of fermentation may be produced by bacterial action on 
other sugars, but by boiling the urine this error is eliminated. Leevulose may also ferment 
with yeast, but its presence in urine is so exceptional that it may practically be disregarded. 
A rough indication of the amount of sugar present may be gained by taking the specific 
gravity of the urine after fermentation, and comparing it with that of a specimen kept 
under similar conditions but without yeast. It is said that a fall of one point in the specific 
gravity takes place for every grain of sugar per ounce of urine ; but this mode of quantita- 
tion is very inaccurate. 

QUANTITATIVE MEASUREMENT of the glucose present may be made by either Fehling’s 
or Pavy’s fluid. 

If Fehling’s Fluid is used, 10 c.c. of the mixed fluid (i. and ii.) are placed in a porcelain 
dish along with about 40 c.c. of distilled water, and heated to boiling over a flame. A 
burette is filled up to a known mark with the urine, diluted to 1 in 10 (10 c.c. in 90 c.c. 
of distilled water), and this is allowed to run slowly, a few drops at a time, into the boiling 
fluid, which is stirred meanwhile with a glass rod. A precipitate of red oxide of copper 


_ forms, and the blue colour is gradually discharged. When this has completely disappeared, 


the quantity of diluted urine is read off; and the amount of sugar in this is known to be 
0:05 gram. Suppose that, for example, 8 c.c. of urine diluted to 1 in 10 have been used ; 
then 8 c.c. of undiluted urine will contain 10 x 0-05 gram glucose, or 0-5 gram. Knowing 
this, the percentage of sugar is easily calculated to be 0-5 x 100 + 8, or 6-25 per cent. 

The method of using Pavy’s Solution is ‘similar, with the exception that it must be 
boiled in a closed flask, and the nozzle of the burette connected to this by a piece of tubing 
which passes through the cork of the flask. The complete reduction of the copper is known 
by the decolorization of the fluid. Ten c.c. of Pavy’s solution are equivalent to 0-005 gram 
sugar (it is thus only one-tenth the strength of Fehling’s). 

Bang’s Method consists in boiling a portion of urine with a standardized solution of 
cupric sulphate and titrating the amount of copper remaining unreduced with a solution 
of hydroxylamine sulphate. The reagents are as follows : (i) Dissolve 500 grams potassic 
carbonate, 400 grams potassic sulphocyanate, 100 grams potassic bicarbonate, by heating 
in 1200 c.c. water ; add 25 grams cupric sulphate crystals dissolved in 150 c.c. water, and 
make up the whole to 2 litres. (ii) Dissolve 6-55 grams hydroxylamine sulphate and 
200 grams potassic sulphocyanate in water and make up to 2 litres. Thus 1 ec.c. of (ii) 
decolorizes 1 ¢.c. of (i). To perform the quantitative test, take 10 ¢.c. of urine (or of 
urine diluted to 1—5 or 1—10 if there is much sugar present) and boil with 50 c.c. of 
solution (i) for three minutes. Cool the mixture under the tap: it must remain blue, 
otherwise the operation must be repeated with 10 ¢.c. of more dilute urine. Titrate with 
solution (ii) in the cold till the colour disappears. The quantity of sugar present in the 
amount of (undiluted) urine originally used is calculated from the following table :— 


C.c-hydroxyl- Mgr. sugar | C.c. hydroxyl- Mgr. sugar |C.c. hydroxyl- Mgr. sugar | C.c. hydroxyl- Mgr. sugar 
amine solu- in urine amine solu- in urine | amine solu- in urine amine solu- in urine 
tion needed used tion needed used tion needed used | tion needed used 

44... Ar 9 33 a. 15°4 22 A Pere ee a 11 aes 41°8 
AB 58 32 see 16°5 21 aa 29°0 10 Bi 43°3 
AD ie 6°7 31 SH gio 20 ae 30°2 9 4Ae'T 
AND 5. 76 30 ee 18°6 19 ac 3b1°4 8 46°3 
40 8°5 29 ae 19°6 18 oa 32°6 up 48:0 
Si ate 9°4, 28 ae 20°7 17 ae 33°9 6 4.9°8 
Sto il Mcue 10°4 20 i 21°8 16 ore 35°1 5 51°6 
o7 11°4 26 23°0 15 52 86° 4 A 53°4 
36 12°4 25 24°1 14 #2 37°77 3 55'0 
35D 13°4 2A 25°2 13 ae 39°0 2 Dilees 
34 144 23 26°5 12 arp 4.0: 4: 1 59°4 


The Polarimeter may also be used for quantitative estimation of glucose ; but as the 
instrument is not likely to be available in ordinary medical practice, it will not be described 
here. | 


II. DIAGNOSTIC IMPORTANCE OF GLUCOSE IN THE URINE. 


In the great majority of instances, if glycosuria persists for any length of time—e.g., 
if sugar is found in the urine at frequent examinations during six weeks or two months— 
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the patient is suffering from some form of diabetes mellitus. Two main varieties may be 
distinguished :— 

1. True or Acute Diabetes.—This occurs usually in youngish subjects; the urine 
is increased largely in amount, and the condition is accompanied by muscular weakness, 
wasting, marked thirst, and increased appetite. The face may be flushed, and the tongue 
often looks large and deep-red in colour. The amount of sugar in the urine is influenced 
but slightly by diet. As the disease advances, acetone, diacetic acid, and oxybutyric acid 
make their appearance in the urine. (See AcEToNURIA, p. 3.) The presence of acetone 
in the breath may be recognized by the peculiar sweet smell. The knee-jerks are often 
lost. Death occurs, usually within two or three years, in a condition of coma. It may 
be hastened by the supervention of acute pneumonia or of a rapidly progressive tuber- 
culosis of the lungs. 

2. Chronic Glycosuria.—This occurs in elderly subjects, who are often obese, and 
may show gouty tendencies. The urine is not markedly increased in amount, and does 
not contain acetone bodies. The amount of sugar present is reduced considerably by 
strict dieting. There is no wasting, and little alteration of thirst or appetite. 

Forms of intermediate severity are met with, the rapidity of the progress of the disease 
diminishing somewhat as age advances. 

There are a few conditions associated with temporary glycosuria which have to be 
distinguished from true diabetes. The following are the most important :— 

1. Cerebral Injuries, Hemorrhage, and Tumours may be associated with glyco- 
suria. In the case of cerebral tumours it may persist till death, and is by some writers ~ 
described as diabetes due to this affection. It will usually, however, be associated with 
the cardinal signs of cerebral tumour—headache, vomiting, and optic neuritis. None of 
these are common in diabetes, though optic neuritis may occur. If a patient is seen 
for the first time during the coma which is caused by a cerebral haemorrhage or injury, 
the presence of glycosuria may lead to a mistake in diagnosis. It must be borne in mind 
that in diabetic coma there are usually acetone bodies present in the urine; also that 
cerebral hemorrhage is most often seen in elderly subjects, diabetic coma in younger 
persons, and that the amount of sugar found in cases of cerebral disease is not as a rule large. 

2. In Alcoholic Subjects considerable quantities of sugar may occur in the urine 
and persist for some weeks, and may yet disappear entirely on careful dieting and complete 
abstinence from alcoholic liquors. This condition may be due to disturbance of the 
pancreatic or hepatic functions by the poison, and may really be an early stage of true 
diabetes which is amenable to treatment. It is well, therefore, not to make a diagnosis of 
incurable diabetes in an alcoholic subject until the effects of careful regime have been noted. 

3. Pancreatic Disease, acute and chronic, may be accompanied by glycosuria. 
Pancreatic haemorrhage and acute pancreatitis are signalized by severe pain in the upper 
part of the abdomen, constipation, vomiting, and collapse—symptoms suggestive of acute 
intestinal obstruction.- In only a minority of these cases does sugar appear in the urine ; 
when it does, it is an important aid in diagnosis of the affection present. In chronic 
pancreatitis—as also in some cases of gall-stones, in which this condition is probably 
present—glycosuria is encountered ; indeed, the condition may go on to true and fatal 
diabetes. Wasting, pigmentation of the skin, repeated rigors, and the passage of undigested 
meat-fibres and of an increased quantity of fat (especially neutral or unsplit fats) in the 
feces, accompany this form of pancreatic disease. (See under CAMMIDGE’S REACTION, 
p. 100.) Jaundice is often a marked symptom. 

4. Other conditions in which small quantities of sugar may be found in the urine are 
Graves’s Disease, Starvation, and so-called Alimentary Glycosuria, in which glucose is 
excreted after meals containing large quantities of this substance or, more rarely, of 
starchy food. These conditions should not lead to difficulties of diagnosis. 

It is well to bear in mind that the onset of true diabetes may be signalized by the 
transitory appearance of glucose in the urine. This symptom may disappear once or twice, 
with or without special treatment, but may finally return and persist. This occurrence 
may be observed sometimes in connection with pregnancy, sugar being found in the urine, 
or increased thirst and appetite noted along with polyuria, the patient subsequently 
regaining her health; then, at a subsequent pregnancy, the symptoms may recur and 
persist. W. Cecil Bosanquet. 
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GOITRE.—(See Tuyrom GLAND ENLARGEMENT, p. 721.) 


GRINDING OF THE TEETH DURING SLEEP is a symptom which troubles the 
patient little, but may disturb those who sleep with him considerably. In itself it is, 
however, a symptom of little importance. It is popularly held that grinding of the teeth 
at night, especially in children, is an indication of the presence of intestinal worms, particu- 
larly of the Oxyuris vermicularis ; it would be well, therefore, to have the feeces examined 
in all cases of the kind, both for parasites and for their ova. The popular belief of the 
association of intestinal parasites with the teeth-grinding habit is seldom verified clinically, 
however, and the habit may be very bad and persistent in children, or even adults, who 
are in perfect health. Very often it is rather a rattling of the upper teeth against the 
lower, owing to lateral movements made by the lower jaw as the patient, when half roused, 
turns over in bed; actual gritting of the teeth during sleep is far less common. It is 
possible that in its beginning there was a gumboil or other local irritation, which led to 
jaw-movements that persisted as habitual grinding of the teeth long after the primary 
cause was gone. Herbert French. 


GUMS, BLEEDING.—(See BLEEDING Gums, p. 72.) 
GUMS, RETRACTION OF.—(Sce RErractTION OF THE Gums, p. 589.) 
GUMS, SPONGY.—(See BLEEDING Gums, p. 72.) 


HAMATEMESIS is a term indicating vomiting of blood. It has to be differen- 
tiated from hemoptysis, but the distinction is not difficult if attention is paid to the 
points discussed on p. 285. 

Having arrived at the conclusion that the patient is suffering from hamatemesis, the 
next point is to determine the cause. 


CAUSES OF HAMATEMESIS. 
A. Swallowed Blood. 


Kpistaxis | Bleeding from the mouth and Malingering 
Hemoptysis throat 
B. Diseases of the (sophagus :— 
Epithelioma Mediastinal growth perforating the oesophagus 
Aortic aneurysm rupturing into the and aorta 
cesophagus Foreign body perforating the cesophagus and 
Rupture of varicose cesophageal veins aorta 


C. Diseases of the Stomach :— 


Acute gastritis Gastrointestinal irritants, such Carcinoma 

Chronic gastritis as arsenic, phosphorus, anti- Injuries 

Toxic gastritis mony Atheroma 

Corrosive poisons, Uleer Abdominal aneurysm opening 
such as strong acids Gastrostaxis into the stomach 
or alkalies Hemorrhagic erosions 


D. Diseases of the Duodenum :— 
Ulcer | Carcinoma | Gall-stone ulcerating into the duodenum 


E. Portal Obstruction :— 


Cirrhosis of the liver 
Pylephlebitis (adhesive) 
Pressure on the portal veins : 
Chronic heart and lung disease ) quite rarely 
Some cases of enlarged spleen 


F. Acute Febrile Diseases :— 


Malignant variola | Malaria Cholera 
Malignant — scarlet | Yellow fever Acute yellow atrophy 
fever | Dengue Fungating endocarditis 
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G. Blood Diseases :— 


Purpura Leukemia Pernicious anzemia 
Scurvy _  Hodgkin’s disease Malarial cachexia 
Hemophilia | Chlorosis (?) Splenic anemia 


H. Miscellaneous :— 


Chronic Bright’s disease | Prolonged jaundice 
Following abdominal operation | Syphilis 


It may be said at once that there are only three common causes of profuse heematemesis 
—namely, gastrostawis, gastric ulcer, and cirrhosis of the liver. The differential diagnosis 
between these is by no means always easy. The older the patient and the greater the 
history of alcoholism, the more likely is the symptom to be due to cirrhosis of the liver ; 
at this stage of the malady there may be neither jaundice nor ascites, but the liver may be 
felt enlarged and unduly firm, and the spleen may also be palpable. Hzematemesis in 
a young, anemic woman is more likely to be due to gastrostaxis than to ulcer, whereas in 
older patients, especially in males, gastric or duodenal ulcer is the probable diagnosis if 
cirrhosis can be excluded. The distinction between gastrostaxis and gastric ulcer often 
becomes one of opinion only, unless operation is resorted to. The longer the preceding 
history of gastric symptoms, and the more definitely localized the epigastric pains, the 
more likely does ulcer become. 

The diagnosis is often arrived at quickly enough, but sometimes a routine discussion 
of all the possible causes is required : so that we will take each of the above groups in turn. 


A. Swallowed Blood :— 


Epistavis—If there is obvious bleeding from the nose as well as hamatemesis, the 
probability would be that some of the blood had trickled down the posterior nares into 
the pharynx, and had been swallowed and subsequently vomited. It should be remembered, 
however, that the two commonest causes of epistaxis in adults are cirrhosis of the liver 
and chronic interstitial nephritis, so that the possibility of bleeding having occurred from 
the stomach as well as from the nose would have to be considered. If a moderate degree 
of epistaxis has taken place during the night, blood may have been swallowed uncon- 
sciously. In some cases in which no blood has come from the anterior nares, examination 
may reveal blood trickling from the posterior nares, and the epistaxis may become evident 
if the patient blows his nose. 

Hemoptysis.—When blood comes from the air-passages, some of it may flow back 
into the pharynx and be swallowed, especially if the hemorrhage occurs during sleep. If 
the patient has a cough, or expectorates blood-stained sputum and presents signs of chronic 
pulmonary disease, the possibility of swallowed blood must be considered as a cause of 
the hematemesis, though difficulties may arise in forming a correct conclusion, for cirrhosis 
of the liver, for instance, is not infrequently complicated by phthisis, and so on. 

Bleeding from the Mouth and Throat.—The gums, tongue, and fauces should be 
examined carefully, as blood from any of these sources may be swallowed and later vomited. 
Bleeding from the gums is most likely to occur when they are spongy, as in scurvy or 
mercurial stomatitis. 

Malingering.—The possibility of blood having been drunk in secret and afterwards 
vomited with intent to deceive must be considered in some cases when no cause can be 
found to account for its occurrence. Should fraud be suspected, it may generally be 
detected by careful observation. The red corpuscles should be examined microscopically 
in case the oval corpuscles of a bird may reveal their extraneous source. 


B. Diseases of the (Esophagus. 


Epithelioma.—Hemorrhage is rare in the commonest form of epithelioma of the 
cesophagus which leads to an annular stricture, but it may occur from erosion of small 
blood-vessels as the result of the ulcerative form of the disease, the amount of blood which 
is brought up being small. When the ulceration is deeper and more extensive it may 
finally lead to perforation of a larger vessel, even, the aorta, a condition which causes 
sudden, profuse, and rapidly fatal hemorrhage. The diagnosis of this cause does not, 
as a rule, give rise to much difficulty ; dysphagia is the earliest symptom in nearly all the 
cases (see p. 194). 
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An Aneurysm of the Thoracic Aorta compressing the cesophagus may finally erode and 
open into it, with profuse and fatal hematemesis. 

Rupture of Varicose Gisophageal Veins.—Varicose veins occur in the lower end of 
the cesophagus as a result of portal obstruction, especially that form which is due to 
cirrhosis of the liver, and the rupture of such veins is often followed by profuse hematemesis. 
It is, however, practically impossible to determine whether the blood comes from the 
lower end of the cesophagus or from the stomach, so that the diagnosis resolves itself into 
one of cirrhosis of the liver. 

Mediastinal Growth perforating the Gisophagus and Aorta.~—Hematemesis from this 
cause is exceptionally rare, for mediastinal growth is by no means a common disease, and 
vomiting of blood is an infrequent complication of it. Hemorrhage may occur, however, 
if the growth compresses and erodes the cesophagus. It is most likely to be mistaken 
for thoracic aneurysm or epithelioma of the cesophagus. The tendency of new growth 
to compress and invade the large veins, leading to cedema of the neck and upper extremities, 
cyanosis, and dilated superficial veins, is characteristic, and serves to distinguish it from 
aneurysm, in which severe venous obstruction is much rarer. The following case of 
mediastinal sarcoma perforating the cesophagus and aorta is an example of hematemesis 
from this cause :— 


Michael H., aged 30, was admitted for dyspnoea and pain in the chest. He had suffered from 
several attacks of what had been considered to be hemoptysis similar to that of phthisis, the first 
occurring seven months before his admission. He was found to have impairment of note, with 
diminished breath-sounds, over the whole of the left side of his chest. About a month after his 
admission he suddenly brought up a large quantity of blood, and died. At the post-mortem examin- 
ation, the stomach and duodenum were full of blood. There was a large sarcomatous mediastinal 
growth, which had surrounded the lower end of the cesophagus, trachea, and aorta. The wall of 
the cesophagus at the level of the bifurcation of the trachea had been destroyed, and the aorta was 
perforated at the origin of the left subclavian artery, so that a direct communication between the 
cesophagus and the aorta had been established. 


Foreign Body perforating the Gisophagus and Aorta.—Copious hemorrhage, which may 
cause death, may be produced as a result of a foreign body, such as a pin, fishbone, or 
tooth-plate, perforating both the oesophagus and some large vessel, or even the aorta. 
A history of such a foreign body being swallowed, followed by a feeling of discomfort in 
the cesophagus, would suggest such a condition, which might be confirmed by the use of 
@-rays, bougies, or the cesophagoscope. 


C. Diseases of the Stomach. 


Acute Gastritis —The mucous membrane of the stomach in this disease is congested, 
and small hemorrhages and erosions may be present. They can be seen clearly with the 
gastroscope. The hemorrhage which occurs is slight, in the form of streaks of blood mixed 
with mucus in the vomit, and it hardly merits the term hematemesis. Acute gastritis 
is caused most frequently by errors in diet, irritating or decomposing foods, alcohol, corro- 
sive or irritant poisons, or sepsis from septic teeth, stomatitis, or pyorrhcea alveolaris. 
The chief symptoms are: a feeling of discomfort and tenderness in the epigastrium, 
nausea, eructations, vomiting, constipation; or in children, diarrhcea ; headache, a 
feeling of depression, furred tongue, foul breath, and concentrated urine. Pus corpuscles, 
or micro-organisms such as streptococci, pneumococci, or diphtheria bacilli, have been 
recovered from the gastric contents on appropriate examination in some cases. 

Chronic Gastritis —The mucous membrane of the stomach may be thickened and 
congested, with hzmorrhagic erosions scattered over its surface. The vomit usually 
consists of a good deal of mucus, and occasionally a little blood. It may follow acute 
gastritis, but most frequently is caused by the continual and excessive ingestion of alcohol, 
tea, coffee, and irritating and indigestible articles of diet. The main symptoms are : 
tenderness in the epigastrium aggravated by the taking of food, nausea, vomiting 
especially in the early morning if due to aleohol—flatulence, foul breath, a furred tongue 
indented by the teeth at the edges, constipation, concentrated urine, and slight pyrexia. 

Toxic Gastritis due to Corrosive Poisons.—Strong acids or alkalies destroy the mucous 
membrane of the stomach as well as injure that of the mouth, throat, and cesophagus. 
More or less constant vomiting of blood and blood-stained mucus is one of the most 
prominent symptoms, and it may be associated with intense pain in the mouth, throat, 
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and abdomen, dysphagia, pain and tenderness behind the lower end of the sternum or 
in the epigastrium, distention of the abdomen, collapse, and a rapid, feeble pulse. The 
urine may contain blood and albumin, and, if the poison is oxalic acid, crystals of oxalate 
of lime. If corrosive poisoning is suspected, an inspection of the mouth and pharynx 
will show signs of corrosion, and an examination of the vomit will furnish evidence of the 
nature of the poison. 

Arsenic.—The mucous membrane of the stomach is red, inflamed, partly detached, 
and covered with blood-stained mucus. The chief symptoms are nausea, violent and 
incessant sickness, burning pain in the epigastrium, diarrhoea, faintness, and depression. 
The vomit is usually a brownish, turbid fluid, mixed with mucus and streaks of blood. 
Later, there may be severe diarrhoea, with rice-water stools. Arsenic may be detected 
in the vomit. 

Phosphorus, antimony, and other irritant poisons may also cause inflammation of 
the mucous membrane of the stomach, and lead to slight hamatemesis. 

Gastric Ulcer —Hematemesis is the most important symptom of gastric ulcer, though 
it occurs in only about 50 per cent of 
the cases both in the acute and 
chronic forms of the disease, being 
due in the former to erosion of small 
vessels, and in the latter to the 
ulcerative process extending to and 
opening up larger gastric vessels, and 
occasionally even the pancreatic or 
splenic artery. The amount of blood 
varies within wide limits. If the 
quantity is small, or if it is gradually 
poured out into the stomach, it may 
remain there a sufficient time for the 
acid gastric juice to act on it and 
convert the hemoglobin into he-~— 
matin, which gives to the vomit a 
characteristic dark-brown  ‘ coffee- 
grounds’ appearance. In some cases 
the blood is not vomited but appears 
in the stools as melzna (p. 385). If 
a medium or large *vessel is eroded 
the bleeding may be very copious, 
a quart or more of blood being 
vomited, either liquid and arterial in 
colour or in large red clots. A 
profuse hemorrhage causes sudden 
pallor, a feeling of faintness, rest- 
lessness, syncope, and a rapid, feeble 
pulse. It is rarely fatal unless a 
large vessel such as the splenic artery 

Fig, 128.—Skiagram of bismuth in an hour-glass stomach. has been eroded. Occasionally hee- 

matemesis is the first intimation of 
the presence of a gastric ulcer, but in the majority of cases there are other symptoms and 
signs which have preceded it. The disease was formerly said to occur most frequently in 
females especially of the servant class, between the ages of twenty and thirty, but not a 
few of these cases diagnosed as gastric ulcer are probably examples of gastrostaxis, or 
bleeding from a spongy, oozing mucosa without any definite and macroscopic ulceration. 
An analysis of 101 fatal cases showed 59 males and 42 females, and it is quite as common 
in later as in early adult life. It does occur before puberty sometimes, but very rarely. 
Like duodenal ulcer, it seems to be commoner in the North of England than in the South, 
and in mining and manufacturing rather than in rural districts. In addition to haemat- 
emesis, the signs most characteristic of gastric ulcer are abdominal pain, nausea, vomiting, 
and melena. Pain is felt in the epigastrium just below the ensiform cartilage ; it usually 
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begins a few minutes after the ingestion of food, but in some cases is not experienced until 


an hour or two afterwards. 
and first lumbar spines. Its character and 
intensity are very variable, but it is 
usually severe. Hyperzsthesia of the skin 
and tenderness on pressure in the epigas- 
trium may also be present. Vomiting may 
come on immediately after food is taken, 
or may be deferred for an hour or two, 
being preceded usually by a good deal of 
pain. The vomit has a very acid taste 
and an abnormally acid reaction. Melena 
follows hematemesis ; occasionally it may 
precede it, and rarely occurs independently. 
The tongue in the majority of. cases ‘is 
clean, red, moist, and steady. There’ is 
more or less anemia; the points of dis- 
tinction between gastric ulcer and aniemic 
vomiting are discussed on page 36. 

Simple ulcer is sometimes difficult to 
differentiate from cirrhosis of the liver 
or carcinoma of the stomach. Examina- 
tion of the stomach with the _ w-rays 
after a bismuth or barium meal some- 
times affords positive evidence of the 
nature of the lesion (Fig. 128), especially 
when there is some stenosis of the pylorus ; 
but it is possible to have an active ulcer 
and yet for the w-ray appearances of the 
stomach to be normal. 


Fig. 130.—Skiagram taken in the erect posture after a 
bismuth meal in a case of malignant disease of the middle 


of the stomach. The pyloric end was normal. ‘The diagnosis 
Was yerified by operation. 


(Skiagram by Dr. C. Thurstan Holland.) 


About 60 per cent of the cases occur between the ages of forty and sixty. 


meal. 


Pain may also be felt in the back, between the tenth dorsal 


Fig. 129.—Skiagram of a normal stomach after a bismuth 
Female, age 28. 
(Skiagram by Dr. C. Thurstan Holland.) 


Gastrostaxis (see ANMIA, p. 36). 

Hemorrhagic erosions are probably the 
earliest stage of gastric ulcer, though they 
may not develop beyond the phase of 
minute erosions. They may be the actual 
cause of gastrostaxis, and perhaps the dis- 
tinctions between gastrostaxis, hemorrhagic 
erosions, and multiple small gastric ulcers 
are differences of degree and not of kind. 
There are certain conditions, however, 
especially acute malignant fevers, purpura, 
infective endocarditis, and similar septic 
states, in which a general tendency to 
subcutaneous and submucous hemorrhages 
leads to multiple small gastric erosions, 
which produce hematemesis without being 


‘directly related to ordinary gastric ulcer. 


Carcinoma.— Heematemesis is a_ less 
frequent and important sign of carcinoma 
of the stomach than of gastric ulcer, for it 
occurs in but a little over 20 per cent of the 
eases, and even then is generally slight. 
Bright-red blood is rarely seen in the 
vomit, for the slow ooze from the ulcerated 
surface of the growth allows the blood to 
remain in contact with the gastric juice and 
develop the ‘ coffee-grounds ® appearance. 
The chief 
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symptoms and signs of the disease are : pain in the epigastric region, nausea, vomiting, 
anorexia, loss of weight and strength, pyrexia, anemia, cachexia, and the presence of an 
abdominal tumour, Pain is one of the earliest 
symptoms, but it varies considerably in degree and 
position. It is referred most frequently to the 
epigastrium, but is not as a rule so severe as in 
gastric ulcer. Vomiting is another early symptom 
which varies in frequency and character according 
to the position of the growth. When the pylorus 
is involved and stenosed, the stomach dilates and 
a large quantity of frothy, brownish vomit is eva- 
cuated every two or three days; in cases of 
diffuse carcinoma the capacity of the stomach is 
‘diminished, and a small quantity may be vomited 
two or three times a day; when the growth is 
situated at the cardiac orifice, the symptoms 
resemble those of epithelioma of the cesophagus, and. 
the food immediately after swallowing is regurgi- 
tated rather than vomited; whilst in cases of 
growth which involve neither of the orifices of the 
stomach, there may be no vomiting, or if present it 
Fig. 131.—Skiagram after a bismuth meal ina May have no special characteristics, the symptoms 
sons i carcinoma of pylorns and pyloric end of being mainly those of dyspepsia or gastritis. A* 
(Skiagram by Dr. C. Thurstan Holland.) chemical analysis of the vomit may show deficiency 

of hydrochloric acid and the presence of lactic acid ; 

but the value of this test is limited: first because there are a great many other conditions 
besides carcinoma of the stomach in which 
there is deficiency or absence of free HCl 
in the gastric contents—cachexia of any 
kind, cirrhosis of the liver, heart disease 
with failing compensation, enteric, pneu- 
monia and other fevers, achylia gastrica, 
pernicious anzmia, and many other con- 
ditions under which the patient is ill 
enough for all his secretions to suffer, 
amongst them the gastric juice; and 
secondly because insufficient care is some- 
times taken to recover the gastric contents 
at the right time after a meal. All persons 
fail to show free hydrochloric acid in the 
gastric juice for some while, generally three- 
quarters of an hour at least, after a meal 
containing proteid. The more the proteid 
the longer it takes for the stomach to 
accumulate sufficient HCl, first to combine 
with all the molecules of proteid as com- 
bined HCl, and later to permit of a surplus 
of uncombined or free HCl. Merely to,test 
a vomit obtained at hazard is little use 
therefore ; one must know what food was 
taken previously, and how long before ; it 
is on this account that, test meals of known 
composition are employed, followed by _{ifict'zarciwma af te stomsch—taken alter Zour table 
lavage at such an interval afterwards that spoonfuls of food (all the patient could take) had been 
free HCl is to be expected unless there i swallowed. Food ‘ran through’ the stomach and duodenum 

pec 8 e€ 1s into the small bowel. 
some disease interfering with the proper (Skiagram by Dr. C. Thurstan Holland.) 
formation of the gastric juice. A growth in 

the stomach may be seen with the aid of the gastroscope. The loss of weight and strength 
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are usually progressive, and they are amongst the most constant and characteristic signs of 
the disease. Anzmia of the secondary chlorotic type, with a low colour-index, may be 
so prominent a symptom that a primary anemia may be suspected until a careful blood 
examination has been made. A very careful investigation of the abdomen must be made, 
for in about 70 per cent of the cases a tumour may be felt, though it is to be hoped 
that the gastroscope will lead to the diagnosis of carcinoma ventriculi before this stage 
is reached, and when surgical cure is still possible. The position and character of the tumour 
vary according to the part of the stomach which is involved. Pyloric growth may cause 
the abdomen to be distended as a result of gastric dilatation, and a movable tumour may 
be felt above the umbilicus, near the middle line and to the right of it. When the cardiac 
orifice is involved, there may be no tumour to be felt, and the same applies to the small 
‘ indiarubber-bottle ’ stomach of diffuse carcinoma ventriculi (Fig. 182). Tumours of the 
body of the stomach may be felt in the epigastrium, or below the left costal margin. It 
may be necessary to examine under a general anesthetic in some cases ; a-ray examina- 
tion after a bismuth or barium meal may assist in some cases (Fig. 1381); and even 
laparotomy may be advisable as a diagnostic measure under some circumstances. If the 
patient is weighed carefully twice a week, and is proved to increase in weight steadily under 
treatment, carcinoma is improbable, provided this increase does not prove transient after 
- a week or two. 

Injuries.—Hematemesis may follow blows, stabs, or gunshot wounds in the epigastric 
region, or the passage of instruments or foreign bodies, such as a broken thermometer, 
into the stomach. The history and the evidence of any such occurrence would make the 
diagnosis sufficiently obvious. 

Atheroma in association with arteriosclerosis or granular kidney and high blood- 
pressure may lead to hematemesis in very exceptional cases by causing weakness and 
rupture of small gastric vessels. Such a diagnosis should be made with extreme caution, 
even when other symptoms and signs of atheroma are present, for hamatemesis as the 
result is exceedingly rare. It is, however, not uncommon in splenomegalic polycythemia 
(p. 534), in which malady the blood-pressure is generally high. 

Abdominal Aneurysm opening into the Stomach.—Aneurysm of the abdominal aorta is 
uncommon. The sac may rupture into the stomach, however, and lead to a sudden, 
profuse, and fatal attack of hematemesis. The chief diagnostic signs are : an epigastric 
tumour, with distinct expansile pulsation and severe pain both in the abdomen and in the 
back over the site of the bulge, in a patient who has suffered from syphilis and has been 
accustomed to repeated and violent muscular exertion. 


D. Diseases of the Duodenum. 


Duodenal Ulcer—Hematemes's is caused in the same manner in this disease as in 
gastric ulcer, viz., by the erosion of small duodenal blood-vessels or by the ulcerative 
process spreading to and opening larger and deeper blood-vessels outside. The ulcers are 
in the first part of the duodenum in a very large proportion of cases. They are about 
eight times as common in men as in women. Some of the symptoms are similar to those 
of gastric ulcer, viz., hamatemesis, meleena, abdominal pain and tenderness, anzemia, and 
vomiting. Hzmatemesis, however, is not so frequent as it is in gastric ulcer; it is 
generally less marked than is the melena, and the latter may occur independently of 
hematemesis or before it. In the acute form of the disease there may be a copious intes- 
tinal hemorrhage in an apparently healthy person, accompanied by acute pallor and 
followed by the evacuation of a mixture of black altered blood and bright arterial blood 
from the rectum. The more the bleeding, the greater the tendency for the blood passed 
to be still bright red. There may be no pain at all, but more often it is considerable ; 
there is hardly any part of the abdomen to which it may not be referred, but generally 
it-is deep-seated in the upper part, about an inch below the tip of the ninth right rib, more 
to the right of the middle line than is that of gastric ulcer, and usually its onset is two or 
three hours after the ingestion of food. One point about this pain that is almost patho- 
gnomonic is the way in which, coming on when the patient is beginning to get hungry— 
‘hunger pain ’—it is often relieved entirely by taking food. Vomiting is another 
important symptom which may be very troublesome, though in some cases it is entirely 
absent. One characteristic of some cases of duodenal ulcer is the very rapid way. in 
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which, under the. a-rays, bismuth may be seen emptying out of the stomach into the 
duodenum. 

Carcinoma of the Duodenum is very rare, and would only be diagnosed if there were 
general symptoms of malignant disease together with a fixed tumour in the situation of 
the duodenum. 

Gall-stones ulcerating through from the Gall-bladder into the Duodenum may cause hemat- 
emesis and melena. Previous attacks of pain occasioned by the gall-stone might lead 
to a diagnosis of gastric or duodenal ulcer ; but if the pain was colicky in character, and 
was associated with tenderness and enlargement of the liver, pain over the gall-bladder, 
and jaundice, it would point to a gall-stone. The diagnosis might be confirmed by the 
discovery ofthe stone in the feces, or, in the case of a larger calculus, by the occurrence 
of acute intestinal obstruction from its impaction in the small intestine. As a cause of 
hematemesis this condition is naturally very rare. 


E. Portal Obstruction. 


As a result of obstruction to the flow of blood through the portal vein, passive con- 
gestion and hemorrhagic erosion of the mucous membrane of the stomach, and varicose 
gastric and cesophageal veins, may be produced. Hamatemesis may then arise through 
oozing of blood from the congested mucous membrane, or from an actual escape of blood 
in the case of hemorrhagic erosion or the rupture of one of the varicose veins. The signs 
which are common to portal obstruction in addition to hamatemesis are: nausea, 
vomiting, ascites, oedema of the legs, albuminuria, and the presence of dilated and 
tortuous superficial abdominal veins ; the chief cause is :— 

Cirrhosis of the Liver.—This disease is one of the commonest and most important 
causes of profuse hematemesis, and it is often difficult to diagnose from gastric ulcer or 
carcinoma of the stomach. Hzematemesis may be one of the earliest symptoms, and it is 
frequently profuse, and very liable to recur, though it is seldom fatal. There may be a 
history and the signs and symptoms of chronic alcoholism (p. 726). The liver may be 
enlarged, its surface rough and hard, and its edges irregular and beaded. ‘The spleen may 
be enlarged as a result of the portal obstruction, but in adults rarely attains to such an 
enormous size as it does in the splenomegalic variety of cirrhosis in children and young 
adults. In distinguishing this disease from carcinoma of the stomach, it is very important 
to determine, if possible, the absence of a stomach tumour and of large nodules projecting 
from the surface of the liver. 

Adhesive Pylephlebitis—Non-suppurative thrombosis of the portal vein is very rare, 
and difficult to diagnose. It may, however, give rise to sudden and profuse hematemesis. 
It is distinguished from other forms of portal obstruction by the relatively sudden onset 
of ascites, hamatemesis, melzena, and enlargement of the spleen, and by an absence of 
signs and symptoms of cirrhosis of the liver and other causes of portal obstruction. 

Pressure on the Portal’ Vein.—Hematemesis, when due to this cause, is generally 
associated with ascites and intense jaundice, since the common bile duct is liable to be 
compressed as well as the portal vein, on account of their close proximity to each other. 
(See JAUNDICE, p. 329.) 

Some cases of Enlarged Spleen (see SPLEEN, ENLARGEMENT OF, p. 628).—Haematemesis 
is a fairly common symptom in cases of enlarged spleen, even when the enlargement is not 
associated with cirrhosis of the liver or leukemia. Osler explains the occurrence as being 
due to the ‘‘ intimate relation between the vasa brevia and the splenic circulation ”’ ; some- 
times, however, it results from actual thrombosis of the splenic vein, though the diagnosis 
of this is scarcely possible without laparotomy or autopsy. 


F. Acute Febrile Diseases. 


Malignant Variola—Hematemesis occurs in about a third of the cases of haemorrhagic 
small-pox. It is associated with cutaneous, subcutaneous, and submucous hemorrhages, 
hematuria, epistaxis, melena, and bleeding from the gums. The sudden initial rigor, 
intense backache and headache, severe vomiting, epigastric pain, cutaneous hzemorrhages, 
and the diffuse hyperemic rash with small punctiform haemorrhages which appears first 
on the groins and lower part of the abdomen, would point to a diagnosis of hemorrhagic 
or black small-pox if such a case occurred during an epidemic of the disease. 
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Malignant Scarlet Fever.—In the hemorrhagic form of scarlet fever, hematemesis may 
occur ; but hematuria, epistaxis, and cutaneous hemorrhages are more frequent. The 
sudden and severe onset, the very high temperature, the extremely rapid and feeble pulse, 
the headache and delirium, and the appearance of the characteristic rash on the second day 
would point to scarlet fever. 

Yellow Fever.— Black vomit’ due to the presence of altered blood is one of the most 
characteristic features of this disease. Hypereemia and catarrhal swelling of the mucous 
membrane is the only change which is found in the stomach. It is essentially a disease 
of tropical and sub-tropical countries. The onset is sudden, with a chill, headache, and 
severe pain in the back and limbs. The face is flushed, and very soon jaundice appears. 
After the first day the pulse-rate drops, so that with a temperature of 103° or 104° the 
pulse may be only 70 or 80. Albuminuria is another early symptom, which may appear 
on the third day. In addition to the black vomit, there may be cutaneous petechiz and 
bleeding from the gums. It is often difficult to distinguish from. malignant malaria, 
though in the early stages of malaria jaundice, albuminuria, and hematuria are extremely 
rare, whilst an examination of the blood may reveal the presence of malarial parasites. 

Cholera may be associated with hematemesis sometimes. The sudden onset of acute 
_ gastro-intestinal symptoms, the rapidly repeated rice-water stools, and the epidemic nature 
of the malady, all point to the diagnosis, which may be confirmed by recovering the vibrio 
from the motions bacteriologically. 

Acute Yellow Atrophy of the Liver—Hzmatemesis is the commonest form of haemor- 
rhage in this rare disease. Women between twenty and thirty are affected more frequently 
than men, especially during and just after pregnancy. It sometimes follows fright and 
mental emotion. The first symptoms are indistinguishable from catarrhal jaundice— 
viz., malaise, loss of appetite, nausea, vomiting, and jaundice. The vomiting soon becomes 
intractable, the jaundice increases, and drowsiness, restlessness, and delirium supervene. 
The vomit is black, and may resemble treacle, its appearance being due to altered blood. 
Melena, epistaxis, and subcutaneous petechiz may be noticed. The tongue becomes dry 
and brown; the liver dullness diminishes; the urine shows characteristic changes in the 
marked diminution in the amount of urea and the presence of bile pigment, whilst leucin 
and tyrosin crystals in it (Fig. 148, p. 833) are an important diagnostic sign of this disease. 


G. Blood Diseases. 


Purpura Hemorrhagica.—Hemorrhage from the stomach is rare in this disease. 
Hematemesis may occur, however, as a result of blood derived from the mucous membrane 
of the nose or mouth being swallowed. As purpura is a symptom rather than a disease 
in the majority of cases, before making a diagnosis of purpura hzemorrhagica or idiopathica, 
those diseases which lead to symptomatic purpura must be excluded (see PuRPURA, 
p. 552). An examination of the blood must also be made, to exclude pernicious anzemia 
and leukemia ; and blood cultures may be required. 

Scurvy.—Hematemesis is uncommon, only occurring in severe and well-marked cases, 
so that the diagnosis is not difficult. The swollen and spongy gums, anemia, cutaneous 
hemorrhages around the hair sacs, and subcutaneous indurations, in a patient who is 
found to have been living on a diet deficient in quantity and in vegetables, would point 
to scurvy. 

Hemophilia.—Out of 334 cases analyzed by Grandidier, there were only fifteen 
examples of hemorrhage from the stomach. Excessive bleeding from slight cuts or after 
tooth extraction, epistaxis, bleeding from the mouth, and hemorrhage into the joints, 
are the earliest and the commonest manifestations of the disease. The association of 
hematemesis with hemorrhage from other parts, and with hemorrhage into joints in 
particular, in a patient whose near male relations show a tendency to bleed on the slightest 
provocation, would point to haemophilia. There are no pathognomonic blood changes. 

Leukemia.—Hemorrhages from and into various parts, especially epistaxis, are 
common in this disease. Hsematemesis may be the actual cause of death. Its association 
with enormous enlargement of the spleen is by no means pathognomonic of leukemia, 
for the two conditions may be present in chronic malaria, splenic anzemia, and spleno- 
megalic cirrhosis. An accurate diagnosis cannot be made until the blood has been 
examined and a high degree of leucocytosis found (100,000 to 1,000,000 white blood 
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corpuscles per c. mm.), with a large proportion of myelocytes in the case of splenomedullary 
leuksemia and a high percentage of lymphocytes (90 per cent) in lymphatic leukeemia. 

Hodgkin’s Disease-—In the late stages of this disease there is a tendency to heemor- 
rhage from and into various parts of the body, e.g., epistaxis, bleeding from the mouth, 
cerebral hemorrhage, and rarely haematemesis. There should be little difficulty in making 
a diagnosis, as hamatemesis would be a late symptom; the characteristic features of the 
disease are described on pages 387 and 635. 

Chlorosis.—It is difficult to determine whether hematemesis occurring in an anzemic 
woman under thirty is due to gastric ulcer or to gastrostaxis (p. 36). That chlorosis has 
something to do with hematemesis, apart from the formation of macroscopic ulcers, is 
probable ; it is also probable that chlorosis predisposes to gastric ulcer. The precise 
nature of the symptom in a chlorotic girl is therefore very difficult to determine, some 
observers diagnosing gastric ulcer where others prefer to label the condition gastrostaxis. 
The former withhold solid food longer than the latter, and are perhaps inclined to recom- 
mend operation more readily ; these are the main grounds for striving to draw a clear 
distinction between the two conditions. 

Young women suffering from chlorosis are usually well nourished. The skin may 
have a greenish tinge and the sclerotics a distinct bluish appearance. (Edema of the feet, 
dyspneea, palpitation, and amenorrhcea are prominent symptoms ; but the diagnosis 
cannot be made with any certainty until the blood has been examined. It is pale and 
thin ; the red blood-corpuscles are reduced in number, but rarely are under 3,000,000 per 
c.mm.; the average size of the red blood-corpuscles is below normal ; the hemoglobin is 
reduced much more in proportion than are the red blood-corpuscles, so that the colour- 
index is low; being as a rule about 0-5 or under ; the white blood-corpuscles are not 
increased, and the differential leucocyte-count is almost normal. Seeing that amenorrhcea 
and hematemesis are both liable to occur in anemic girls, the gastric hemorrhage has 
sometimes been regarded as vicarious menstruation ; there is little evidence to support 
this view of its pathology, however, and when the bleedings recur, the attacks do not show 
any monthly regularity. 

Pernicious Anemia.—Heematemesis is a very rare symptom in pernicious anzmia ; 
when it occurs, the difficulty in distinguishing between this disease and carcinoma of the 
stomach is much increased. A correct diagnosis cannot be made until the blood has been 
examined (p. 24). The urine contains pathological urobilin. 

Malarial Cachevia.—Anzemia and enlargement of the spleen may follow repeated 
attacks of malaria, and severe hematemesis may be a prominent symptom. In making 
the diagnosis, the history of residence abroad, of attacks of ague, and the condition of the 
blood, must be relied on. A normal or a diminished number of leucocytes, with a relative 
increase in the large mononuclear cells beyond 15 per cent, is strong presumptive evidence 
of a previous malarial infection. 

Splenic anemia may run its course without any hematemesis ; on the other hand, 
the latter is sometimes one of the most serious symptoms in the case, and may be the cause 
of death. The chief features of the malady are described on p. 37. 


H. Miscellaneous. 


Chronic Interstitial Nephritis—Hematemesis occasionally, but very rarely, occurs 
in this disease. Its association with anemia, thickened and tortuous superficial arteries, 
high-tension pulse, hypertrophy of the heart, albuminuric retinitis, polyuria, and urine 
of low specific gravity containing a variable quantity of albumin and renal tube-casts, 
would point to chronic interstitial nephritis as the cause. It is most important that the 
blood-pressure should be measured instrumentally, and not guessed at by palpation. 

Following Abdominal Operations—Hematemesis may occur after severe abdominal 
operations, independently of any injury to the stomach or duodenum. Should death 
occur, no obvious lesion can be found in the stomach to account for it in the majority of 
cases. The reason of the occurrence of such an alarming symptom remains a mystery 
in many cases, but in some infective conditions, such as appendicitis, multiple minute 
ulcers have been found. 

Prolonged Jaundice.—The importance of this condition as a cause of almost any 
variety of bleeding lies chiefly in the added danger attending operations in such cases. 
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Syphilis of the Liver is sometimes cited as being itself a cause of hematemesis; the 
difficulty is to exclude the possibility of alcoholic cirrhosis in such a case; it is doubtful 
whether syphilis alone can cause the vomiting of blood. Herbert French. 


HASMATOPORPHYRINURIA.—(See Urrve, AsNorMaAt CoLorATION oF, p. 744.) 


HA:MATURIA.—Blood may appear in the urine as the result of injury, of disease 
in some portion of the urinary tract, or of other organs involving the urinary apparatus, 
or of a few general diseases of other parts of the body. The blood may be present in large, 
small, or microscopic amounts, it may continue for days or even weeks, or appearing sud- 
denly and without apparent cause, may disappear completely for a variable period. 
Further, it may be present in the urine either as corpuscles or as hemoglobin, and it is 
necessary to distinguish between the two conditions. In hemoglobinuria the urine is 
dark brown from the presence of methzmoglobin, and any deposit is found to consist of 
brownish débris in which no red blood-corpuscles can be found (see HamMoGLoBINURIA, 
p. 284). Occasionally the colouring matter of the blood may escape from the corpuscles 
if the stained urine has been retained for any length of time in the bladder, when crenated 
- or disintegrated corpuscles will be found on microscopic examination of the sediment. 
The following list gives the chief causes of hematuria :— 


IT.— H@MATURIA FROM AFFECTION OF SOME PART OF THE URINARY ORGANS. 


A. Renal Causes. 


Profuse. Slight. 

Malignant tumours of the kidney : Calculus 

Hypernephroma Tuberculosis 

Embryoma Renal mobility 

Carcinoma Hydronephrosis 

Sarcoma Polycystic disease 
Innocent tumours—papilloma of pelvis, Injury 

angioma Oxaluria 
Injury of the kidney Nephritis, acute and subacute 
Calculus Coli bacilluria 
Tuberculosis Drugs: turpentine, carbolic acid, cantharides. 


So-called ‘ essential ’ hamaturia 


B. Ureteric Causes. 
Caleulus in the ureter. 


C. Vesical Causes. 


Profuse. Slight. 

Villous tumour Epithelioma 

Papilloma Tuberculosis of bladder or prostate 

Villus-covered carcinoma Calculus 

Prostatic adenoma or carcinoma Acute cystitis 
Bilharzia hematobia 
Injury 

D. Urethral Causes. 
Acute urethritis, impaction of calculus, Acute spermato-cystitis 
injury | Neevus 


Ii.—Ha&MatruriA FROM DISEASE oF TIE NEIGHBOURING VISCERA INVOLVING THE 
URINARY ORGANS. 


Carcinoma of the uterus, vagina, or Pelvic abscess 
rectum Dysenteric or tuberculous ulceration of the 
Acute appendicitis intestine. 


Acute salpingitis 


Il].—HaemMaATurRiA IN GENERAL DISEASES. 


Renal infarction in endocarditis Meemophilia 
Arteriosclerosis | Acute fevers, malaria, small-pox, and yellow 


Leukemia . fever. 
Purpura and scurvy 
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In considering the diagnosis of a case presenting hematuria as a symptom, it is 
seldom that there are not other symptoms present, such as pain, tumour, or increased 
frequency of micturition, which will point to one or other organ as the source of the bleed- - 
ing ; but in some cases hematuria may be the only symptom. The following points will 
often help in the differential diagnosis :— 

The Colour of the Urine.—If the urine is stained a bright red colour, the heemorrhage 
is most likely to arise from the bladder or lower urinary tract. Dark-coloured blood in 
the urine may, however, be due to the retention of blood in the bladder for some time, or 
from the large amount present in the urine. ‘ 

The Distribution of the Blood in the Urine during Micturition.—If the urine during 
micturition is only tinged with blood during the final expulsive efforts, or if the terminal 
urine is stained more deeply than the rest, the source of the hematuria is almost certainly 
in the bladder. If the first urine passed is blood-stained and the remainder clear, the 
bleeding is probably from the urethra or prostate ; whereas if the urine is evenly stained 
with blood throughout, it suggests that the source of hemorrhage is in the kidneys, 
although a vesical lesion which causes more than a slight hemorrhage may also give rise 
to a deeply blood-stained urine throughout micturition. 

The Quantity of Blood Present in the Urine.—A large quantity of blood in the urine, 
in the absence of traumatism, suggests some form of growth in the bladder or kidney. 
Papillomata and villus-covered carcinomata in the bladder may cause sudden profuse 
hemorrhage without pain or other symptom, whilst equally profuse haemorrhage may 
arise from a malignant tumour in the kidney which has invaded the renal pelvis. Exam- 
ination of any clots of blood passed may occasionally afford useful information in deter- 
mining the seat of haemorrhage. The urine should be poured into a large flat tray con- 
taining water, and the clots floated out, when some may show the triangular or pyramidal 
shape indicating their formation in the renal pelvis, or others the thin, worm-like form 
with tapering or decolorized ends from their formation in the ureter ; their passage down 
the ureter is accompanied by the same acute renal colic that is caused by renal calculus. 
Clots formed in the bladder are flat, disc-like, but often broken up in their passage through 
the urethra. 

If the quantity of blood is increased by movement or exercise, suspicion of renal stone 
or growth will arise. In a recent case, profuse hematuria occurred after three successive 
railway journeys, when the lesion found at operation was an early carcinoma of one kidney 
which had recently invaded the renal pelvis. 

The Association of other Elements from the Urinary Organs with Blood in the Urine.— 
Microscopical examination of the deposit obtained by centrifuging the urine may reveal 
cellular elements distinctive of the renal pelvis or vesical mucous membrane or epithelial, 
eranular, and blood-casts from the renal tubules (Plate I. p. 6), which may help in the 
diagnosis in a case of hematuria. The presence of a number of urinary crystals in a urine ~ 
of acid reaction will point to renal calculus. Occasionally, small pieces of growth may be 
passed in the urine from the delicate villous papilloma or villus-covered carcinoma of the 
bladder, and more rarely plugs of muco-pus from a caseous tuberculous cavity in the kidney 
may be found. It is important to remember that the presence of a villous tuft in the urine 
gives no indication whether it is derived from an innocent papilloma or a villus-covered 
carcinoma, as it becomes detached only from the surface of the growth. 

The association of pus with blood in the urine does not give much assistance in deter- 
mining the seat of the bleeding. Both pus and blood will often be present with either 
calculus or tuberculosis of the kidney or bladder, and may both be present with vesical 
growth or with prostatic enlargement. 

The Amount of Albumin.—If the amount of albumin in the urine is in excess of that 
which would be due to the amount of blood present, the bleeding is probably renal in origin. 

The Reaction of the Urine is of very slight assistance in determining the source of bleed- 
ing. Generally speaking blood in an acid urine is more likely to be derived from the kidney 
than from the bladder ; this, however, is no universal rule, for blood may be present in 
an acid urine in a case of vesical calculus or growth; whereas, on the other hand, there 
may be blood in alkaline urine in a case of renal calculus as well as in pathological con- 
ditions of the bladder. | 

The association of unilateral lumbar pain, situated in the angle between the last rib 
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and the border of the erector spinze muscle, passing forwards above the iliac crest into the 
groin, with occasional attacks of colic, would suggest a renal lesion; whilst heematuria, 
accompanied by increased frequency of micturition, or by penile pain immediately following 
micturition, would indicate vesical disease. This statement must of necessity be taken 
in a very general sense, for exceptions to it are frequent. Thus a vesical tumour causing 
hematuria may implicate an ureteric orifice sufficiently to cause increased intra-renal 
tension on that side with lumbar aching or even enlargement of the kidney ; whilst on the 
other hand a tuberculous lesion in the kidney, with descending ureteritis, may cause increased 
frequency of micturition before there is any vesical infection. Equally important is it to 
take into consideration the age of the patient; thus, in a young adult, continued slight 
hematuria with increased frequency of micturition are highly suggestive of tuberculous 
disease of the kidney, whereas slight hematuria in a more elderly patient suggests vesical 
carcinoma or calculus. At any age, severe hematuria may be present with a villous tumour 
of the bladder, or in a patient more advanced in years with renal growth or prostatic 
enlargement. 

Further evidence of the source of the hemorrhage may be obtained upon the physical 
examination of the patient. This should be carried out systematically, and not only should 
the urinary organs be examined, but any evidence of disease elsewhere in the body, as in 
the heart, lungs, blood, liver, or pelvic organs, sought for also. Each kidney should be 
examined bimanually, one hand being placed in the angle made by the last rib and the 
margin of the erector spine muscle, and the other in front, immediately below the costal 
margin ; the patient is then directed to breathe deeply whilst pressure is maintained by 
the two hands, when an enlarged or unduly mobile kidney may be felt to descend, or may 
be grasped on deep inspiration. Any pain or undue tenderness on either side should be 
noted, especially any sharp, pricking pain experienced by the patient if the anterior hand 
be depressed suddenly, a sign said to be indicative of renal stone. 

Examination of the bladder by palpation in the suprapubic area may elicit pain in 
acute inflammatory conditions, or may give evidence of a distended bladder in a case of 
hematuria from prostatic obstruction ; but much more knowledge may be gained by a 
thorough rectal examination. For this purpose the patient should assume the knee-elbow 
position, when the examining finger can explore not only the prostate, but the vesiculez 
seminales, the lower end of each ureter, and the bladder base, as well as the lateral pelvic 
wall. The prostate may show adenomatous enlargement, or may be infiltrated with 
primary carcinoma—which has recently been shown to be far from uncommon,—when 
the gland will present marked, firm, rounded nodules, and will often be immovable. 
Search should be made for any nodules in the prostate or vesicles, or thickening of the 
lower end of the ureter, suggestive of tuberculous disease, or thickening or infiltration in 
the bladder base, which may often be felt in a case of vesical carcinoma. Examination 
in the lateral pelvic space may show infiltration of the pelvic lymphatics, or enlargement 
of the lymphatic glands in a case of carcinoma of the bladder or prostate. Examination 
of the testes should always be made. A nodule in either epididymis may indicate tuber- 
culous disease which may have spread to the urinary organs, but care must be taken not 
to mistake a nodule dating from a gonorrhceal epididymitis for one due to tuberculous 
disease. 

Great assistance may be obtained by the use of the cystoscope (Plates XV, p. 282, and 
XVI, p. 284). Needless to say, the greatest gentleness must be used in carrying out any 
instrumentation, to avoid any further hemorrhage, which would obscure a view by the 
cystoscope, and if any bleeding is present, an attempt should be made to arrest it by irriga- 
tion of the bladder with silver nitrate 1-1000, or with adrenalin solution of the same 
Strength. Ifthe bleeding is profuse, it is probably impossible to obtain a satisfactory view of 
the interior of the bladder, but with even moderate hemorrhage going on a rapid disten- 
tion of the bladder may produce a medium clear enough to obtain a view which will show 
the seat of hemorrhage. Thus in renal hematuria blood-stained urine may be seen to be 
emitted from one ureteric orifice (Plate XV, Fig. A, p. 282) and clear urine from the other 
before the medium is too obscured ; or with vesical hemorrhage a vesical tumour may be 
Seen. Even slight hemorrhage will, however, rapidly render the medium in the bladder 
too hazy for a satisfactory examination of any minute changes in the vesical wall to be 
obtained—tuberculous disease for example. Hence it is better, if possible, to undertake 
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any cystoscopic examination in the interval between attacks of bleeding, when the bladder 
can be examined thoroughly and any pathological lesion found. If no evidence is obtained 
in this way, a further examination may be conducted during an attack of bleeding. 


I. HA.MATURIA FROM AFFECTION OF SOME PART OF THE URINARY TRACT. 


A. Renal Causes. 

The Malignant Tumours of the Kidney, hypernephroma, embryoma, carcinoma, and 
sarcoma, are all associated with profuse hematuria at intervals. Hypernephromata are 
the most common ; they arise in the cortical portions of the kidney, and are of compara- 
tively slow growth. The embryomata may occur in small children or in elderly persons, 
whilst the true carcinomata and sarcomata are much more uncommon. ‘These tumours 
cause an aching in the loin, and may lead to considerable enlargement of the kidney before 
any hematuria occurs. In the progressive growth of the tumour, the renal pelvis is 
involved gradually and hematuria is evoked. This is usually severe in type, so that clots 
may be formed in the calices of the renal pelvis or in the ureter, and cause the typical pain 
of renal colic in their descent of the latter. The renal tumour usually maintains the shape 
of the kidney, but in some cases may present a nodular form. Hence profuse hematuria, 
with clots of pyramidal or worm-like shape, associated with renal enlargement, is strongly 
suggestive of a renal malignant growth. 

The only common form of innocent tumour in the kidney is papilloma of the renal pelvis. 
This gives rise to profuse hematuria and to renal enlargement, which in this instance is 
due to hydro- or hemato-nephrosis from the obstruction to the ureter by the papillary 
growth or by blood-clot. Thus the renal tumour may vary in size. Papillomata of the 
mucous membrane of the renal pelvis are accompanied occasionally by similar growths 
in the ureter, and may also show a similar growth at the ureteric orifice upon inspection 
of the bladder. 

An angioma of the kidney, forming a distinct tumour in the renal tissues and causing 
profuse hematuria, has recently been described by the writer, whilst Hurry Fenwick has 
described cases of angioma of the apex of a renal papilla causing hematuria. 

Injuries to the Kidney may cause hematuria ; the diagnosis is usually obvious. The 
history of the accident, a blow or squeeze to the lumbar region, associated with hematuria, 
would point to an injury to the kidney. There may be renal enlargement, but this must 
be diagnosed from an extravasation of blood in the perinephric tissues from the rupture 
of the renal cortex. Comparatively slight injury to the loin may produce hematuria from 
a small lesion in the renal tissues, whilst in some cases there is no sign or recollection of 
external violence. In any case of hematuria following traumatism, it is essential to dia- 
enose an injury to the kidney from injury to the urethra or bladder. In urethral injury the 
canal may be merely contused, or partially or wholly ruptured ; blood may be found at 
the urethral meatus or may be marked in the first portion of any urine that may be passed, 
whilst if the urethra be entirely divided, signs of extravasation of urine, with inability to 
micturate, will appear. 

If the bladder be injured, blood may be present in any urine drawn off ; or after rupture 
of the bladder involving the peritoneal coat fluid may be found in the abdominal cavity. 
The length of time between the last passage of urine and the occurrence of the accident 
should be ascertained, and a catheter passed ; very gentle irrigation of the bladder with 
sterile fluid should be carried out in any suspected rupture of the viscus, to see if the amount 
of fluid run into the bladder is duly returned. At the same time, a thorough examination 
of the bony pelvis should be made for any sign of fracture, which is frequently the cause 
of direct injury to the bladder or urethra. 

In Renal Calculus the bleeding is seldom profuse, is usually associated with a small 
amount of pus, and frequently is increased after exertion or the jolting of a journey. The 
subject of a renal stone will usually complain of pain in one loin of a constant aching 
character, which will remain of this character so long as the stone remains embedded in 
the renal tissues, in which condition slight hematuria is often present. When, however, 
the calculus projects into or is free in the renal pelvis, the urine also contains a small quan- 
tity of pus, and attacks of renal colic come on, characterized by very acute pain in the 
loin, passing forwards and downwards to the groin, upper part of the thigh, and testicle 
of the same side, and accompanied by frequent desire to pass urine. The calculus may 
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be passed into the bladder along the ureter, may become impacted in the course of the 
ureter, or may remain in the renal pelvis, in which case successive attacks of renal colic 
may occur. The previous passage of a small calculus per urethram, following an attack 
of renal colic, is an important point in the history of such a patient, but in any case an 
examination by skiagraphy should be carried out, when a calculus may be proved present 
in the kidney (Fig. 188). A calculus in the kidney may attain a size too large to become 
engaged in the upper end of the ureter, when renal colic will be absent, or it may cause 
hydronephrosis, renal abscess, or pyonephrosis, of which symptoms may be present. 
Renal Tuberculosis, apart from the miliary form of children, is not uncommon as a 
primary disease of one kidney. The patients affected are usually young adults, who com- 
plain of a constant aching in one loin, with occasional attacks of more acute pain resembling 


fig. 183.—Skiagram of a calculus in a dropped left kidney. 
(By Dr, Alfred C. Jordan.) 


renal colic. At the onset of the disease, when the foci are limited to the renal tissues, there 
is no change in the urine beyond the occasional presence of albumin ; but as it advances 
the foci coalesce and form a softened area which opens into the renal pelvis, when there 
is a constant discharge of small quantities of pus and blood in the urine. The liberation 
of tuberculous material into the renal pelvis and ureter causes infection of the mucous 
lining of these passages, and is marked almost constantly by increased frequency of 
micturition during both day and night, even before any tuberculous infection has occurred 
in the bladder. These cases are often mistaken for renal calculus, but in any case of per- 
sistent slight hematuria or pyuria a careful search should be made for tubercle bacilli in 
the urine. It should be noted also that a skiagram may show a distinct shadow produced 
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by a tuberculous focus in the kidney (Fig. 184), but its outline generally differs from that 
due to a calculus in its less definite border. In renal tuberculosis the hematuria is rarely 
increased by exertion on the part of the patient, as is frequently the case with calculus, 
and pain in the loin is less mitigated by rest in bed. In renal tuberculosis the lower 
end of the ureter of the affected side may often be felt to be thickened on examination 
per vagina, or per rectum, whilst in the male tuberculous nodules may be felt in the 
prostate or vesicles, 

In Renal Mobility, heematuria is certainly uncommon, but occurs occasionally. In 
the case of a patient with markedly increased renal mobility, hematuria may follow any 
exertion, such as hunting or dancing. Renal mobility is so common, however, that the 
occurrence of hematuria should in any case arouse suspicion of some other lesion of the 
urinary tract, and a thorough 
examination both of the urine 
especially for tubercle bacilli, 
ahd of the bladder (by the 
cystoscope) and of the kidney, 
should be made before any 
attempt at fixation is under- 
taken. Movable kidney may 
be entirely painless and give 
rise to no symptoms what- 
ever, or may cause lumbar 
aching or attacks of acute 
pain resembling renal colic 
(Dietl’s crises). It frequently 
causes gastro -intestinal dis- 
turbance from the drag upon 
the duodenum in relation to 
it, and occasionally also poly- 
uria and increased frequency 
of micturition. The kidney 
can be felt to be movable, 
but care must be taken not 
to mistake other abdominal 
swellings for a kidney (see 
KIDNEY, ENLARGEMENT OF, 
DiaD2). 

Hydronephrosis occasion- 
ally gives rise to heematuria, 
and the combination of renal 
tumour and hematuria would 
suggest a growth in_ the 


Fig. 134.—Skiagram in a case of tuberculous kidney with pyonephrosis, the kidney. The blood from a 
condition due to marked deposit of calcium salts in the old tuberculous lesions ] i ie 
might be mistaken for a large antlered calculus. hydronephrotic kidney, how 

(Skiagram by Dr. C. Thurstan Holland.) ever, 18 very rarely copious, 


and the other symptoms of 
hydronephrosis would distinguish the two, in particular intermittency with corresponding 
changes in the amount of the urine. 

Polycystic disease of the kidneys is commonly accompanied by hematuria in the later 
stages of the disease. It occurs in early childhood or in adult life, and is most commonly 
bilateral, forming an enlargement of each kidney which may reach large dimensions, 
although on the other hand a tumour may only be felt on one side. In the early stages 
the diagnosis is difficult ; but later, pain, bilateral tumour, hzmaturia, and signs of renal 
inefficiency will be present. The renal tumour caused by polycystic disease is smooth 
and rounded, but differs from hydronephrosis in that fluctuation can seldom be obtained. 
Bilateral hydronephrosis will be diagnosed from polycystic disease by the finding of some 
lesion obstructing the normal urinary flow, such as stricture of the urethra, prostatic or 
vesical disease, or carcinoma of the pelvic organs invading the ureters. 
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Oxaluria (p. 423) may give rise to slight hematuria. The passage of large numbers 
of oxalate crystals in the urine occurs in some patients, especially after a diet containing 
rhubarb, gooseberries, or tomatoes, and is often accompanied by dyspepsia. An examina- 
tion of the urine on successive days will demonstrate the condition. The aching in one 
loin and the presence of envelope crystals in the urine, may simulate renal stone, but the 
absence of a shadow in a skiagram will disprove the latter. 

Acute Nephritis is accompanied by hematuria, but is usually obvious by the sudden 
onset of the disease, by the history of some specific fever, or of a chill, and by the subcu- 
taneous cedema. The urine is scanty and of high specific gravity, and contains, in addition 
to blood discs, hyaline and epithelial tube-casts, many renal epithelial cells, and abundant 
albumin. There are some cases of acute nephritis in which no cedema occurs, and then 
the abundance of renal tube-casts in the urine affords the main evidence as to the diagnosis. 

Essential Renal Hematuria is the name given to a group of cases in which definite 
unilateral hematuria is present, but in which examination of the kidney on exploration 
has failed to show the cause of the hemorrhage. The bleeding is profuse and comes on 
suddenly without any apparent cause; it is intermittent and may be accompanied by 
lumbar aching, but there is no tenderness and enlargement of the kidney, and on cysto- 
' scopic examination it is proved to be unilateral. In the intervals of hematuria there may 
be no albuminuria. The kidney on exploration appears to be normal, but if a piece is 
removed for microscopic section, evidence of nephritis will usually be found. The evidence 
tends to show that these cases are probably due to a unilateral nephritis. 

B. Ureteric Calculus may cause hematuria, either during the descent of the stone 
or when the latter becomes arrested in the duct without causing complete obstruction to 
the flow of urine. The diagnosis is usually easy from the history, and the character of the 
pain, accompanied by the increased desire to micturate ; but in some cases on the right 
side it may be mistaken for acute appendicitis. The previous history of the passage of a 
calculus or of renal symptoms of stone will usually be elicited. A skiagram should be 
obtained (Mig. 192, p. 455). 

C. Vesical Causes.—The profuse hematuria of a papilloma, villous tumour, or of a 
villus-covered carcinoma of the bladder, frequently occurs without any other symptom, 
coming on suddenly without any exciting cause ; it may last a variable time, and then 
disappear entirely, or continue as a slight hamaturia for some days. With the carcino- 
matous form there may be some increased frequency of micturition in the absence of bleed- 
ing, but in either variety the clotting of blood in the bladder may cause urgent desire to 
micturate or even retention of urine. A rectal examination may give evidence of infil- 
tration of the base of the bladder or of the pelvic lymphatics in the malignant form, but 
it is only rarely that an innocent tumour is large enough to be felt per rectum. In the 
intervals between hzmorrhages, a cystoscopic examination will demonstrate the presence 
of a vesical growth (Plaie XVI, Figs. F and G). It should be noted that the common situ- 
ation for a vesical tumour is at the base of the bladder, in close proximity to a ureteric 
orifice ; the latter may be obstructed, or dragged upon by the growth in such manner as 
to cause renal distention or hydronephrosis, so that a vesical tumour may give rise to renal 
pain and tumour, and in this way be mistaken for a renal growth. This difficulty will be 
overcome by a cystoscopic examination of the bladder. 

Prostatic enlargement of the adenomatous, or more frequently of the carcinomatous 
variety, may cause hematuria. The age of the patient (54 or more), the increased fre- 
quency and difficulty in micturition, the evidence obtained by rectal examination and by 
catheterization, suffice to diagnose the disease. The hematuria of prostatic enlargement is 
often profuse, and may occur early in the disease ; but on careful enquiry it will usually be 
found that there has been for some months a gradually increasing frequency of micturition. 

Vesical Epithelioma occurs in elderly patients, and causes slight but fairly constant 
hematuria. For hemorrhage to take place from a vesical epithelioma there must be 
ulceration of the surface of the growth, and other symptoms will be present, namely, 
increased frequency of micturition both day and night, penile pain following the act of 
micturition, and pyuria. The blood often occurs as a few drops at the termination of 
urination, or may be mixed throughout the act. Usually a vesical epithelioma is situated 
on the base of the bladder, and may be felt as a distinct infiltration per rectum. 

Vesical Tuberculosis gives rise to exactly the same symptoms as an epithelioma, but 
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it occurs commonly in young adults. Persistent slight hematuria and pyuria in a young 
patient will always suggest tuberculous disease, and a very careful search should be made 
in the centrifugalized urine for tubercle bacilli, whilst other evidence of tuberculous disease, 
especially in the testes, vesicule seminales, and prostate, should be looked for. Difficulty 
may arise in the diagnosis between vesical and renal tubercle, for in the latter persistent 
hematuria and pyuria, together with increased frequency of micturition, may be present 
before the bladder becomes infected. With renal tubercle some renal enlargement and 
pain will usually be found, the ureter may be felt per rectum to be thickened, and the blood 
in the urine will not be more apparent at the end than during the rest of micturition, unless 
the bladder is also affected. When tuberculosis attacks the urinary organs, it is much 
more common as a primary disease in the kidney than in the bladder, but the infection 
finally spreads by the ureter to the bladder as soon as a renal focus discharges into the 
pelvis of the kidney, and may at the same time attack the prostate or seminal vesicles. 
When a tuberculous nodule in a vesicle or the prostate ulcerates into the bladder, a sharp 
attack of hematuria may result. Great assistance may be gained in the diagnosis of 
urinary tuberculosis by a careful cystoscopic 
examination (Plate XV, Fig. EK), and by 
rectal examination. 

Vesical Calculus also causes slight he- 
maturia, usually as a few drops in the 
terminal urine. The subject of a calculus 
in the bladder unaccompanied by cystitis 
will complain of increased frequency of 
micturition during the day or during exer- 
cise, but is usually free from micturition 
during the night. There is pain of a 
pricking character in the glans penis after 
micturition, and there may be a history of 
sudden stoppage of the stream during the 
act. The patients are usually men, and 
there may be a history of previous calculi 
in the bladder or of attacks of renal colic 
with the descent of a renal calculus which 
has not been passed per urethram, but 
resistin alelon) epee opment es wench as mierees ec tn aize etc an ag 

nt ' ” (By Dr. -Aljred G. Jordan.) the bladder. The stone may be felt with a 

sound, or better still, seen by a cystoscope, 

when small calculi which may be missed with a sound may be diagnosed with certainty 

(Plate XVI, Fig. H). The w-rays are also useful in detecting the stone in many cases (Fig. 

135). If the calculus has caused cystitis, there will be in addition pyuria and nocturnal 
micturition. 

Acute Cystitis is.accompanied by hematuria ; but the other symptoms, such as vesical 
tenesmus, suprapubic pain, and pyrexia, together with pyuria and a cause for the condition, 
will point to the disease. 

Bilharzia Hematobia causes slight hematuria, and gives rise to symptoms very similar 
to vesical tuberculosis. The discovery of the typical ova in the urine (see Fig. 26, p. 79), 
together with a history of residence in an affected district, notably Egypt or certain 
parts of South Africa, will make the diagnosis clear. The cystoscopic appearance in the 
bladder of small, glistening yellow nodules and small areas of raised granulation tissue, 
is distinctive of the disease (Plate XVI, Fig. K). 

D. Urethral Causes. 

Acute Urethritis, whether gonococcal or septic, may cause blood to-appear in the urine 
from the acute congestion of the urethral mucous membrane. The history and the 
presence of an acute urethral discharge (p. 181) make the diagnosis evident. 

The Impaction of a Calculus in the urethra causes some bleeding from direct injury 
to the urethral mucous membrane. There is usually retention of urine, so that true 
hematuria may not occur ; but the history of sudden stoppage of the stream of urine during 
micturition, with acute penile pain, together with the previous history of renal or vesical 
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Fig. A.—Blood-stained urine issuing from the ureter. Fig. D.—The retracted ureter common with descending 
Pig. &.—Purulent urine issuing from the ureter. renal tuberculosis. 
Fig. C.—Congestion around a ureteric orifice in calculous Fig. E.—Tuberculous ulceration around the _ ureteric 


pyelitis. orifice in descending renal tuberculosis. 
(Figs. D and E are from sketches kindly supplied by Dr. C. F. Waiters, of Clifton.) 
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stone, will usually make the diagnosis clear. It is not uncommon in male children. The 
calculus may be felt from the outside in the course of the urethra, often at or near the 
meatus, or seen by an endoscopic examination. 

Neeous of the urethral mucous membrane is a rare but important cause of severe and 
recurrent hematuria, the patient generally presenting no other symptoms beyond the 
spontaneous bleeding and serious anzmia resulting from it. The blood is passed both 
with and apart from micturition. There may or may not be bleeding nevi elsewhere ; but 
the condition is precisely analogous to the small bleeding nevi of the tongue and mouth 
that have been described in conjunction with nevi of the skin by Osler and others. ‘The 
diagnosis of a urethral neevus could scarcely be made with certainty except by urethroscopy. 


Il. HEMATURIA FROM DISEASE OF THE NEIGHBOURING VISCERA INVOLVING 
THE URINARY ORGANS. 


The direct spread of carcinoma of the pelvic organs may in its progress involve the 
bladder, as is not uncommon in the later stages of carcinoma of the uterus, vagina, rectum, 
or pelvic colon. The infiltration of the bladder wall before actual ulceration has occurred 
is usually indicated by vesical irritability, followed by ulceration and hematuria, together 
with the passage of urine by the vagina or fecal matter in the urine. Occurring as a late 
stage of carcinomatous disease, there is usually little difficulty in the diagnosis. 

Heematuria may occur during an attack of acute appendicitis from the direct spread 
of the inflammatory process to the vesical wall. In some cases in which the inflamed 
appendix turns downwards over the pelvic brim, it may become adherent to the bladder 
or an abscess may form in immediate relation to the bladder wall. The localized inflam- 
mation of the vesical mucous membrane causes hematuria, whilst the sudden appearance 
of a quantiy of pus in the urine has been noticed when an appendicular abscess has 
ruptured into the bladder. The history of acute pain low down in the right iliac fossa, 
the pyrexia, and general symptoms of peritoneal inflammation before any urinary symptom 
was noted, will point to the disease ; a rectal examination may reveal the inflammatory 
process in the right pelvic region. 

Acute Salpingitis or Pelvic Abscess may similarly cause hematuria from direct inflam- 
matory extension to the vesical wall, but this is rarer than in appendicitis. 

Tuberculous and Dysenteric Ulceration of the Intestine have both caused hematuria by 
the adhesion of the bowel to the fundus of the bladder and the subsequent inflammatory 
condition of the mucous membrane. In a ease of slight hematuria, a cystoscopic exam- 
ination showed a localized area of intense congestion at the fundus of the bladder without 
any other vesical lesion, and on opening the abdomen, a coil of small intestine, obviously 
ulcerated by tubercle, was found adherent to the peritoneal aspect of the bladder. In 
most cases the symptoms due to the intestinal disease would be apparent. 


Ill. HAAMATURIA IN GENERAL DISEASES. 


The sudden plugging of a renal vessel by embolism (renal infarction) is not uncommon 
in cases of endocarditis, and may be accompanied by hematuria. The embolism is seen 
most commonly in infective endocarditis ; it is indicated by sudden pain in the loin, followed 
by hematuria. The occurrence of acute endocarditis in the course of acute septic pro- 
cesses, such as acute osteomyelitis, pneumonia, or acute rheumatism, is not uncommon, 
and will usually be diagnosed before there is any evidence of renal embolism. On the 
other hand, there are certain cases of chronic heart disease in which the first evidence of 
infected endocarditis having become superadded may be the occurrence of sudden 
hematuria ; and in some such cases there may be difficulty in excluding acute Bright’s 
disease, because around each infarct there is local acute inflammation, and therefore the 
urine will contain tube-casts as well as blood; the other signs of infective endocarditis 
(p. 34) should be watched for. 

Leukemia may be accompanied by hematuria; but the enlargement of the spleen, 
general symptoms of anzmia, and the total and differential blood counts (p. 24) will point 
to the diagnosis. 

Scurvy and the various forms of Purpura (p. 552) may each be accompanied by 
hematuria, but the general symptoms of each disease are usually well marked before 
hematuria occurs. R. H. Jocelyn Swan. 
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HA-MOGLOBINURIA differs from hematuria in that the blood pigment is passed in 
solution in the urine apart from red corpuscles ; small numbers of red corpuscles, or their 
ghosts may be found microscopically, but these constitute hematuria in association with 
the hemoglobinuria ; the essential part of the latter is the passage of the blood pigment 
dissolved out of the red corpuscles. It gives the same chemical tests as ordinary blood ; 
spectroscopically it is almost as common to find the bands of methemoglobin (Fig. 35, p. 80) 
as those of oxyhemoglobin (Fig. 30, p. 80); by the addition of ammonium sulphide the 
spectrum is changed to that of reduced hemoglobin (Fig. 31, p. 80), and by the further 
addition of a few drops of concentrated caustic soda, that of alkaline hematin (Fig. 33, p. 80) 
is produced. The diagnosis depends upon the discovery of blood pigments in the urine, 
whilst the microscope shows no red corpuscles, or so few as to be out of all proportion to 
the pigment. It is important that the urine should be examined fresh, for otherwise, 
owing to the disintegration of red cells after they have been passed as such, it is possible to 
mistake for haemoglobinuria that which is really hematuria. To the naked eye the urine 
may be only just tinged with a colour that suggests blood pigment, or it may be absolutely 
blood red, brown, murky, or even black, as in tropical blackwater fever. It is seldom 
clear ; but clouded by mucus, casts, amorphous masses of pigment, and débris. 

Hemoglobinuria results from any condition which leads to hamoglobinemia by laking 
the red corpuscles within the living vessels. It has been produced in animals experimentally 
by the injection of various hemolytic sera and other substances. It may occur in man as 
the result of the oral administration of certain chemical substances, such as potassium 
chlorate, phenylhydrazine, turpentine, ether, carbon bisulphide, pyrogallic acid, naphthol, 
earbolic, hydrochloric, sulphuric, nitric, oxalic and chromic acids, glycerine, chloroform, 
sulphonal, veronal, trional, tannin, saponin, strychnine, urotropine, and possibly quinine ; 
after the inhalation of certain toxic gases, notably carbon monoxide, carbon bisulphide, 
naphtha vapour, arseniuretted, antimoniuretted or sulphuretted hydrogen; after the 
transfusion of certain foreign sera, or after the introduction of such poisons as those of 
snakes, or venomous toads or spiders ; from ricin, abrin, robin, crotin, phallin ; after eating 
poisonous mushrooms, toadstools, or truffles; after frostbite and extreme exposure to 
cold ; after severe burns; after large internal extravasations of blood, especially those 
within the abdominal cavity ; in a few cases in which pregnancy is associated with 
toxeemic symptoms ; in some new-born infants, occasionally in an obscure epidemic form ; 
in association with certain functional disorders of the vasomotor system, especially 
Raynaud’s disease, factitious urticaria and angio-neurotic oedema; after very long-sus- 
tained excessive physical exertions and fatigue ; in association with severe forms of micro- 
bial—or presumably microbial—toxemia, especially malaria and blackwater fever, and to 
a much less extent in severe syphilis, typhoid fever, scarlet fever, acute pyogenic septi- 
czemia, generalized anthrax, yellow fever ; Henoch’s purpura ; in certain cases of nephritis ; 
and in that remarkable affection known as paroxysmal hemoglobinuria. 

Although the above list may appear formidable, the differential diagnosis between the 
different diseases mentioned will seldom depend solely upon the presence or absence of 
hemoglobinuria. The chief importance of the latter, indeed, lies first in the necessity of 
not mistaking it for hamaturia, and secondly in that its occurrence is a sign that consider- 
able hemolysis is taking place and that the prognosis is proportionately less good. It is 
enough if the fact that it may be a complication of any of the above conditions is borne in 
mind. 

The question of whether blackwater fever is due to the effects of quinine in a patient 
whose blood is already susceptible to hemolysis on account of malaria, or whether the 
blackwater is due to a distinct and specific malady, has not yet been settled ; the diagnosis 
is, however, generally obvious, the geographical circumstances under which the disease 
develops pointing to its nature. . 

Paroxysmal hemoglobinuria is rare ; but in Great Britain it is probably the commonest 
cause of considerable hemoglobinuria without symptoms of extreme illness. It may affect 
adolescents or grown-up people, males or females ; it has probably several different ulti- 
mate causes ; amongst the latter, however, previous syphilis stands out pre-eminently, and 
probably heredity is also a factor. Males are affected rather than females. The remark- 
able feature of the malady is the way in which an attack can be brought on, almost at will, 
by certain immediate causes, of which the most potent is exposure to cold, others being 
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excessive exercise or mental excitement. Sometimes the exposure has to be considerable 
before hemoglobinuria results ; on the other hand. it may be impossible for the patient to 
keep his hands immersed in cold water for any length of time without an attack ensuing. 
The urine may look like blood, and the output of pigment, together with considerable 
albuminuria, persists for a day or two as a rule; the attack may be unaccompanied by 
other symptoms, but sometimes there is a shivering attack or an actual rigor with rise of 
temperature, and a general feeling of illness, necessitating rest in bed. Sooner or later, if 
repeated attacks occur, the patient becomes severely anzemic, with all the symptoms that 
result from such anemia. The diagnosis may be very difficult at the time of the first attack, 
but it is relatively easy when the attacks recur, especially when there is distinct relationship 
to some definite immediate cause, such as exposure to cold. to undue fatigue, or mental 
excitement. The main mistake to avoid is a diagnosis of hematuria. such as a villous 
tumour of the bladder might cause. The way to obviate this error is to employ both the 
microscopic and the spectroscopic tests for blood. much pigment and few corpuscles point- 
ing to hemoglobinuria. If there is still doubt as to whether the patient has hzemoglo- 
binuria or hematuria, a little of his blood serum, obtained by venepuncture, may be exam- 
ined in the laboratory for Eason’s reaction, a complex serum test which is positive in essen- 
tial hemoglobinuric cases, negative in others: the Wassermann reaction would probably 
be tested at the same time to determine whether the cause of the symptom was syphilis 
or not. Herbert French. 


HAEMOPTYSIS literally means blood-spitting, but clinically it is restricted to 
expectoration of blood derived from the lungs, bronchi, or trachea, to the exclusion of 
blood from the mouth, nose, or pharynx. Some include blood coming from ulceration 
of the larynx under the heading of hemoptysis : others do not, so that the meaning of the 
term is arbitrary ; for practical purposes it is simpler to include the larynx as a source for 
hzmoptysis. 

The differential diagnosis resolves itself into two main portions, namely, (I) A deter- 
mination of whether the symptom has really been hemoptysis in the restricted sense, or 
whether the blood has been derived from the mouth, nose, or pharynx on the one hand, or 
the stomach on the other ; and (II) If true hemoptysis has realiy occurred, a determination 
of its exact cause in the particular case. 


I. THE DISTINCTION BETWEEN TRUE AND SPURIOUS H4MOPTYSIS. 


True hemoptysis—that is to say, hemorrhage from the lungs, bronchi, trachea, or 
larynx—can sometimes be distinguished at once from the spitting of blood derived from 
the nose, mouth, or pharynx. The occurrence of epistaxis, bleeding gums, sore throat, 
ulcerative stomatitis, epithelioma linguz, injury to the mouth, gingivitis from a carious 
tooth, or from pyorrhcea alveolaris, pharyngitis. septic conditions of the antrum of High- 
more, or frontal, ethmoidal, or sphenoidal air-cells. or rarer conditions, such as lupus of 
the palate or pharynx, sarcoma of the tonsil or of the basisphenoid, may generally be 
detected by a careful examination of the nose. mouth, gums, and pharynx: moreover 
the blood in these conditions is usually mixed with saliva, watery. It is important, how- 
ever, to be decidedly guarded in concluding that blood comes from the mouth, nose, or 
throat, and not from the lungs: and a careful examination for tubercle bacilli should be 
carried out in every such case, lest the early stage of phthisis be missed. 

The distinction between hemoptysis and hematemesis is often easy, but sometimes very 
difficult. The history may help, or the patient's own sensations may make him certain 
that he coughed up the blood, and did not vomit it. The following is a summary of the 
points of distinction :— 

H 2MopPrysIs. / H2=MATEMESI 
1. The patient coughs the blood up 1. The blood is vomiied 
2. Part of the blood is often frothy 2. The blood is not frothy 
3. The blood may occur by itself, but it is 3. The blood may occur by itself, but it is 


. 

| 
often mixed with sputa, recognizable | often mixed with vomit, recognizable 
microscopically by the presence of food particles 


Nn 
. 


4. The blood is alkaline in reaction 4. The blood may be alkaline if it is abundant, 
but it is often acid from admixture with 
gastric juice 
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Hamoptysis, continued. Ha&MATEMESIS, continued. 
5. Tubercle bacilli or elastic fibres may be 5. Tubercle bacilli will be absent 
detected 
6. There may be a previous history of acute 6. There may be a definite history, with 
rheumatism, or of cough and night sweats, or without physical signs, pointing to a 
indicative of heart or lung disease, con- gastric lesion or to cirrhosis of the liver 


firmed by abnormal cardiac or pulmonary | 
physical signs 


7. Before the blood is coughed up, there is 7. Before the blood is brought up there may 
often a sense of tickling or gurgling in the | be a feeling of sickness, nausea, oppression 
throat, always suggestive of true hemo- | in the epigastrium, faintness, and giddi- 
ptysis | ness 

8. The motions are not altered afterwards | 8. The motions are often tarry afterwards 
unless the blood has been abundant and 
much of it has been swallowed, when they | 
may be tarry as in hematemesis / 

9. Blood-stained sputa may be expectorated | 9. There are usually no sputa 
for several days after a severe attack 

10. A history of cough 10. A history of abdominai pains after food 


Notwithstanding all these points of distinction, however, one may be misled unless the 
patient can be kept under observation for a time ; moreover, hematemesis may be caused 
by hemoptysis, especially when the bleeding takes place in the night, the blood being 
swallowed as soon as it gets into the pharynx whilst the patient remains asleep and quite 
unconscious of the occurrence. The frequency with which hemoptysis occurs during the 
night when the patient is at rest is remarkable ; but in the majority of instances the 
incidence of bleeding excites coughing, and the patient wakes. 

Malingering by the production of blood-spitting by gum-sucking is diagnosed upon 
circumstantial evidence. It has sometimes happened that a patient has produced the 
blood of fowls with the statement that this has been coughed up—a fallacy that can be 
detected by examining the red cells under the microscope. 

Redness of the sputum is not always proof that the colour is due to blood; the 
presence of red cells should be verified under the microscope, and the guaiacum and 
ozonic ether test also applied; occasionally patients have been regarded as suffering 
from recurrent phthisical hemoptysis when in reality the redness of the sputum has been 
due to infection of the respiratory passages by relatively unimportant pigment-producing 
micro-organisms, generally of the Bacillus prodigiosus type; this source of fallacy is 
to be avoided by having careful bacteriological examinations of the sputum made in all 
cases that are not perfectly straightforward. 


II. DETERMINATION OF THE CAUSE OF THE HAMOPTYSIS. 


Having arrived at the conclusion that a patient has had hemoptysis, the next point 
is to ascertain its cause. By far the commonest causes of hemoptysis are phthisis and 
mitral stenosis. The heart and lungs need particular examination therefore, and the family 
and personal history, both as to acute rheumatism or chorea, and as to consumption, may 
assist. If there are no abnormal physical signs in the thorax, it does not follow that 
phthisis is absent—even phthisis with cavitation may exist without any definitely abnormal] 
physical signs being detected ; microscopical examination of the sputum, therefore, both for 
tubercle bacilli and for elastic fibres, should never be omitted, especially after the hamo- 
ptysis has ceased ; repeated examinations may be required if the first proves negative. 

Although these are the commonest, there are a great many other causes, as the 
following tables indicate : 


A. Hamoptysis due to Changes in the Lungs :— 
1. Phthisis: (a) Early ; (b) Later | 


Or 


. Injury to the chest : 


2. Cirrhosis ef lung: pneumonoconi- | (a) Blows upon the chest wall 
osis : | (b) Fractured rib 
(a) Knife-grinder’s lung | (c) Exploratory needling 
(b) Stonemason’s lung | (d) At the end of paracentesis thoracis 
3. Cardiac disease, especially mitral 6. Lobar pneumonia 


stenosis . Bronchopneumonia 
4. Violent coughing efforts, as in . Septic pneumonia, with or without 
whooping-cough or bronchitis abscess 


CO =k 
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A. H#MOPTYSIS DUE TO CHANGES IN THE LUNGS, continued :— 


9. Gangrene of the lung 13. Aortic aneurysm pressing 
10. Infarction of the lune : opening into the lung 
(a) Embolic ; (0) Thrombotic 14. Kmpyema bursting through the lung 
11. Neoplasm of ‘the lung, whether 15. Hepatic abscess bursting through the 
primary or secondary : diaphragm into the lung 


on and 


(a) Sarcoma; (b) Carcinoma 16. Hydatid cyst 
12. Sporotrichosis of the lung : 17. Primary atheroma of the pulmonary 


(a) Aspergillosis ; arterioles 
(b) Actinomycosis | 


(c) Other forms 


B. Hemoptysis due to Changes in the Bronchioles, Bronchi, 


1. Bronchitis : 
(a) Acute ; 


or Trachea :— 


(ii) Invasion of a bronchus by a 


(b) Chronic ; (c) Plastic mediastinal sarcoma, lympho- 


2. Bronchorrhcea sarcoma, oesophageal epithe- 
3. Bronchiectasis lioma, or other neoplasm. 
4. Aortic aneurysm opening into the (c) Secondary to a foreign body, such 


trachea or a bronchus 
Uleeration of the trachea or 
bronchus : 
(a) Tertiary syphilitic 
(b) Malignant 
(i) Primary 
bronchus 


as a button, a fruit-stone, a tooth 
ete. ; or to a tracheotomy tube 
(d) Secondary to a caseous or calcareous 
bronchial gland 
6. Parasitic infection by Distoma pulmonale 
westermannt 


r. 


Oe 


a 


epithelioma of 


C. Hemoptysis due to Changes in the Larynx :— 


1. Acute laryngitis 6. Post-diphtheritic ulceration 
2. Tubercuious ulceration | 7%. Injury to the larynx, by a blow, a 
3. Syphilitic ulceration throat grip, a cut thoat, intubation, 
4. Malignant ulceration : or operation 

(a) Epitheliomatous 8. Lupus of the larynx 

(b) Sarcomatous 9. Variolous ulceration 
5. Post-typhoidal ulceration 10. Leprosy of the larynx 

11. Angioma of the larynx 


. Hemoptysis due to Changes in the Blood :— 


1. Purpura and its various causes (p. | 5. Pernicious anzmia 
552) 6. Lymphadenoma 
2. Scurvy 7. Malignant types of specific fevers, such 
3. Splenomedullary leukemia as variola or measles 
4. Lymphatic leukemia 8. Hemophilia 
E. Doubtful Causes of Hzemoptysis :— 
1. Granular kidney _ 4. Recurrent hemoptysis in arthritic sub- 


2. Arteriosclerosis 
3. Vicarious menstruation 


jects (Andrew Clark) 
. Haemoptysis in apparently sound and 
healthy young subjects 


OU 


Copious Hemoptysis has only two causes, namely, rupture of an aortic aneurysm into 
trachea, bronchus, or lung ; and rupture of an aneurysm of a pulmonary arteriole in a lung 
cavity or phthisical vomica. The former, when once it causes severe hemoptysis, nearly 
always proves immediately fatal ; the latter may also cause rapid death, but sometimes the 
severe bleeding stops, and recovery may ensue. In either case, however, there is often a 
stage of slight or premonitory bleeding for days, weeks, or even months before the final 
rupture occurs. 

There are some causes of hemoptysis in the above list about which little need be said. 
The whole of Group E, for instance, is open to much doubt ; it is true that apparently sound 
young subjects may have transient hemoptysis and never develop phthisis ; on the other 
hand a certain proportion of such cases do become consumptive later, so that the presump- 
tion is that in all of them the hemoptysis really has a tuberculous origin, cure resulting 

rapidly in some, but not in others. Particular care should be taken in the examination of 
the sputum and of the chest by the ordinary physical methods, and perhaps by the a- rays 
also, and even although the cause of the hemoptysis may not be determined precisely, the 
patient would be well advised to live as healthily as possible, lest a further stage of phthisis 
develop. The same applies to so-called vicarious menstruation ; and in not a few cases in 
which the hemoptysis has been attributed to the arthritic diathiesia to arteriosclerosis, or 
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to renal lesions, the cause may really be an intercurrent infection of the lung by tubercle 
bacilli even in middle-aged or elderly people. 

Causes in Group D seldom give rise to extensive true hemoptysis, though there may be 
much epistaxis, bleeding from the gums, and so on. The diagnosis between the different 
conditions in this group will be found elsewhere. 

Phthisis is by far the commonest cause of hemoptysis. It may be the very first sign 
of the disease, it may be the last, or it may occur at any intermediate stage. The amount of 
blood brought up is very variable ; the sputum may be only streaked, or a pint or more may 
stream from the mouth. In advanced stages the diagnosis is not difficult. There is the 
history of cough, loss of appetite and weight, night sweating, and expectoration ; there are 
the wasting and flattening of the chest wall, especially above and below the clavicles, often 
more on one side than the other ; the deficient movement on respiration, the unequal tactile 
vocal fremitus, the impairment of note, over one upper lobe more than over the other, with 
the bronchial breathing, consonating rales, bronchophony and pectoriloquy at one apex, 
with signs of similar but less advanced disease at the other. Detection of pus cells, tubercle 
bacilli, and perhaps elastic fibres in the sputum, is conclusive. Hmoptysis may, however, 
be the earliest evidence of phthisis ; the diagnosis is then difficult, for the physical examina- 
tion may not reveal any abnormal signs. Particular stress may be laid upon greater promi- 
nence of one clavicle than of the other, prolongation of the expiration, and the constant 
presence of one or more apical clicks, or rales, perhaps brought out only on coughing. In 
some cases the mottled shadows seen with the a-rays may assist the diagnosis (fig. 41, 
p. 103), although, taken by themselves, they may be misleading ; tubercle bacilli may be 
found in the sputa quite early, so that a careful examination even of the most insignificant 
amount of sputum must always be made before a definite opinion as to the cause of the 
hemoptysis can be given. In the early stages of phthisis hemoptysis results from local 
inflammatory hyperemia with rupture of capillaries ; the amount of blood expectorated is 
then usually small, and it may amount only to streaking of the sputum. A little later, 
small vessels may themselves become inflamed and softened, or directly invaded by the 
tuberculous process, consequently rupturing if any extra strain is suddenly put upon them, 
—_for instance, during attacks of coughing. This may lead to a more profuse hemoptysis 
even quite early in the disease. When the malady is more advanced, caseation and break- 
ing down of lung tissue may lead to softening of the external wall of a considerable branch 
of the pulmonary artery, resulting in an aneurysmal bulge, which, if thrombosis does not 
occur within it, will sooner or later rupture, and cause a profuse and possibly fatal hamor- 
rhage. 

Cirrhosis of the Lung—Pneumonoconiosis, Miners’ Phthisis—is a particular variety 
of fibrosis due to the inhalation of irritating particles, especially amongst workers at certain 
occupations. Coal miners seldom get it ; although their lungs become packed with carbon 
—anthracosis—these particles do not seem to inflame the tissues. Knife-grinders suffer 
from it—siderosis ; so do workers in certain limestone quarries, rock-drilling gold mines, 
and diamond mines—silicosis. The chief point in the diagnosis is the history as to occupa- 
tion ; there is much doubt as to whether these conditions are not really of a chronic tuber- 
culous-nature, and tubercle bacilli should be looked for in all these cases, whilst the blood 
should. also be tested for Wassermann’s reaction, because recent evidence points to syphilis 
being another important factor in many of these patients. The hemoptysis is far less 
frequent and less abundant than it is in ordinary phthisis. 

Mitral Stenosis is the second commonest cause of hemoptysis. Other forms of heart 
disease seldom lead to it direct, though mitral regurgitation may do so occasionally, and so 
may aortic stenosis or regurgitation when they have caused secondary mitral regurgitation. 
Congenital heart disease, unlike the acquired forms, is so liable to lead to phthisis that any 
hzemoptysis associated with it would arouse suspicions of the latter. Fungating endo- 
carditis may also cause hemoptysis, but as the result rather of the septic state or of infare- 
tion than of the valvular lesion. Mitral stenosis is the chronic valvular heart disease par 
excellence to produce hemoptysis, and it may do so either when there is complete compensa- 
tion or when there is evidence of failure. When compensated, the right ventricle pumps 
blood into the lungs with vigour, and causes great rise of pressure in the pulmonary vessels 
because the blood cannot escape freely through the stenosed mitral orifice. This is indicated 
clinically by accentuation or reduplication of the second sound in the second left intercostal 
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space close to the sternum. At the impulse, which is often not materially displaced, the 
first sound will have a slapping character, and it will generally be preceded by a shorter or 
longer presystolic rumbling bruit. The latter is so short sometimes that it may be over- 
looked, but there may be a history of chorea or rheumatism to assist the diagnosis, and the 
accentuated pulmonary second sound will arouse suspicion in other cases, particularly if 
the precordial impairment of resonance is increased upwards and to the right, but not much 
to the left. The result of the great rise of blood-pressure in the lungs is that capillaries 
rupture from time to time ; the resultant hemoptysis alarms the patient, but it is really no 
sign of danger ; sometimes patients have this hemoptysis whenever the heart is at its best, 
losing it again when failure threatens. Far different is it when blood-spitting occurs in 
failing cases of mitral stenosis; it is then generally due to infarction or to pulmonary 
‘apoplexy.’ The infarction is less often due to embolism from an ante-mortem clot in the 
right auricular appendix or other part of the right side of the heart than it is to thrombosis, 
which results as follows : atheromatous degeneration of the pulmonary arterioles is brought 
about by the greatly increased tension within them ; rupture of small branches of such 
degenerated pulmonary arterioles gives rise to ‘ apoplexies,’ and the alteration in the 
tunica intima due to the atheroma, together with the deficient rate of blood-flow, strongly 
‘predispose to thrombosis and consequent infarction. An embolic infarct occurs suddenly, 
and causes acute pain in the corresponding part of the thorax, orthopneea, increased cyanosis, 
dyspnoea, and hemoptysis ; a thrombotic infarct arises gradually, and causes hemoptysis 
without the other symptoms. 

Violent Coughing efforts, as in whooping-cough, or emphysema and bronchitis, may 
cause such pressure of the fraenum lingue against the teeth as to abrade its surface and lead 
to the expectoration of blood-streaked salivary sputum—spurious hemoptysis ; it is said 
that they can also produce true hemoptysis ; this is possible, but before blood-spitting in 
any given case is attributed merely to violence of coughing, every care should first be taken 
to exclude both tubercle and heart disease. 

Injury to the Chest is not an uncommon cause of blood-spitting. There need have 
been no fracture of a rib—a severe blow on the thorax sometimes suffices. The only diffi- 
culty in the diagnosis is to be sure that the 
injury is the sole cause, and that it has not 
merely been the final factor in producing 
hemorrhage from a latent tuberculous focus 
or an aneurysm. 

In Lobar Pneumonia the amount of blood 
expectorated is slight in the majority of 
cases; the sputum is thick, viscid, tenacious, 
and generally there is no more blood than will 
give it a rusty or russet-brown colour. It 
may, however, be bright red, and in a few 
cases copious enough to be in itself alarming. 
The difficulty then is to distinguish it from 
phthisis, or from lobar pneumonia superposed 
upon phthisis. The diagnosis is often obvious 
enough ; but sometimes, notwithstanding the 
acute onset, the continued fever, the high 


G : . Fig. 136.—Skiagram of lobar pneumonic consolidation 
ratio of the respiration to the pulse-rate, the — 441% lung (A); normal right lung (B); gastric gas 
viscidity of the sputum, the presence of cap- — bubble (€); liver (D). (By Dr. Alfred C. Jordan.) 


Sulated diplococci in it, the abnormal physical 

Signs, and the absence of chlorides from the urine, serious doubt remains until the 
Subsequent course of the case has been watched. When the v-rays can be utilized at the 
bedside, a skiagram may sometimes serve to differentiate between phthisis (Fig. 41, p. 108 
and lobar pneumonia (Fig. 136). 

Bronchopneumonia is a rare cause of hemoptysis, because the disease mainly affects 
children at an age when no spitting occurs. In older patients bronchopneumonia is gener- 
ally either influenzal, or else due to the inhalation of septic particles from the mouth after 
operations under anesthetics, or in association with such diseases as epithelioma of the 
tongue, or otitis media with lateral sinus thrombosis. Septic bronchopneumonia -is 
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diagnosed by reason of its being a lung complication of some other malady likely to give 
rise to it. Influenzal bronchopneumonia is apt to cause characteristic sticky rales at the 
bases, with less pyrexia but more asthenia than does lobar pneumonia ; and the minute 
Bacilli influenze may be found in the sputum in large numbers. If the signs are apical 
rather than basal, it will be difficult to be sure that the condition is not tuberculous, except 
by watching the case, and finding that rapid and complete resolution and recovery ensue. 

Gangrene of the Lung, due to whatever cause (p. 259), is characterized by the extreme 
stench of the breath and sputa. The only conditions which produce similar stench are 
fcetid decomposition of the retained sputum in bronchiectatic cavities or old phthisical 
vomice, or similar decomposition in the pus of an empyema which has ruptured through 
the lung, and which empties out its contents periodically. Gangrene of the lung can be 
differentiated from all these by the pulmonary elastic fibres to be found in the sputum, 
and by the history being shorter than would probably be the case with the others. 

Infaretion of the Lung, embolic and thrombotic, has already been mentioned in 
connection with heart disease, its most frequent cause. It only remains to add that it may 
also occur as the result of embolism secondary to thrombosis of systemic veins, infective 
endocarditis of the pulmonary or tricuspid valves, or from primary thrombosis in some 
blood diseases, such as leucocythemia. A large embolus causes sudden death without 
hemoptysis ; a smaller one may give rise to sudden acute pain in some part of the chest, 
and a local patch of crepitant rales with a pleuritic rub, and perhaps impairment of percus- 
sion note with bronchial breathing. Hamoptysis associated with such physical signs and 
accompanied by evidence of endocarditis or venous thrombosis would suggest an infarct ; 
difficulty arises mainly when there is no obvious phlebitis in the case, when the vein affected 
is deep-seated—in the pelvis, for instance, after childbirth or some operation. The diagnosis 
is not so difficult when there have been repeated sudden acute pains in different parts of the 
chest, each followed by a little pyrexia and sometimes by hemoptysis, due to repeated 
smail emboli. 

Carcinoma and Sarcoma of the Lung (Fig. 42, p. 105) are usually secondary. The 
diagnosis is sometimes obvious, sometimes very obscure indeed. The primary seat of the 
growth may be near the lung, for instance in a bronchus, the cesophagus, breast or media- 
stinal glands ; or it may be distant, in the stomach, or a bone, and soon. The sputum may 
be merely blood-tinged, or it may be dark like red currant jelly ; occasionally the hsemor- 
rhage is profuse. A large number of cases of malignant disease in the lung are accompanied 
by pleuritic effusion, and unless the existence of a primary neoplasm elsewhere is known, 
growth may not ‘at first be suspected. If aspiration is performed, the fluid is generally 
found to contain blood ; indeed, the discovery of blood-stained pleural fluid at a first tapping 
of a case that is not absolutely acute, is always very suggestive of neoplasm ; microscopically 
large cancer cells, with atypical mitosis, or even fragments of new growth, may be found 
either in the sputum or in the pleuritic exudate to clinch the diagnosis. Increasing vari- 
cosity of the veins on the chest wall, with reversal of the blood current in them, also points to 
intrathoracic growth obstructing the superior vena cava. The neoplasm may also stenose a 
bronchus, leading to unilateral deficiency of movement and tactile vocal fremitus, impair- 
ment of note, and deficient or absent breath-sounds, with or without faint bronchial breath- 
ing and crackling rales ;. whilst, accompanying these physical signs, no tubercle bacilli 
would be found in the sputum, and yet the weakness and emaciation would be progressive. 

Sporotrichoses of the Lung are being recognized with increasing frequency. Hither- 
to they have generally been mistaken for phthisis. They are due to various moulds of 
the nature of Actinomyces, Aspergillus niger, and others, and the diagnosis depends upon 
bacteriological investigations of the sputum by cultural methods. When no tubercle 
bacilli can be detected on repeated examination in the ordinary way, the possibility of 
sporotrichosis should be borne in mind, particularly if the patient’s occupation leads to 
contact with vegetable products such as hay or straw, grain, bird foods, or even cotton, as 
in the case of seamstresses and tailors. 

Aortic Aneurysm far less often opens into the lung itself than it does into a bronchus ; 
the symptoms are similar in either case, and if the history is long the diagnosis will already 
have been made on account of some other symptom than hemoptysis, especially pain in the 
chest or in the back. The w-rays are a valuable means of deciding the diagnosis (Fig. 100, 
p. 209). Two points are worthy of particular attention, and these are: first, that the 
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rupturing of an aortic aneurysm into a bronchus, with copious and rapidly fatal hemoptysis, 
may be the very first sign that anything is wrong; and secondly, that in not a few cases 
there may have been slight hemoptysis and blood-streaking of the sputum for weeks or 
months before the fatal rupture ensues ; these preliminary slight attacks of hemoptysis are 
probably due to erosion of small vessels in the wall of the bronchus, and if the aneurysm is 
partially obstructing, say, the left upper bronchus, so as to produce impairment of note 
over the left apex, with a few rales there, and hemoptysis, it is clear that a mistaken dia- 
gnosis of phthisis might readily be made. Tubercle bacilli will be persistently absent from 
the sputum, there will very likely be a previous history of syphilis, hard manual work, and 
perhaps drinking ; without the zv-rays to show the pulsating shadow of the aneurysm, how- 
ever, the correct diagnosis may be missed, and even when the fatal rupiure occurs, the 
condition may still be erroneously ADE UNS to phthisis, unless a post-mortem examination 
is made. 

Empyema bursting through the Lung may or may not cause hemoptysis; the 
main features of the case will generally be an obscure febrile illness subsequent to pneu- 
monia, followed by a sudden eruption of pus from the respiratory passages, and a repetition 
of a similar copious expectoration of pus at intervals ; in many cases there are comparatively 

‘few abnormal physical signs, for had the empyema not been hidden away deeply in the 
thorax, its existence would have been diagnosed earlier, and it would have been relieved by 
operation before it burst into the lung. 

A Hepatic Abscess that has burst through the lung is apt to give rise to anchovy- 
sauce-coloured sputum which is characteristic ; no amcebze may be discovered, and the pus 
will very likely be sterile; the dia- 
gnosis is generally based upon the 
history of residence in the tropics, 
possibly of an attack of ameebic 
dysentery, and of hepatic symptoms, 
pyrexia, and rigors previous to the 
expectoration of the blood-stained 
pus. The abscess occurs on the right 
side more often than on the left, and 
there may be the typical dome-shaped 
dullness at the base of the right lung. 

Hydatid Cysts are much rarer in 
Kurope than in Australia and New 
Zealand ; those of the lung are, as a 
rule, secondary to hydatid of the liver. 
They may give rise to neither signs or 
Symptoms ; on the other hand, they 
may cause hemoptysis, and phthisis 
may be simulated. The w-rays are 
very efficient in detecting their spheri- 
cal shadows (Fig. 137). The blood 
may exhibit eosinophilia or the specifi: 
hydatid serum reaction. 

Primary Atheroma of the Pul- 
‘monary Arterioles is so rare as to be 


* : : Fig. 137.—Skiagram of a hydatid cyst of the thorax, occupying the 
undiagnosable. There is no relation- position of the upper lobe of the left lung. 


ship between systemic and pulmonary 
atheroma, and the commonest cause of the latter is mitral stenosis, as described above. 


Hzmoptysis due to changes in the Bronchioles, Bronchi, and Trachea, as distinct 
from changes in the lung, have to some extent been incidentally considered with the latter. 

Bronchitis should never be diagnosed as the cause of hemoptysis until phthisis and 
mitral stenosis have been thoroughly excluded. 

Bronchorrheea is, in most respects, only a variety of bronchitis. 

Bronchiectasis may be associated with recurrent slight or even severe hemoptysis 
sometimes, or when the bronchiectasis is due to obstruction of a bronchus by a thoracic 
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aneurysm there may be copious and fatal hemoptysis, as described above. Bronchiectasis 
seldom occurs apart from fibrosis of the lung ; indeed, fibroid lung is commoner than bron- 
chiectasis ; when fibrosis and bronchiectasis occur together and affect one lung in particular, 
the diagnosis is relatively eesy, for there is deficiency of bulk, movement, and resonance, 
tactile vocal fremitus, vesicular murmur, and voice sounds over the affected lung; the 
heart is materially displaced towards that side: numerous loud crackling rales, with or 
without bronchial breathing, bronchophony, and pectoriloquy, will be heard over scattered 
patches of the affected lung, whilst in the intervening areas there will be little to be heard 
at all; the rales will be brought out best when the patient coughs ; the lung on the other 
side may give relatively normal signs. Clubbing of the fingers may be extreme. The 
diagnosis of fibroid lung and bronchiectasis itself is not complete, however, until the precise 
cause of the latter has been ascertained ; sometimes so complete a diagnosis is not possible. 
The following is a list of the chief causes of the condition :— 


1. Causes in the lung :— 


Congenital atelectasis | Delayed resolution of lobar Chronic tuberculosis 
Recurrent attacks of pneumonia Sporotrichosis 
bronchopneumonia | Pneumonoconiosis Recurrent bronchitis (doubtful) 


2. Causes which act by partially stenosing a bronchus :-— 


(a). Causes within the bronchus :— (c). Invasion of the bronchus from without :— 
A foreign body Aortic aneurysm 
Inspissated bronchitic mucus. Mediastinal new growth 
Hodgkin’s or lymphadenomatous glands 
(b). Causes in the wall of the bronchus : | Caseous bronchial glands 
Syphilitic stenosis A hypertrophied left auricle in some cases 
Primary epithelioma. of mitral stenosis. 


3. Causes which have long compressed the lung from the pleural side :— 


Pleuritice effusion | Empyema | Subdiaphragmatic abscess 
Pleural effusion | A large heart _ Hepatic tumour 
Thick pneumonic Pericardial effusion Splenic tumour. 

lymph Ascites 


There will be no need to discuss each of these here ; if the different possibilities are 
kept in mind, a probable diagnosis can be made fairly easily in most cases. Amongst 
modern methods of diagnosis one must not forget the bronchoscope, through which, in 
skilled hands, it is often possible to get visual proof of the nature of a tracheal or bronchial 
obstruction. The only bronchial causes of hemoptysis that need be dealt with further are 
syphilitic ulceration and infeetion by the Distoma pulmonale. 

Syphilitic Disease of a Bronchus is a tertiary lesion of gummatous nature, and as it 
heals it causes bronchial stenosis and consequent fibrosis of the lung, with or without bron- 
chiectasis. It will hardly be diagnosed unless there are other very definite means of know- 
ing that the patient has had syphilis, or is still suffering from its tertiary effects, or has a 
positive Wassermann reaction ; and even then care must be taken to exclude the possibility 
of the luetic patient having developed phthisis. The influence of iodide of potassium in 
such a case does not afford conclusive evidence one way or the other, for even though the 
syphilitic lesion heals, it leaves behind it the fibrous stenosis of the bronchus. 

The Distoma Pulmcnale Westermanni is very unlikely to be the cause of hemoptysis 
in any patient who has not been resident in China, Japan, or Formosa. History of residence 
in those countries, on the other hand, would suggest the diagnosis, confirmation of which 
would be afforded by examination of the sputum for the parasites or their ova. 


The differential diagnosis of Hemoptysis due to changes in the Larynx depends 
mainly on two things: the history of the case, and the condition seen locally with the 
laryngoscope. The history and course are the chief factors in diagnosing acute simple 
laryngitis, post-typhoidal, post-diphtheritic, or variolous ulceration of the larynx, or condi- 
tions due to injury of the larynx by a blow, a hand-grip, a cut throat, or intubation or other 
operation. Leprous ulceration of the larynx seldom, if ever, occurs in any patient who has 
not lived in leprous lands, and who has not for a long time exhibited subcutaneous and 
cutaneous evidence of his disease. Of the remaining five conditions given in the list, namely. 
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tuberculous, syphilitic, and malignant ulcerations, lupus, and angioma of the larynx, the 
last two are very rare indeed, though both may be diagnosable by their laryngoscopie 
appearance, particularly if there is also lupus of the face on the one hand, or a tendency to 
cutaneous or buceal blood-oozing nevi on the other (Piate XVII). Between the remaining 
three conditions there may be some doubt for a time, but if it can be seen that the ulcera- 
tion is extensive and yet unilateral, it is probably epitheliomatous ; if tubercle bacilli are 
present in the sputum, if there are apical lung signs, and if multiple shallow ulcers can be 
seen along the epiglottis, as well as in the larynx, tuberculous ulceration is probable—it 
practically never occurs except secondary to pulmonary tubercle, though the latter may be 
slight and may remain in abeyance whilst the laryngeal tubercle advances rapidly ; 
syphilitic laryngitis may be diagnosed by exclusion, but if there is a tendency to healing, with 
marked deformity, after extensive bilateral destruction of the laryngeal and neighbouring 
tissues, and if there is decided collateral evidence of tertiary syphilis, including, perhaps, 
a positive serum reaction, the diagnosis may often be made directly. The chief difficulty 
arises in cases in which there may be both syphilis and tubercle at the same timep?) Lhis 
brings us back once more to the fact that, once it has been decided that true hemoptysis 
has occurred, the next step is to examine the sputum and the chest carefully for signs of 
tubercle, and not to diagnose any other condition until both tubercle and mitral stenosis 
have been excluded. Herbert French. 


HA-MORRHAGE, GASTRIC.—(See Hamaremesrs, p- 265.) 
HA:MORRHAGE FROM GUMS.—(See Birerpine Gums, De 723) 


HAEMORRHAGE, INTESTINAL.—(See Brioop prrR ANUM, p. 75; and MELana, 
Pp: 385.) 


HA:MORRHAGE FROM LUNG.—(See Hamorrysis, p. 285.) 
HAEMORRHAGE, NASAL.—(See Ertsraxis, p. 220.) 

HEMORRHAGE, RETINAL.—(See Oprtruatmoscoric APPEARANCES, p. 415.) 
HAEMORRHAGE, SUBCUTANEOUS.—(See Purpura, p. 552.) 
H4MORRHAGE, URINARY. (See Hxmarvrta, p. 275.) 

HAEMORRHAGE, UTERINE AND VAGINAL.—(See Menorrwactia, p. 385; 


METRORRHAGIA, p. 390; and METROSTAXIS, p. 392.) . 
HAEMOTHORAX.—(See Cursr, Buoopy Errusion IN2-p.) 102); 
HALTING.—(See Garr, ABNoRMALITIES OF, p. 251.) 
HAND, CLAW.—(See Craw-Hanp, p. 109.) 
HEAD, RETRACTION OF. 


(See RETRACTION oF THE HEAD, p. 589.) 


HEADACHE jis one of the commonest symptoms met with in medical practice, and 
the various conditions with which it is associated are numerous, as the list given below 
demonstrates. | 

Headache may be the first symptom calling attention to the existence of grave organic 
disease, and the correct diagnosis of the cause of this symptom is obviously of the greatest 
importance. Too often, unfortunately, treatment of a headache precedes a careful 
investigation as to its cause, and an increased risk may thereby be incurred by the patient 
through the delay in recognizing some one of its more serious causes. 

The explanation of the mode of production of the pain known as headache is not easy, 
seeing that the brain substance itself is insensible to mechanical stimulation. The men- 
inges are supplied with sensory nerves, and abnormal stimuli received therefrom reach the 
cortex and give rise to the impression of pain. Abnormal states of the intracranial blood- 
vessels may cause pain, which is more difficult of explanation, as it is uncertain that they 
have any sensory nerve-supply. It seems probable that the headache produced by 
increased vascular tension is a pressure effect acting on the brain as a whole, or on its 
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coverings the meninges. The scope of this article does not allow further discussion of this 
part of the subject. Certain general lines of diagnosis may be laid down. The closest 
attention should be paid to the character, situation, and time of occurrence of the pain, 
and also to accompanying symptoms. 

Character. Whether throbbing, paroxysmal, or affected by movement or position. 
Headaches associated with alimentary disturbance, and raised blood-pressure, are often 
throbbing in character, are relieved by rest in a recumbent position, and are increased on 
movement. Severe paroxysmal attacks would suggest a neuralgia. 

Situation.__This may be frontal, vertical, occipital, or unilateral, and in cases of 
organic disease of the cerebrum may be an important indication and an aid in localizing 
the situation of the lesion. In renal disease, the headache associated with chronic uremia 
is usually frontal, but may be occipital. It is vertical in constipation, the * bilious ” head- 
ache. It may be unilateral in migraine, tumour, abscess, middle-ear disease ; or occipital 
in cerebellar disease. Occipital headache may also be simulated by myalgia in the muscles 
and tendons of the nape of the neck. 

Time of Occurrence.—Headache associated with organic disease of the brain or its 
meninges often persists or becomes worse at night, and may wake the patient from his 
sleep, whereas that due to toxic and functional causes is relieved by rest in a horizontal 
position. Grave suspicion of the organic nature of the headache should, therefore, attend 
a case in which pain in the head disturbs the patient’s sleep at night. A headache experi- 
enced on rising in the morning may be due to a stuffy, ill-ventilated room, or to the slighter 
degrees of combined astigmatism and hypermetropia, or to faulty adjustment of the pillows. 
Pillows piled too high may cause interference with the cerebral circulation and result in 
headache. Persistent morning headache may be associated with chronic nephritis, and 
careful observation should therefore be made of the patient’s urine. Evening headaches 
are most commonly due to mental overwork, or eyestrain, especially where some visual 
defect exists. 

For the purposes of classification it is convenient to divide the causes of headache 
into three main groups :—(A) Organic disease (brain, intracranial vessels, meninges, skull, 
special sense organs) ; (B) Towic states ; (C) Functional conditions. 


A. Causes due to Organic Disease. 


These may be classified anatomically as follows :— 


1. Diseases of the brain :— 


Concussion Gumma Hydrocephaly | General paralysis 
Tumours _ Cysts Disseminated sclerosis | of the insane. 
Abscess | | 
2. Diseases of intracranial vessels :— 
Hemorrhage | Thrombosis _ Aneurysm | Arteriosclerosis. 
(rupture) | Embolism Syphilitic endarteritis | 
3. Diseases of the meninges :— 
Meningitis, various forms | Pachymeningitis | Tumours. 
—localized or diffuse | Syphilis—meningeal type / 
4, Diseases of the skull :— 
( Innocent 
Tumours z Ppa 
| Malignant : 5 
| Secondary. 


- Tertiary syphilis. 
Suppuration or new growth in frontal, antral, or mastoid sinuses 
Suppuration or tumour in the orbit 
Dental diseases. 


5. Diseases of special sense organs :— 


Eye—errors of refraction, iritis, glaucoma, etc. 

Ear—middle-ear disease. 

Nose—adenoids, polypi, nasopharyngeal catarrh. Inflammation of one of the 
accessory air sinuses—frontal, ethmoidal, sphenoidal ; empyema of a frontal sinus. 
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Headache in Organic Cerebral Disease. 


Time of Occurrence.—Organic cerebral disease should be suspected if a history of recur- 
rent nocturnal headache be obtained. 

Severity.—The pain is often intense, and sometimes paroxysmal in character. 

Situation.—This may give some clue as to the existence of an organic lesion. In cases 
of cerebral tumour the pain may be unilateral or frontal, or occipital with a cerebellar 
lesion. In middle-ear and mastoid disease with unilateral headache and localized tender 
ness, occipital headache may be one of the earliest symptoms of meningitis. 

Associated Signs.and Symptoms.—One or more of the following signs and symptoms 
may present themselves at an early period in cases of headache due to organic cerebral 
disease, and their early recognition is of great importance :— 


Vomiting—that is of the ‘cerebral ; Optic neuritis (Plate X LX, p. 416) 
type’ (see VomITING, p. 763): it | Irregularity in force and frequency of the 
usually bears no relation to food, and pulse 
is not preceded by nausea The onset of drowsiness 

Inequality of the pupils | Fits. 

Squint 


Tapping the skull over the site of the pain may reveal local tenderness. 

The onset of any of these signs associated with headache would point to the existence 
of some organic lesion, such as are enumerated above. As in many of these conditions 
the diagnosis is unattended with difficulty, it will suffice to direct attention to a few of 
them. 

The headache occasionally met with in disseminated sclerosis is sometimes paroxysmal 
and accompanied by vomiting, and is situated most frequently in the back of the head and 
neck. The absence of optic neuritis and the presence of the special signs of disseminated 
sclerosis should lead to a correct diagnosis. 

Cerebral hemorrhage, thrombosis, and embolism are often followed by headache of 
varying severity. In cerebral aneurysm a rhythmic beating or pulsation is sometimes felt 
and rushing noises are heard, more particularly when the internal carotid is involved. 
Rhythmic beatings or noises in the head, however, do not by themselves suggest an intra- 
cranial aneurysm, for they are complained of commonly by many anzmic persons and by 
sufferers from vascular degeneration, especially atheroma of the cerebral arteries. 

Advanced arteriosclerosis is sometimes attended by severe headache accompanied by 
vomiting ; and cases have been described presenting features closely resembling those of 
cerebral tumour. in arriving at the diagnosis instrumental measurement of the blood- 
pressure is all-important. 

In meningitis, especially in the epidemic cerebrospinal and the post-basal varieties, 
the character of the headache is significant. It is usually very intense, is occipital, and 
even at an early stage may be attended by stiffness of the neck and retraction of the head. 
Examination of the cerebrospinal fluid (p. 304) obtained by lumbar puncture is of: great 
importance in determining the presence of meningitis. 

Special Sense Organs.—Eye. Headaches due to errors of refraction, glaucoma, iritis, 
etc., are generally frontal or temporal. A slight error of refraction may cause what appears 
to be a disproportionately severe headache, particularly in children. This headache is 
frontal, occurs mostly in the evening or after school hours, and is often attended by 
a burning, pricking or watering of the eyes. Correction of the defect by suitable glasses 
settles the diagnosis by curing the headache. 


B. Toxic Causes. 


These may be subdivided into two groups, one in which the toxic influence is acquired 
from without, or is exogenous; the other in which the disturbing element or toxin is 
produced within the body, and is of endogenous origin. 


1. Of exogenous origin :— 


Foul air, as in close, ill-ventilated rooms 

Poisonous gases, CO,, CO, chloroform, ether, etc. 

Drugs, e.g., quinine, iron in some individuals, salicylates, opium. 
Alcohol | Tobacco | Lead poisoning. 
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2. Of endogenous origin :— 


Uremia Gout 

Cholemia Diabetes 

Gastro-intestinal disturbances : dyspepsia, constipation 
Toxemias : specific fevers, pyrexial phthisis, suppuration, etc. 


As regards the towic causes of headache little further need be said as to the diagnosis 
of the exogenous poisons. 

Uremia is classed for purposes of convenience as a condition due to endogenous bodies, 
or substances produced within the body. It stands out as one of the most important 
causes of headache, and special attention must always be given to ensure its recognition. 
Uremic headaches may be met with in all degrees of severity, from a slight frontal head- 
ache felt on rising in the morning to an intense vertical or general cephalalgia. Other 
uremic manifestations may be present, such as vomiting, drowsiness, dyspnoea, affections 
of vision, and retinal changes. Examination of the urine in all cases of headache should 
never be neglected, as regards its specific gravity, the presence of albumin, blood and casts. 


C. Functional Causes: 


Op eer aan Sarccetire ( high, in arteriosclerosis and renal disease 
B | low, in anemia, morbus cordis, Addison’s disease. 


Venous congestion Menstruation 
Excessive mental strain Hysteria—(‘ clavus hystericus ’) 
Pressure on the head—heavy hats, | Migraine 

carrying weights on the head Epilepsy 
Persistent noises— gun headache ’ Eye strain, ‘ academy headache ’ 
Sea-sickness—movement of boat, train | Sunstroke. ~ 


High blood-pressure is often a cause of headache, usually of a throbbing character, 
accompanied by a sense of fullness of the head. The headache tends to come on towards 
evening and after meals. The vascular condition should be ascertained by means of some 
suitable apparatus for estimating blood-pressure. 

Headache associated with low blood-pressure (cerebral anzemia), as in some forms of 
morbus cordis and anemia with feeble cardiac action, is relieved by rest in the horizontal 
position and cardiac tonics such as digitalis and iron. 

Venous congestion may cause headache. This is also met with in heart disease with 
failing compensation. It may also account for the headache felt on rising in the morning 
as the result of sleeping with pillows too high or too low. 

The * clavus hystericus’ is a boring pain felt in the vertex and in hysterical states. 

Headache in migraine is often unilateral, though quite commonly bilateral, and 
frequently it is accompanied by vomiting. Transitory visual disturbance usually precedes 
the headache. 

in epilepsy headache is of frequent occurrence in the post-epileptic state, and it should 
be borne in mind that it may also follow the slight manifestations of petit mal. 

After sunstroke, chronic headache, usually vertical, may persist for months, and the 
same applies to many head injuries. 


It is sometimes difficult to distinguish between headache, which implies pain inside the 
skull, and neuralgia, which is pain felt in the peripheral course of a nerve trunk (see PAIN 
IN THE F Ack, p. 446). Neuralgia, if of wide distribution, may simulate headache. Careful 
examination may be necessary to decide whether the supposed headache may not in reality 
be a neuralgia. The local distribution, the often intense and paroxysmal character of the 
pain, the presence of * tender spots,’ the existence of some definite exciting cause such as 
dental caries, should point to the diagnosis of neuralgia. HH. Morley Fletcher. 


HEARTBURN is a common symptom, yet difficult to define. Apparently it is due to 
regurgitation into the lower end of the cesophagus from the stomach of acid products 
of digestion, and it is thus related to pyrosis or waterbrash, in which similar acid products 
regurgitate suddenly as far up as the upper end of the pharynx and the back of the mouth, 
causing a local sense of burning acidity in the throat, and often a temporary huskiness of 
the voice. Neither waterbrash nor heartburn is distinctive of any particular malady. 
Hither may occur in a perfectly healthy individual who for some transient digestive cause 
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has rather more gas in his stomach than the latter can hold comfortably ; with the escape 
of some of this gas a drachm or two of the liquid gastric contents may be shot up into the 
lower end of the cesophagus to cause heartburn, or further up still to cause waterbrash. 
On the other hand, if the symptoms are persistently troublesome, either may indicate more 
serious lesions, such as flatulent dyspepsia (see FLATULENCE, p. 240) or pyloric stenosis 
from healed ulcer or gastric carcinoma (see DILATATION OF THE STOMACH, p. 173). If the 
symptoms are obviously not transient, analyses of test meals (pp. 270 and 319) or aw-ray 
examination of the stomach (Fig. 122, p. 245) may be required before the diagnosis of their 
cause can be established. Duodenal ulcer, gall-stone dyspepsia, appendix dyspepsia, 
and ileoceca kinking will also need to be borne in mind as possibilities. 

The actual symptoms of heartburn take two forms. The first consists in a more or 
less acute pain, sometimes of a really burning character, more often of a severe aching, 
boring, or even lancinating type, referred to the mid-line of the lower end of the gladiolus, 
especially between the two fifth costal cartilages, coming on as a rule an hour or more after 
food, when digestion is at its height, beginning either gradually or suddenly, often increasing 
in severity for half an hour or an hour, and lasting sometimes for several hours or a whole 
day; this is generally referable to its cause—flatulence—with ease ; especially if simple 
treatment with bicarbonate of soda and a little rhubarb relieves or cures the pain. The 
other type consists in attacks of acute gripping pain in the precordial region, especially 
near the apex of the heart ; this pain comes on quite suddenly, and it often lasts less than 
a minute and seldom more than a few minutes. While it is there the patient may find 
himself unable to take an ordinary breath without increasing the pain to an unbearable 
extent ; he therefore holds his breath entirely for as long as he can, generally presses a 
hand over the precordial region, and when he is compelled to inspire again he finds that he 
gets checked before he has breathed in as much ai as he would like ; he therefore contents 
himself for a minute or two with a minimum depth of breathing, by which time the acute 
stitch-like precordial pain passes off and he is able to breathe normally again. The attack 
may be repeated after an interval of minutes or hours ; there is often no sense of palpitation, 
but in some cases severe palpitations accompany or follow the pain, and the main difficulty 
is to exclude organic heart disease which the patient fears his symptoms indicate. When 
the attacks are only very occasional, and there is no shortness of breath, gastric disorder 
is more probable than heart trouble ; when, however, the attacks are frequent and the 
patient is out of condition, it may require very skilful judgement to decide that the attacks 
of precordial colic are of gastric and not cardiac origin. Fatty or fibroid or tobacco hearts 
are the most difficult to exclude ; the relief the patient receives from carminatives such as 
bicarbonate of soda, gentian, cajaput oil, ginger, rhubarb, peppermint, does not necessarily 
indicate that the trouble is primarily gastric; and even when the fullest examinations 
have been made, including the use of the electrocardiograph, there are many instances in 
which it remains very much a matter of opinion whether the attacks are due to myocardial 
changes or to the much less serious heartburn. Herbert French, 


HEART, ENLARGEMENT OF.—(See ENLARGEMENT OF THE Heart, p. 206.) 
HEART IMPULSE, DISPLACED.—The apex beat, which is the lowest and outer- 


most point at which the cardiac impulse can be felt, is situated in the normal adult chest in 
the fifth left intercostal space, one-half to one inch internal to the mammary line. It may 
be impossible to define the position of the apex beat even in health, on account of increased 
thickness of the chest wall either from muscular development or excess of fat ; or in the 
female on account of a large mamma. A similar difficulty arises when the cardiac impulse 
is feeble ; when the heart is overlapped by the left lung, as in pulmonary emphysema ; or 
when pericardial effusion is present. In children, the apex beat is situated further to the 
left and a little higher than in adults. Speaking generally, it is outside the mammary line 
during the first three years of life, in the mammary line from the fourth to the tenth years, 
and it gradually reaches the adult position by the age of fifteen. 
The conditions which produce displacement of the cardiac impulse are :— 


A. When the Bulk of the Heart is in the Normal Position. 


1. Diseases of the heart : 
(a). Valvular; (b). Myocardial; (c). Pericardial. 
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2. Changes in the heart secondary to: 
(a). Diseases of the lungs, such as | (c). Anemia and debilitating conditions, affect- 
emphysema, fibrosis, etc. ing chiefly the right ventricle 
(d). Toxic conditions producing myocardial 
(b). Arterial sclerosis and chronic renal changes, as in infective diseases 
disease (e). Muscular exertion. 


B. When the Whole Heart is Displaced. 


1. Changes in the lungs : 
(a). Contraction of one lung or a portion of it; (b). New growth of lung. 


iw) 


. Changes in the pleure : 
(a). Pleurisy with effusion, empyema, pneumothorax; (b). New growth of pleura. 


. Other thoracic tumours :—New growth, aneurysm. 


He = 00 


. Deformities of the chest wall :—The result of scoliosis. 


. Changes in the abdomen :—Ascites ; tympanites ; abdominal tumour ; pregnancy. 


Or 


6. Transposition of the heart. 


To distinguish between the two groups is usually not difficult, for when the bulk of the 
heart is in the normal position and the apex beat is displaced beyond the left mammary line, 
the area of cardiac dullness is increased, not only to the left, but also to the right of the 
sternum, and upward. If both lungs are emphysematous and the cardiac apex is displaced 
outwards, although the size of the heart cannot be estimated by percussion, yet the bulk of 
the heart may confidently be presumed to be in the normal position. 

The presence of a cardiac lesion, arterial sclerosis, or chronic renal disease, helps to 
confirm the view that the abnormal position of the apex beat is due to an increase in the 
bulk of the heart, and not to a displacement of the organ as a whole. The examination of 
the pulse gives valuable information ; if it be of high tension and is sustained, or if the pulse 
is of the ‘ water-hammer ’ type, it indicates that the displaced apex beat is due to enlarge- 
ment of the left ventricle, and that probably there is no displacement of the heart. The 
blood-pressure is increased in arterial sclerosis and in renal disease, and must therefore be 
estimated, for it gives additional evidence that the displaced apex beat is part of a general 
enlargement of the heart. Examination of the urine must never be omitted ; if there be 
polyuria, with a small trace of albumin, low specific gravity, and hyaline and granular 
casts, the presence of chronic interstitial nephritis is ascertained, and this will account for 
the enlargement of the heart, and any displacement of the apex beat down and to the left. 

The presence of a cardiac bruit is of great value in determining that the displaced apex 
is due to morbid changes in the heart ; but the absence of a bruit does not necessarily mean 
that the displaced apex beat is unassociated with cardiac disease. The enlargement of the 
left ventricle, due to arterial degeneration or chronic interstitial nephritis, may not be accom- 
panied by any bruit unless dilatation becomes so great that mitral regurgitation supervenes. 
The characters of any of the cardiac sounds are frequently altered in dilatation and hyper- 
trophy of the left ventricle. Thus, the aortic second sound may be accentuated on account 
of the increased arterial tension, and the second sound over the base of the heart may be 
reduplicated on account of the aortic and pulmonary valves not closing synchronously. 
The first sound is frequently louder and more prolonged in hypertrophy of the ventricles. 
due to an increase in the muscular element of the sound, and the greater force with which 
the auriculo-ventricular valves are closed. In simple dilatation of the ventricles the first 
sound is often slightly accentuated, but is usually sharper and shorter. 

In the second class of cases, in which the whole heart is displaced, the cause of the 
displacement is usually easy to ascertain. The chest is frequently asymmetrical, for there 
will be either bulging of the chest wall on the side from which the heart is displaced, or some 
shrinking on the side to which it is drawn. Percussion may show that resonance is present 
where normally there is cardiac dullness ; thus, when the right lung is emphysematous and 
the heart is pulled over to the left, the resonance of the right lung may be found extending 
to the left of the sternum. It is not always so easy to determine the boundaries of the heart 
when the displacement is due to the presence of a pleural effusion, as there is dullness over 
the effusion which may be continuous with the cardiac dullness. In such a case, however, 
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the dullness over the base of the lung is not only in front, but is likely to be found behind as 
well. There are also signs of compression of the lung by the effusion, such as absence 
of breath and voice-sounds, tubular breathing, or skodaic resonance ; zegophony may be 
heard at the upper level of the fluid, and it is always very suggestive of pleuritic effusion. 
When the heart is drawn over to one side by the contraction of the lung, as in fibrosis, there 
is impaired resonance upon percussion over the fibrosed lung, continuous with the cardiac 
dullness. The boundaries of the heart may be difficult to define by percussion, but over 
the fibrosed lung, breath-sounds are present, tubular in character, vocal fremitus and reso- 
nance are decreased, and crackling rales and other adventitious sounds may be heard. When 
the heart is drawn over in this manner by fibrosis of one lung, the resonance over the 
healthy lung will be found to extend across the middle line, and thus invade the normal 
position of cardiac dullness. Examination of the chest by means of the a-rays usually 
helps to determine the position of the heart ; but large tumours, pleuritic effusions, etc., 
produce shadows which may be continuous with that of the heart. The pulsations of the 
heart are generally well seen, especially in children, and indicate its position. 

The changes in the abdomen causing displacement of the heart upwards are not likely 
to be overlooked, because there must be a considerable amount of abdominal enlargement 
before the heart can be raised by it ; and therefore if displacements of the apex-beat are 
due to ascites, tympanites, abdominal tumours, or pregnancy, the causes are all of such a 
marked degree or in such an advanced stage, that they are easily recognizable. When the 
heart is displaced as the result of marked changes in the lungs and pleure, intrathoracic 
tumours, or abdominal enlargements, the causes of the displacement are usually found 
first on account of the symptoms and physical signs they produce ; the alteration in the 
position of the apex beat is then a confirmatory sign. 

In the first group, in which the bulk of the heart is in the normal position, the direction 
in which the apex beat is displaced is of some diagnostic value. It is displaced downwards 
and to the left in hypertrophy of the heart, especially when it affects chiefly the left ventricle. 
In mitral regurgitation the apex beat*is displaced outwards and to the left, whereas in lesions 
of the aortic valves the displacement is to the left and downwards, so that the apex beat is 
commonly situated in the sixth intercostal space. In both these conditions the left 
ventricle is enlarged, but with mitral regurgitation the right side of the heart becomes 
enlarged early in the disease, and the apex is displaced much more outwards than down- 
wards. When the right ventricle is alone enlarged, as in pulmonary emphysema, the dis- 
placement of the apex beat is directly to the left, and not downwards at all. | 

The varying enlargement of the two ventricles may be fairly gauged by watching the 
position of the apex. It is raised and displaced slightly to the left by any cause which 
increases the height of the diaphragm, such as ascites, tympanites, abdominal tumours, 
and pregnancy. The cardiac impulse is also raised by pericardial effusion. There are, 
however, a considerable number of cases of displaced apex beat, with the bulk of the heart in 
the normal position, in which it is difficult to ascertain the cause of the displacement. This 
is especially so in young adults, in whom the apex beat may be found to be displaced 
slightly outwards without any apparent cause. If the subject be a young and muscular 
man who otherwise seems in good health, the condition is probably due to hypertrophy of 
the left ventricle as the result of excessive athletic exercise or of some arduous muscular work. 
The history would confirm this view. If, on the other hand, the patient is not a muscular 
individual, the displacement may still be due to strain, but some other cause should always 
be looked for, and in the absence of any obvious cardiac lesion, pericardial adhesions must 
not be forgotten : these may produce few symptoms except slight enlargement of the heart. 

In young girls the apex beat is often situated in the mammary line, and this displace- 
ment is associated with chlorosis and other debilitating conditions which produce dilatation 
of the conus arteriosus. The apex beat is not only displaced outwards, but also raised. 
The diagnosis is confirmed by finding that the cardiac dullness is increased in an upward 
direction, and by the presence of a functional systolic bruit in the pulmonary area and a 
bruit de diable in the neck. 

In elderly people, in whom there is no valvular disease of the heart, the apex may be 
displaced, not only as the result of hypertrophy of the left ventricle secondary to renal 
disease and arterial sclerosis, and as the result of enlargement of the right ventricle 
secondary to pulmonary emphysema; but also as the result of myocardial degeneration. 
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The last condition may be difficult of diagnosis, but when there is no evidence of valvular 
disease, emphysema, chronic renal disease, arterial sclerosis, or anything causing displace- 
ment of the heart as a whole, it must always be suspected. Symptoms which frequently 
accompany it are dyspnoea upon exertion, attacks of syncope, palpitation, and oedema of 
the legs. The pulse is often feeble and irregular, and in failing cases the impulse is feeble, 
a gallop rhythm may be present, and a soft systolic bruit at the apex. 

Another form of uniform cardiac hypertrophy that needs special mention is that which 
results from long-continued drinking of large quantities of fluid, particularly beer—the 
beer-drinker’s heart. J. E. H. Sawyer. 


HEART SOUNDS, ACCENTUATION OF.—(See AccenruATION oF HEART SOUNDS, 
Prats) 


HEART SOUNDS, REDUPLICATION OF.—(See Repupiication OF HEART SOUNDS, 
Doon) 


HEMERALOPIA.—(See Viston, DEFEcTs OF, p. 763.) 
HEMIAN ASTHESIA.—(See SENsAtTIonN, ABNORMALITIES OF, p. 610.) 


HEMIANOPSIA—or, as it is sometimes called, hemiopia or hemianopia—means 
inability to see objects in one half of the field of vision. It is generally, but arbitrarily, 
restricted to cases in which this defect is due to changes elsewhere than in the retina or 


Temporal field of 
left eye blind. 


Temporal field of 
right eye blind. 
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Fig. 188.—A diagram illustrating the con- 
nections of the optic nerves and tracts, the 3rd 


. cranial nerves, and the occipital cortex. A, 


3rd nerve going to left eye; B, ditto to right 
eye; C, relay of cells in optic thalamus and 
superior corpus quadrigeminum; 0), left 
occipital cortex, which sees objects in the 
right half of the field of vision; E, right occi- 
pital cortex, which sees objects in the left 
half of the field of vision. 


Fig. 159.—A diagram showing how a tumour 
of the pituitary body affecting the decussating 
fibres at the optic chiasma prevents impulses 
passing from the nasal half of either retina to 
the corresponding cortex or to the correspond- 
ing 38rd nucleus. Hence bilateral temporal 
hemianopsia and absence of pupil reaction 
to light thrown on the nasal half of either 
retina. 


disc. It is not a common condition, but it sometimes escapes recognition because, which- 
ever half of the visual field has become blind, good vision remains at the central part, and 
even the patient himself may not always be conscious of his defect until some accident, 
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such as running into objects in broad daylight, draws his attention to it. ‘To map out the 
blind area with accuracy an instrument known as the perimeter is required. 

It is possible to get hemianopsia in one eye only, but this is very rare apart from 
functional conditions or migraine. 

When both eyes are affected, the blindness may affect : (1) Corresponding halves of 
the field of vision—bilateral homonymous hemianopsia—spoken of as right if neither eye can 
see objects in the patient’s right-hand half of the field of vision (Figs. 140 and 141), and as 
left if in the left half; or (2) Opposite halves of the field of vision—almost invariably the 
temporal halves, and referred to as bilateral temporal hemianopsia (Fig. 139). 

These are the only two varieties that are of clinical importance. They are generally 
not the only symptoms in the case, but they sometimes serve to localize certain cranial 
lesions with accuracy. 

Bilateral Homonymous Hemianopsia has a variety of causes, affecting one or other 
of three main sites, namely: (a) One optic tract ; (b) The posterior limb of one internal 
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Fig. 140.—A diagram showing how a lesion Fig. 141.—A diagram showing how a lesion of 
of the left optic tract causes blindness of the the left optic radiations or of the visual portion of 
right half of the field of v sion of each eye, and the left occipital cortex causes blindness of the 
also prevents the pupils from reacting in response right half of the field of vision of each eye, but 
to a ray of light falling on the blind half of either does not prevent the pupils from reacting in 
retina. response to a ray of light falling on the blind half 


of either retina. 


capsule ; or (c) The optic radiations or one occipital region at or near the cuneus. In any 
of these sites the pathological lesion may be either vascular—thrombosis, hemorrhage, 
embolism, or intermittent closure ; or a neoplasm, such as a gumma, a tuberculous nodule, 
an inflammatory swelling, or a gliomatous, carcinomatous, or sarcomatous nodule. The 
first step is to locate the site of the lesion ; its nature will then be determined more easily, 
because in the internal capsule a hemorrhage, thrombosis, or embolism of the middle 
cerebral artery is the commonest cause of the symptom ; a neoplasm, or an abscess, is 
probably its commonest cause in the occipital cortex, though an abscess, or rupture or 
occlusion of the posterior cerebral artery would also be thought of ; in the optic tract it is 
as often as not gummatous, or in some other way syphilitic. 

Bilateral Temporal Hemianopsia.—There is only one spot at which a single lesion 
can produce this condition ; this is at the central part of the optic chiasma, where the fibres 
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from the nasal half of each eye are decussating. The three commonest causes of this rare 
lesion are: (a) Hypertrophy of the pituitary body, a condition which also leads to 
acromegaly, so that it is important to test for bilateral temporal hemianopsia in every case 
of acromegaly, and it will be found in a certain number ; (b) Callus, resulting from a frac- 
ture of the base of the skull through the basi-sphenoid bone ; (c) A gumma or other tumour 
in this region. The differential diagnosis between these three groups will generally be 
obvious enough when the variety of hamianopsia has been established. 

In order to decide the locality of the lesion, it is essential in the first place to determine 
whether a pencil of light falling upon that part of the retina which cannot see is able to 
evoke a reflex contraction of the pupil. This requires careful testing in a dark room, with 
a small pencil of light directed towards different portions of the eye at the observer’s will 
by a suitable mirror or lens. Anatomical considerations make it obvious that if the optic 
tract is destroyed there is no path by which the light impulses from the non-seeing portions 
of retina can reach the oculomotor nucleus, so that there will be no reflex movement of the 
pupil in response to light (Fig. 140). If, on the other hand, the optic tract is intact, the 
lesion being in the posterior limb of the internal capsule, or in the optic radiations or the 
cuneus, the same hemianopsia results, but the pupils react to light stimuli falling upon the 
blind halves of the retina (ig. 141). 

If the light reflex is lost the lesion is at once located to the optic tract, provided there 
is no obvious trouble, such as cataract, or locomotor ataxy, or iritic adhesions, to prevent 
the reaction. If, on the other hand, the light reflex remains, the lesion must be in one of 
the three other places mentioned, and in determining this the history may help considerably. 
If there has been an apoplectic seizure in an elderly person, hemorrhage in the region of 
the internal capsule is likely, and there will often be both hemiparesis and hemipares- 
thesia at the same time. In a younger person suffering from heart disease, a somewhat 
similar history would point to embolism involving the posterior limb of the internal capsule. 
If, on the other hand, there has been a slow onset, with increasing headache, vomiting, and 
giddiness, then a neoplasm or gumma affecting the optic radiations or one occipital pole 
will be not unlikely. 

If the patient is unable to see things in the right halves of his fields of vision, the lesion 
will be in his left optic tract, left internal capsule, left optic radiations, or left cuneus, as 
the case may be, and vice versa. 

Hemianopsia due to migraine or to intermittent closure of cerebral vessels will be 
distinguished from that due to the other causes by its presence on some occasions and its 
absence on others. 

Irregular or partial forms of hemianopsia result from irregular or partial lesions in the 
optic tract or other regions mentioned above. The differential diagnosis is then more 
difficult, though it is made upon the same lines as those described above. From a dia- 
gnostic point of view it is fortunate perhaps that hemianopsia, when it occurs at all, is 
generally definite, and either bilateral temporal or bilateral homonymous. 
Herbert French. 

HEMIPLEGIA signifies loss of motor power in the limbs of one side; the face, 
especially its lower half, being affected frequently at the same time. In the great majority 
of cases the face is paretic on the same side as the affected arm and leg, but there is one 
important exception, namely, when the lesion is in one side of the pons Varolii, when there 
is paralysis of the face upon the same side as the lesion, and of the arm and leg upon the 
opposite side—a condition known as crossed hemiplegia. ‘The lesion in most cases, how- 
ever, is in or near the internal capsule, less often in the motor cortex, of the opposite side 
to that which is hemiplegic. There may or may not be hemianesthesia (p. 610) ; and in 
rare cases, when the lesion is far back in the internal capsule, there may also be HEemr- 
ANOPSIA (p. 800). When the cause lies in the internal capsule, the paralyzed muscles may 
be either flaccid or spastic, but they do not as a rule exhibit the athetotic and other 
involuntary movements that cortical lesions may give rise to (see CONTRACTIONS, p. 1381). 
When a patient has difficulty in speech associated with hemiplegia, it is important to 
distinguish dysarthria from aphasia (see SPEECH, ABNORMALITIES OF, p. 626). Lesions 
of the internal capsule often produce difficulty in using the tongue, which renders speech 
mechanically difficult (dysarthria)—a very different thing from the aphasia or difficulty 
in uttering the correct words when the mechanism for the movements of the tongue is 
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unaffected. True aphasia associated with hemiplegia suggests a lesion at, or close to, 
Broca’s area of the cortex on the left side, and is therefore far less common with left-sided 
than with right-sided hemiplegia. 

The fact of hemiplegia is generally not difficult to determine, though in some cases 
there may be so slight a weakness that doubts arise as to whether there is any hemiplegia 
at all. Routine examination of such a patient will generally detect a little inequality in 
the degree to which the eyes can be closed firmly, a slight difference in the depth of the 
two naso-labial folds when the patient opens his lips with his teeth clenched, a greater 
difference than previously between the two hand-grips, as measured by the dynamometer, 
slightly brisker radial and ulnar wrist-jerks, or tricipital and bicipital elbow-jerks upon the 
affected side, inequality of the knee-jerks with a tendency to exaggeration upon the paretic 
side, with corresponding extensor plantar reflex and increased Achillis jerk or even ankle- 
clonus. All these changes will be pronounced in cases where the hemiplegia is more 
definite, though if the patient be seen within a short time of the onset of hemiplegia from 
cerebral hemorrhage, the tendon and other reflexes—which will presently be exaggerated 
should the patient survive—may for the time being be decreased or even unobtainable 
upon the affected side. 

Stress is often laid upon the presence or absence of rigidity in connection with hemi- 
plegia, particularly according as the rigidity comes on early or late in the case.. This helps 
less, however, in the diagnosis than it does in the prognosis. A few cases of hemiplegia 
are flaccid throughout, though this is uncommon if the patient survives and the hemiplegia 
persists ; in cases of hemiplegia due to cerebral haemorrhage early rigidity generally 
suggests a smaller hemorrhage than does early flaccidity followed by rigidity ; so variable 
is this, however, that the point is of less value than has sometimes been supposed. 

It is difficult to classify the causes of hemiplegia satisfactorily, but the following is a 
summary of those discussed :— 


A.—THE COMMONER CAUSES OF HEMIPLEGIA. 
1. Hemiplegia of Moderately Rapid Onset. 
Cerebral hzemorrhage Syphilitic endarteritis of a middle 
Thrombosis of a middle cerebral artery cerebral artery. 
2. Hemiplegia of Sudden Onset. 
Embolism of the middle cerebral artery, generally due to mitral stenosis, or to fungating 
endocarditis. 
3. Hemiplegia dating from Birth, or from infancy, and resulting from :— 


Sinus thrombosis 
Meningococcal meningitis. 


Injury 
Congenital malformation 
Acute encephalitis 


B.—LeEss USuAL CAUSES OF HEMIPLEGIA. 


General paralysis of the insane Stab or bullet wound injuring the spinal 
Borderland sufficiency of the cerebral cir- cord in the cervical region 
culation in old. people (intermittent | Meningitis, whether tuberculous, suppura- 
claudication) tive, posterior-basal, or epidemic cere- 
Cerebral tumour, with or without hzemor- brospinal 
rhage into it Disseminated sclerosis 
Cerebral abscess Caisson disease 
Hemichorea Hysteria. 


Granted that a patient is suffering definitely from hemiplegia, the exact cause of 
the symptom has to be determined. One may say at once that the diagnosis is easy in a 
very large proportion of cases. Hemiplegia of moderately rapid onset in a patient over 
fifty years of age is almost certainly due to cerebral hemorrhage, particularly when it is 
associated with coma (p. 117) of rapid but not instantaneous onset, when there is a high 
blood-pressure and enlargement of the heart, with a ringing aortic second sound, with or 
without albuminuria or other evidence of granular kidney or arteriosclerosis. If the 
hemiplegia has been of gradual onset in a young adult, particularly if one limb is very much 
more affected than the rest of that half of the body, if there had been premonitory 
symptoms for some hours, or even days, before the paresis became marked, and if there 
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has been no loss of consciousness, the great probability is that the patient is suffering from 
syphilitic endarteritis of the middle cerebral artery, with or without secondary thrombosis. 
The diagnosis may be confirmed by a history of syphilis, by the occurrence of cutaneous 
ulcers or other syphilitic lesions, or by a positive Wassermann’s serum reaction. 

If the patient is young, if the hemiplegia has been of absolutely sudden onset, generally 
without, but sometimes with, loss of consciousness, the probability of embolism of the 
middle cerebral artery, secondary to mitral stenosis or to fungating endocarditis, will be con- 
siderable, and the diagnosis will generally be confirmed by physical examination of the 
heart, and by enquiry into the history as regards acute rheumatism, chorea, or other 
rheumatic affections. In cases of fungating endocarditis one would look for the signs 
described on p. 34. 

If the patient has been hemiplegic from birth or from early infancy, the probability 
is that there has either been an injury to the opposite side of the brain at birth, or congenital 
malformation of that side, or acute inflammation of it after birth—the result perhaps of 
acute encephalitis, sinus thrombosis, or even meningococcal meningitis which has recovered. 
It is particularly in these infantile cases that hemiathetosis is liable to be associated with 
the hemiplegia. 

Although the above are by far the commonest causes of hemiplegia at the different 
age-periods, it is possible for them to overlap as regards age incidence; and one 
occasionally sees fatal cerebral hemorrhage, apparently of the senile type, in persons not 
much over twenty; similarly, syphilitic thrombosis of the middle cerebral artery may 
not occur until after fifty ; fungating endocarditis, followed by cerebral embolism may 
occur at any age, though it is commonest in young persons ; the same applies to cerebro- 
spinal meningitis. The diagnosis will be indicated, if at all, by other symptoms than the 
hemiplegia. In doubtful cases assistance may be derived from lumbar puncture and 
analyses of the cerebrospinal fluid: the following are some of the main points in which the 
latter may differ from the normal under various pathological conditions :— 

Appearance.—Cerebrospinal fluid is normally quite clear and free from colour, so 
that in a test-tube it may be difficult to distinguish it from water ; when there are inflam- 
matory changes in the central nervous system, particularly in all the acute forms of 
meningitis, the fluid becomes opalescent, turbid, purulent, or even fibrinous ; and, instead 
of being colourless, it may develop a yellow or reddish-brown colour—when coagulable 
proteid is also present the combination has been termed the wantho-proieic reaction. 

Specific Gravity——kIts normal specific gravity is low, lying, as a rule, between 1-004 
and 1-007. It may retain a normal specific gravity even in diseased conditions, for instance, 
in cases of general paralysis of the insane; but with inflammatory changes, such as 
meningitis, the specific gravity is liable to increase. 

Tension.—Normally the fluid drops out through the lumbar-puncture needle at the 
rate of 60 drops per minute. If it exudes at a lower rate than this no definite deduction 
can be drawn; but if the rate of outflow is higher than one drop per second, it indicates 
a eondition of hypertension due to disease such as meningitis, cerebral tumour, hzmor- 
rhage, or abscess. 

Reaction.—Cerebrospinal fluid, normal or abnormal, is always alkaline. 

Cryoscopy.—The normal freezing point of the cerebrospinal fluid is —0-55°C.; in 
disease it may be either above or below this ; generally speaking, the greater the diminution 
in the freezing point the more likely is acute organic disease to be present in the central 
nervous system. 

Sugar.—The amount of reducing substance in normal cerebrospinal fluid, estimated 
by the reduction of Fehling’s solution, is approximately 1-5 parts per 1000; in diabetes 
mellitus this is more or less increased ; what the figures are in other conditions has not 
yet been established fully, but there is some evidence to show that the sugar is materially 
decreased in dementia precox. . 

Urea.—Urea in cerebrospinal fluid amounts normally to 0-15 parts per 1000; the 
disease in which there is any material increase in this is uremia, and the excess of urea in 
cerebrospinal fluid in this condition is sometimes an important point in the differential 
diagnosis in cases of coma. 

Proteids—There is little if any coagulable proteid in normal cerebrospinal fiuid ; 
careful analyses have shown that no albumin is present, but that there are traces of 
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globulin ; in diseased conditions, particularly those associated with inflammation within 
the cranium or spinal canal, there are albumin, more globulin than normal, and often 
some nucleo-proteid. 

Choline.—Some stress was laid at one time upon the supposed fact that choline 
platino-chloride crystals were obtainable from the cerebrospinal fluid when acute nervous 
degeneration was taking place, and not in health; but the tests employed were unreliable, 
and the general opinion now is that deductions drawn from analyses for choline are 
erroneous, even when the choline periodide crystals are tested for instead of the platino- 
chloride. 

Cytological Examination.—The normal fluid is practically free from cells, although, 
owing to the impossibility of avoiding slight injury to vessels by the introduction of the 
lumbar-puncture needle, a few red corpuscles are generally found in the centrifugalized 
deposit, and a few leucocytes corresponding to the numbers that would be expected in the 
blood represented by the red cells. It is probable that cerebrospinal fluid obtained quite 
free from blood contamination would be free from leucocytes. Quite otherwise is it in 
certain diseases—not only in acute lesions, such as meningitis, but also in chronic degenera- 
tions, such as general paralysis of the insane. It is important to examine the centrifugalized 
- deposit, not merely for the presence or absence of leucocytes, but also for the different 
relative proportions of polymorphonuclear cells and of lymphocytes. <A considerable 
number of polymorphonuclear cells generally indicates bacterial infection of the sub- 
arachnoid space by some organism other than the tubercle bacillus, especially streptococci, 
staphylococci, pneumococci, and meningococci. Some degree of polymorphonuclear 
excess may, however, accompany the characteristic lymphocytosis of a few cases of tuber- 
culous meningitis. Mononuclear proliferation—lymphocytosis—indicates, as a rule, a 
subacute or chronic inflammatory or degenerative condition ; it almost invariably accom- 
panies syphilitic lesions of the central nervous system, particularly general paralysis and 
tabes dorsalis ; it is also to be expected in tuberculous meningitis, and in sleeping sickness. 
It is not, however, pathognomonic of any of these, for it has been observed also in entirely 
different conditions, such as herpes zoster, acute ,anterior poliomyelitis, some cases of 
cerebral tumour, lymphatic leukemia, chloroma, and even mumps. Although lympho- 
eytosis generally indicates chronic mischief, and polymorphonuclear leucocytosis acute 
infection, in the later stages even of acute microbial infections mononuclear cells may be 
more numerous in the cerebrospinal fluid than are the polymorphonuclears. In a few 
cases of new growth, especially sarcoma, affecting the spinal cord or its meninges the 
diagnosis has been suggested by the discovery of large atypical cells in the fluid obtained 
by lumbar puncture. 

Bacteriological Examination.—Normal cerebrospinal fluid is absolutely sterile. In 
pathological conditions it may be examined bacteriologically in various ways, including 
direct staining of films made from the centrifugalized deposit, cultural methods, and 
inoculation into animals. The most important organisms that have been found are the 
pheumococcus, streptococcus, bacillus tuberculosis, meningococcus (Weichselbaum’s 
Diplococcus intracellularis meningitidis), pneumobacillus, staphylococcus, bacillus typhosus, 
bacillus influenzz, spirocheta pallida, and, probably as a terminal infection only, the 
Bacillus coli communis. The cerebrospinal fluid may be used for testing for Wassermann’s 
reaction for syphilis in the same way as is blood serum ; the test is not necessarily positive 
in the former when it is in the latter, but when the cerebrospinal fluid itself gives a positive 
reaction, there is almost certainly active syphilitic disease of the nervous system. It is 
important to know that a negative Wassermann reaction in the blood does not exclude 
Syphilis of the nervous system—the blood is negative in not a few cases of tabes dorsalis, 
for example, even when no antisyphilitic remedies have been employed. The Treponema 
pallidum (Spirocheta pallida) has bzen found in the cerebrospinal fluid, but it is more likely 
to be detected in the local syphilitic lesions. The only protozoon at all constantly met with 
in the cerebrospinal fluid in disease is the Trypanosoma gambiense in cases in which the 
trypanosomiasis has reached the stage of sleeping sickness. 

Amongst the less usual causes of hemiplegia it is worthy of particular mention that 
general paralysis of the insane sometimes attracts little or no attention until a seizure of 
some kind occurs, this seizure not infrequently being epileptiform, and sometimes producing 
a hemiplegia closely simulating that due to cerebral hemorrhage. The diagnosis may 
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remain uncertain until the course of the case can be followed, but Wassermann’s serum 
reaction, and the lymphocytosis in the cerebrospinal fluid, may each serve to point to 
the true nature of the case. Another feature is the very rapid rate of temporary recovery 
exhibited by some patients : deeply comatose and hemiplegic when seen upon the day of 
seizure, nearly all the symptoms may have disappeared by the next morning in a way that 
would be unusual were they due to a hemorrhage of sufficient size to cause so deep a coma. 

In elderly people, incomplete hemiplegia may occur rapidly but transiently over a 
period of years, in such a way as to suggest during the first attack or two that there has 
been an actual extravasation of blood within the brain. The rapidity with which the 
hemiplegic symptoms may disappear, and the way in which they may recur and yet dis- 
appear again each time, render it probable that these patients are not suffering from the 
effects of recurrent small haemorrhages, but from a condition of partial occlusion of their 
cerebral vessels by atheroma to such an extent that, whereas the circulation is just sufficient 
for the needs of the brain at one time, it is just insufficient at other times ; the result being 
that when the insufficiency of cerebral circulation is most in evidence, weakness of a hemi- 
plegic type ensues, to disappear when rest in bed restores the cerebral circulation to a 
sufficiency again. Cases of this kind have been spoken of as suffering from intermittent 
claudication, as though the vessels could alternately dilate and close up spontaneously ; 
but there is evidence to show that there are no efficient vasomotor nerves in the cranial 
vessels, so that the theory of borderland sufficiency of circulation through atheromatous 
vessels is more probable than that of intermittent claudication. 

Cerebral tumour or cerebral abscess may produce hemiplegia by infiltrating either the 
cerebral cortex or the pyramidal tract directly, or by these becoming involved in the 
softening around the tumour or the abscess ; in most cases there will be a history of weeks 
or months of headache, giddiness, and effortless vomiting, with or without signs of irritation 
previous to the paralysis; ophthalmoscopic examination will frequently reveal optic 
neuritis of the choked disc type (Plate XLX, Fig. k, p. 416), and in the abscess cases there 
will generally be a predisposing cause, particularly otitis media. It is well known, however, 
that either a tumour or an abscess within the cranium may be latent for months, and in 
some such cases symptoms may come on acutely, especially if there has been hemorrhage 
into a softening tumour. Ordinary cerebral hemorrhage may be simulated in this way, 
but if well marked optic neuritis is found in both eyes, it is probably not a hemorrhage 
only. The existence of pyrexia is not by itself evidence of abscess, for hemorrhage near 
the internal capsule, or in the motor cortex, often leads to some rise of temperature for 
the time being, whilst pontine hemorrhage is not infrequently associated with hyper- 
pyrexia, and in not a few cases of intracranial abscess pyrexia is conspicuously absent. 

Injury to the Spinal Cord in the Cervical Region is a very rare cause of paralysis of the 
arm and leg upon the same side ; first, because trauma here is extremely liable to damage 
more than half the cord ;' and, secondly, because the injury must involve the lower part 
of the cervical enlargement if the arm is to be paralyzed, and it is, therefore, very liable 
indeed to interfere with the subsidiary respiratory centres, and thus prove rapidly fatal. 
Occasionally, however, either a knife stab or a bullet wound on one side of the neck produces 
hemiplegia with evidence of unilateral paralysis of the diaphragm as observed when the 
patient’s abdominal respiratory movements are watched in a good light. It has sometimes 
been asserted that the patient will have anesthesia, not of the same, but of the opposite 
side of the body: in practice this is not generally the case, the hemiplegia and the hemi- 
anesthesia being on the same side as the lesion in at least some instances. 

Children of a rheumatic tendency, who are subject to chorea, sometimes present the 
movements of the latter upon one side of the body only—hemichorea ; both before the 
actual movements appear and after they have ceased there is apt to be considerable, and 
occasionally extreme, weakness of the affected side ; so much so that some intracranial 
lesion may be suspected, unless there has been clear evidence of the existence of chorea. 

Occasionally, weakness of a hemiplegic nature may be the first symptom of meningitis, 
whether tuberculous, suppurative, posterior basal, or epidemic cerebrospinal ; sometimes, 
upon post-mortem examination a definite unilateral softening, or a tuberculous nodule 
affecting the pyramidal fibres may be found to account for this ; but more often the appear- 
ances seen after death fail to explain why there should have been unilateral paretic 
symptoms. In the earlier stages the diagnosis may be quite obscure, but sooner or later 
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the paresis becomes bilateral, and the course of the disease indicates meningitis beyond 
doubt, especially if there are convulsions, vomiting, and optic neuritis. Choroidal tubercles 
may be detected in some cases (Plate XX, Fig. w, p. 418), and the cerebrospinal fluid 
may be examined cytologically and bacteriologically. 

Disseminated Sclerosis is a very slowly progressive disease, in which during the earlier 
stages the foci of sclerosis are few and quite irregularly distributed, so that whereas in 
the later stages ataxy, intention tremor, more or less spasticity with increased knee-jerks, 
extensor plantar reflexes, ankle-clonus, and either slurred or staccato speech, are to be 
expected, these are only present when, in the course of years, numbers of sclerotic foci 
have accumulated in the spinal cord and brain; long previous to this there have been 
irregular symptoms, amongst which may be hemiplegia; the diagnosis at this stage is 
often a matter of opinion only, though if the patient can be watched over a sufficient length 
of time the nature of the case ultimately becomes obvious. 

The symptoms of caisson disease are due to the liberation of air bubbles in the nervous 
system, and what the symptoms will be depends on where these bubbles are ; in most 
instances they are widely scattered, so that bilateral paralyses are more common than 
unilateral ; it is possible, however, for caisson disease to produce hemiplegia if a relatively 
large air bubble becomes liberated in or near the internal capsule. The diagnosis depends 
on the history and occupation. 

Hysteria may be responsible for almost any form of nerve symptom, hemiplegia being 
not an uncommon variety. There is no wasting, except that which may be due to disuse ; 
the knee-jerks may be exaggerated, but the plantar reflexes will remain flexor, and there 
is no ankle-clonus ; the face, as a rule, is unaffected ; if the patient, lying flat upon her 
back, is asked to raise her legs from the bed, she will raise the sound leg, but not that which 
is paretic ; whereas, in a case in which there is incomplete paralysis of one leg due to 
organic lesions of the upper neuron upon one side, an attempt to raise the leg in this way 
often leads to the paretic leg being lifted as well as the other. The sex and age of the 
patient, her previous history, and the presence possibly of other functional nerve symptoms 
(p. 465), would indicate the diagnosis. Herbert French. 


HICCOUGH is a symptom which more often than not has no clinical significance, 
resulting, as it does even in the healthiest people, from excessive laughter, from stimulation 
of certain reflex spots, especially about the chin, from tickling, or even coming on spon- 
taneously without any obvious cause at all. 

Occasionally, however, hiccoughing may be so persistent or may reach so alarming 
a degree, that it becomes of clinical importance. The patients may be divided into two 
groups, namely, those in whom there is already severe illness, and those who are not 
obviously ill. Of the former group there are two main types—the Alcoholic and the 
Peritonitic. No difficulty of diagnosis arises between these two; the drunken person’s 
hiccough has a character of its own. The patient who has an acute abdominal condition 
associated with hiccough will have presented grave symptoms long before hiccough sets 
in, the diagnosis often having been arrived at by urgent laparotomy. Hiccough in these 
cases does not serve to distinguish between acute peritonitis due to whatever cause, acute 
hemorrhagic pancreatitis, acute intestinal obstruction from any cause, or acute post- 
operative dilatation of the stomach ; its occurrence and persistence, however, indicate a 
very grave prognosis. 

When persistent or recurrent hiccough is a troublesome symptom in a patient who 
is not obviously ill—so troublesome that something more than a simple hiccough has to 
be thought of—three main types of malady will suggest themselves, namely :— 

1. Hysteria or neurosis. , 

2. Mediastinal irritation of vagi or phrenic nerves, e.g., by caseous glands. 

3. Degenerative changes in the medulla oblongata. 

None of these three types is at all common, and their diagnosis during life is often a 
matter of opinion. 

Functional Hiccough is a remarkable malady hardly to be mistaken. The patient 
is generally a girl between 15 and 25 years of age, and she may hiccough persistently 
throughout her waking hours for weeks, at the rate of two or three times a minute. She 
will sleep well, and the hiccough stops during sleep. She will eat well, but may hiccough 


308 HICCOUGH 


during meals in a most distressing way. She will have exaggerated knee-jerks, brisk 
flexor plantar reflexes, and she will be amenable to treatment by suggestion. Whether 
treated or not, the hiecough will cease in time, though it may persist on and off for 
weeks; often it will be noticed to have come in the place of some other neurosis 
(p. 465), and when it goes it may be replaced by other functional nerve symptoms. 

Irritation of a Vagus or Phrenic Nerve by something in the mediastinum causes 
recurrent attacks of intractable hiccough only in rare cases. In a child, the least uncom- 
mon cause is tuberculous caseation of bronchial and mediastinal glands ; these seldom obstruct 
a bronchus or in other mechanical ways afford evidence of their presence ; but they may 
be associated with periodic attacks of febrile illness in a patient who looks delicate, and 
who has been in the habit of drinking much milk ; and there may be evidence of chronic 
enlargement of the glands elsewhere, particularly those in the neck or in the abdomen. It 
may be possible to see the shadow of the gland with the a-rays (Fig. 61, p. 149). Adherent 
pericardium, or any cause of great enlargement of the heari, may also produce hiccough. 
In an adult the least uncommon causes are either malignant or lymphadenomatous 
deposits in the mediastinum, or else fibrous mediastinitis. 'The former may be indicated 
by reason of there being symptoms of a primary growth in the cesophagus or elsewhere, 
or by progressive varicosity of the veins of the chest wall, or signs of recent and increasing 
obstruction to a bronchus ; chronic mediastinitis has generally been preceded by repeated 
attacks of pleurisy and pericarditis, especially in those subject to acute rheumatism. 
Hiccough is an exceptional symptom in these cases. 

' Urzmic Hiccough is rare, but it may be persistent and of grave omen. A few patients 
suffering from serious but not urgent abdominal disease develop distressing hiccough in 
some reflex way that is not understood ; in a few instances it may be that the diaphragm 
is being irritated, for example by secondary deposits of cancer in the liver, a gumma or abscess 
in the liver, an infarct in the spleen, or a carcinoma of the stomach; but sometimes the 
mischief seems far removed from the diaphragm—a carcinoma of the sigmoid colon, for 
instance, or cancer of the womb, even when there are no secondary deposits. 

Finally, if hiccough is due to degeneration or softening of the medullary centres, it will 
almost certainly be associated with other symptoms of cerebral or spinal mischief; in 
a young adult there might be a suggestive history of syphilis or chronic alcoholism, whilst 
in an older person there would be thickened and tortuous arteries, a high tension pulse, 
an enlarged heart, arcus senilis, possibly albuminuria in an abundant urine of low specific 
gravity—signs of senile degenerative changes. ITerbert French. 


HIPPUS.—(See Purit, ABNORMALITIES OF THE, p. 551.) 


HUSKINESS. 


(See SPEECH, ABNORMALITIES OF, p. 623). 


HYPERACUSIS, or undue sensitiveness to ordinary noises or sounds, is seldom a 
symptom pointing to disease of the ear itself; aural lesions such as otitis media nearly 
always cause impaired hearing or actual DEAFNESS (p. 163), and not hyperacusis. The 
latter is complained of rather by those whose brain centres are in an unstable, irritable, 
over-strained, or excitable state as the result of either local_or general conditions which 
include the following :— 


1. Local Causes :— 


(a). With gross lesions of the brain itself. 


Tuberculous meningitis ) Beatie Gumma of the brain 
Meningococcal meningitis zap Abscess of the brain 

Suppurative meningitis Tumour of the brain. 
Pachymeningitis 


j stages 


(b). Without gross lesions of the brain itself, but affecting the latter reflealy from the 
severity of local pain :— 


Tic douloureux Severe headache from any cause 
Glaucoma (p. 293), especially sick headache 
Iritis or migraine. 


Inflammatory conditions of the scalp 


(c). After injury to the head—concussion. 
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2. General Causes :— 
(a) During convalescence from any severe illness, especially fevers. 


(b) Strychnine poisoning Secondary syphilis Hysteria 
Tetanus © High blood-pressure conditions | Hypochondriasis 
Malaria Neurasthenia Graves’s disease. 


The circumstances of the case will nearly always indicate the nature of the cause. 
Probably the most marked instances of hyperacusis are met with in association with tic 
douloureux ; it is not so much perhaps that the patient hears more actuely than usual, as 
that she dreads the onset of a paroxysm of facial pain which may be brought on suddenly 
and acutely by almost anything, and often by hearing a door bang, or somebody talking 
loudly ; she therefore complains of the least noise, and keeps herself shut up in her room, 
from which all sounds are excluded by all kinds of special devices. 

The neurasthenic patient who suffers from hyperacusis is to be pitied greatly ; for 
though suffermg from no serious organic disease, he dreads all sounds so much that he 
becomes an almost useless member of society, a misery to himself and his friends. His 
functional sufferings may be so bad as to drive him to desperation and to suicide. 

The desire for perfectly silent surroundings during an attack of sick headache or of 
migraine are familiar to all. The remaining affections in the list above need not be dis- 
cussed in detail here, for they will be associated with other symptoms that will point to the 
differential diagnosis—CoNVULSIONS (p. 143) for example; or Eve, ACUTE INFLAMMATION 
OF (p. 231), or VOMITING (p. 763), and so on. One would add, however, that before 
diagnosing a case as purely functional, the blood-pressure should be measured instrument- 
aliy, and the urine tested for albumin, in case the cause is arteriosclerosis or chronic 
nephritis with hyperpiesis ; and in not a few cases it is advisable to have the blood tested for 
Wassermann’s reaction, for it is surprising how often obscure nerve symptoms that at first 
sight appear purely functional really have a syphilitic basis. Herbert French. 


HYPERIDROSIS.-—(See Swrearinc, ABNORMALITIES OF, p. 654.) 


HYPERPYREXIA.—The point at which pyrexia becomes hyperpyrexia is arbitrary ; 
by some it is fixed at 105° F., by others at 106° F.. It may occur occasionally in many 
different diseases, but it is seldom itself of diagnostic significance. The patient will nearly 
always have exhibited other symptoms or signs pointing to the diagnosis ; therefore the 
following list of maladies in which hyperpyrexia may occur needs little discussion :— 


A. Fevers of Microbial, or probably of Microbial, Origin :— 


Lobar pneumonia Malignant endocarditis Cholera 
Bronchopneumonia General tuberculosis Dysentery 

Scarlatina Tuberculous meningitis. Yellow fever 

Pyemia Posterior basal meningitis Rheumatic fever 
Septicaemia Epidemic cerebrospinal menin- | Chorea insaniens 
Erysipelas gitis Uremia due to ascending 
Typhoid fever Suppurative meningitis nephritis 

Typhus fever Malaria Pyelitis. 

Tetanus Relapsing fever 


B. Lesions of the Central Nervous System :— 
Cerebral hemorrhage, especially pon- | Cerebral tumour or abscess, especially 


tine, or into one optic thalamus tumour of the pons Varolii 
Fractured skull, with contusion of the | Fractured spine, especially in the lower 

brain cervical or upper dorsal regions 
Cerebral softening Acute myelitis after injury. 


C. Affections that are less easy to classify :— 


After burns or sealds Uremia other than that due to septic 
Heat stroke or sunstroke nephritis 
Infantile convulsions Acute yellow atrophy of the liver. 


Delirium tremens 
D. Hysteria. 


There are, however, certain small points about hyperpyrexia that may be important 
in diagnosis. 
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Acute rheumatism is often stated to be a prominent cause of it ; as a matter of fact, 
hyperpyrexia is excessively rare in acute rheumatism, so that should it occur in a case that 
has been regarded as rheumatic fever, the diagnosis should be very carefully revised, lest 
it really be septicemia. 

In children the physical signs alone may leave one in doubt as to whether there is 
bronchitis only, or broncho-pneumonia, or even general tuberculosis of the lungs; the 
occurrence of hyperpyrexia generally indicates that there is more than bronchitis ; if the 
patient is not particularly livid, bronchopneumonia is more likely than general tuber- 
culosis ; the latter becomes the more probable the more ill the patient is out of proportion 
to the physical signs. Occasionally hyperpyrexia occurs in an infant or child after a fit, 
without any definite cause being assignable either for the convulsion or for the high tem- 
perature, and without any serious consequence resulting. 

In tuberculous meningitis hyperpyrexia is generally terminal; in _ posterior-basal 
meningitis, on the other hand, it sometimes occurs periodically and transiently, producing 
acute upward ‘ spikes’ upon a temperature curve that is not otherwise very high ; these 
pyrexial ‘crises’ (Mig. 258, p. 591), as they have been called, point to posterior-basal 
rather than to the more serious tuberculous meningitis. 

Hyperpyrexia may sometimes serve as the chief point in distinguishing pontine hemor- 
rhage or heat-stroke from other forms of coma, such as acute alcoholism or opium poisoning : 
in the latter, the temperature is below normal. The circumstances of the case, such as 
climatic conditions or occupations, will generally serve to distinguish between heat-stroke 
and pontine hsemorrhage. 

After an injury to the back—for instance, by a fall in the hunting field—the occurrence 
of hyperpyrexia sometimes serves to exclude the diagnosis of a mere bruising, and to point 
to the gravity of the conditions—a fractured or dislocated spine near the cervical region, 
or acute traumatic myelitis or softening of the upper part of the spinal cord. 

The diagnosis of the other diseases mentioned in the above list is not much assisted 
by the occurrence of hyperpyrexia. 

It only remains to add a word or two about hysteria and high temperatures. There 
ean be no doubt that, in exceptional cases, nearly all of which are of the female sex, the 
mercury in the clinical thermometer does actually rise to a very high figure without there 
being any corresponding illness in the patient. Malingerers have sometimes learned a trick, 
such as compressing the bulb of the thermometer enough to send the mercury up; but 
quite apart from malingering, there are females in whom, for some reason that is not yet 
understood, the mercury really does record temperatures that are not those of the internal 
tissues. Readings have been taken simultaneously in the mouth, armpits, and rectum, 
all possibility of malingering being excluded by special precautions ; all the thermometers 
registered hyperpyrexia. The diagnosis is generally made by the fact that the readings 
are so high that they must’ be unreal ; the following have been recorded in various cases : 
107°, 108°, 111°, 113°, 115-8°, 116-4°, 117°, 120-8°, 122°, 127°, 128°, and even 131° F. In 
most of these patients the symptoms were slight, though sometimes there have been 
flushings, headache, restlessness, and various functional nerve symptoms, or even delirium 
and convulsions. Unless it is at once obvious that the patient is not really ill, there must 
always be difficulty, danger, and anxiety in arriving correctly at the diagnosis of hysterical 
hyperpyrexia ; the nature of the case may remain in doubt until the course and result 
have been watched. Herbert French. 


HYPERTROPHY OF THE HEART.—(See ENLARGEMENT OF THE Heart, p. 206.) 


HYPOTHERMIA signifies a condition of subnormal temperature, and generally speak- 
ing it is assumed to refer to the temperatures registered by the thermometer in the mouth. 
Rectal temperatures do not always coincide with those of the mouth, but the clinical sig- 
nificance of variations in rectal temperatures is not yet fully understood. From a dia- 
gnostic point of view hypothermia is not often a symptom of great importance, but there 
are at least two points about it that require special mention. In the first place, coma due 
to opium poisoning may be closely simulated by coma due to pontine hemorrhage; in 
both there are bilateral loss of movement, pinpoint pupils, and few other symptoms ; with 
opium poisoning, however, the temperature becomes subnormal, whilst with pontine 
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hemorrhage it tends to rise to the level of hyperpyrexia, so that the thermometer may be 
the means of diagnosing between them. In the second, patients suffering from chronic 
valoular heart disease, with symptoms of impending or actual failure of compensation, very 
commonly suffer from hypothermia. This is a point not always emphasized sufficiently ; 
not a few cases of heart disease having for their normal temperature base-line not 98-4° F, 
but 97° F., or even 96° F (Fig. 142). It follows that a patient whose normal temperature is 
96° F. really has over two degrees of fever when his temperature reaches 98-4° F. ; he may 
develop fungating endocarditis on the top of his chronic valve lesion, and yet his temperature 
may not rise materially above 98-4° F. The fact, therefore, that hypothermia is a common 
feature in heart cases has great importance, for it indicates the necessity for regarding 
even slight rises above 98-4° F. with greater seriousness in them than in other cases. 

For the rest it will suffice to indicate the chief causes of hypothermia, which are as 
follows :— 


Chronic Debilitating Maladies, such as :— 


Chronic valvular | Cretinism Chronic nephritis, with or 
heart disease | Arteriosclerosis without uremia 
Addison’s disease Myxcedema Inanition, malignant or 
Diabetes mellitus otherwise (Fig. 143). 
Coma, due to poisons, particularly :— 
Opium | Chloral Carbolic acid 
Alcohol Anesthetics Oxalie acid 


Increased Intracranial Pressure in certain cases of :— 


Cerebral abscess Cerebellar abscess Cerebral hemorrhage. 
Cerebral tumour Cerebellar tumour 
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Fig. 142.—Temperature chart of case of chronic mitral stenosis, showing an ordinary degree of hypothermia. a 


These same lesions, especially if they involve either the pontine or the subthalamic 
regions, or if they affect the corpus striatum, may produce pyrexia or even HyPERPYREXIA 
(p. 309) instead of hypothermia, so that the inconstancy of the latter symptom detracts 
considerably from its value in differential diagnosis in these cases. 


Convalescence after certain fevers ; for instance :— 


Pneumonia | Typhoid fever | Relapsing fever. 
Shock after severe injury or after a serious operation. 


Collapse due to loss of fluid from the tissues from such conditions as :— 


Severe vomiting, Severe diarrhoea, choleraic or {| Intestinal obstruction 
whatever the cause otherwise Hemorrhage. 
Peritonitis 


Exposure, especially in the case of a child. 


In the morning, in cases of Intermittent Pyrexias of the septic or hectic types. It 
is important that the temperature should have been taken both night and morning before 
the low figures for the morning are assumed to indicate continued hypothermia ; very low 
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readings in the earlier part of the day in a patient whose malady is not at once obvious 
may arouse suspicion of a tuberculous lesion which further investigation may confirm. 

It is a point of clinical interest that, although the human normal temperature is upon 
the whole remarkably constant all over the world, Anglo-Indians and others who have 


adeno 
EV RN MORN MORN EVE stom we 
10f 2] 6 {10 sai see ecee: a val 5 [6]l0] 21 


js7oleel | [eslraleoe| _|ede0] 60160] ea/eclenes|eol eavatra vlad 
Toes] “seen zaza eslee| ea] _[o4za|s0.28zaleaza zalonce 
manman aaERED ERARERBDEOEE 


| DOLEFT CHEST TAPPED $39 


DAY OF 
Monin 


Pe: eee 


a chante | elisa atin 
C0 32 
PEE i Pe PP Cee 


geet JUNE ee 
ate tg 2 
TIME Some Poa Eve aman aan a ST ETI 


Fig. 143.—Temperature chart illustrating hypothermia in cachexia from malignant disease. The patient, a man aged 
g ig 
74, had a mediastinal sarcoma, with recurrent effusion - into left pleural cavity. 


resided long in the Tropics are frequently found to have persistently low normal mouth 
temperatures when they return to England on retirement ; thus it is quite common for 


them to have a normal temperature as low as 96° F., or in a few instances even 94° F, 
Herbert French. 


ICTERUS.— (See Jaunnice, p. 324.) 


IMPOTENCE, strictly speaking, includes any condition, whether in the male or in 
the female, that prevents the performance of coitus ; by common consent it has come to 
be restricted to inability on the part of the male. It is not synonymous with sterility ; 
the latter, in the male, implies absence of the spermatozoa necessary to fecundation ; a 
man may be sterile without being impotent, or impotent without being sterile, or both 
impotent and sterile. .There are three main groups of conditions which lead to impotence, 
namely :— 

1. Mechanical Defect, such as congenital or acquired malformation of the penis, 
absence of the penis, carcinoma, elephantiasis, and so on. These need not detain us, for 
their diagnosis is generally obvious on inspection ; one need only say that even considerable 
deformities of the genital organs are by no means necessarily associated with impotence. 

Entire Absence of Penile Erections: as the result either of some organic disease 
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of the nervous system, or of some general constitutional condition ; one may mention 
particularly the following :—: 


Tabes dorsalis Plumbism Senility 

Ataxic paraplegia Compression of the lower part | Pernicious anemia 

General paralysis of the insane of the cord Malarial cachexia 

Primary spastic paraplegia Dementia Syphilitic cachexia 

Disseminated sclerosis Diabetes mellitus Cancerous cachexia 

Amyotrophic lateral sclerosis | Atrophy of the testicles from Phthisical cachexia 

Transverse softening of the injury or fromsevere orchitis, | Exhaustion from excesses. 
cord gonorrhceal or otherwise 


There is little need to discuss these further here, for, providing they are borne in mind, 
they will be diagnosed readily as the result of a careful routine examination of the nervous 
system, urine, lungs, and so on. One need only add that impotence may be an early 
symptom in ataxic paraplegia, disseminated sclerosis, and phthisis, and that the diagnosis 
may seem to be neurasthenia only until the case has been watched. 

3. Impotence due to Inability to obtain Erections at the right time.—This is a. 
very common form of the symptom; the patients are generally told they are suffering 
from neurasthenia ; and so they are, of a particular sort. This is psychical or nervous 
impotence : strong erections may be present at inopportune times, there may be emissions 
during sleep, and yet at the very moment when sexual intercourse is intended the erection 
is either quite absent or imperfect. Sometimes, owing to extreme irritability, emission 
occurs on so little excitation that it takes place before insertion is complete, the rigidity 
of the penis relaxing almost at once, so that completion of coitus becomes impossible. 
Temporary impotence of this kind is not at all uncommon during the first few days or 
weeks of married life, especially if the wedding has been preceded immediately by par- 
ticularly hard business strain or mental overwork preparatory to the honeymoon. The 
diagnosis is arrived at partly by the history, partly by the negative result of careful physical 
examination of all the systems, especially the nervous and pulmonary ; early phthisis is 
often accompanied by inability to obtain penile erection ; but the final criterion is the 
effect of time. Where there is no organic cause for the symptom, normal coitus will occur 
presently if the patient ceases to be over-anxious about it. Herbert French. 


IMPULSE, DISPLACED CARDIAC.—(See Heart Iweutse, DispLacen, p. 297.) 
INCONTINENCE OF FACES.— Evacuation of the contents of the rectum without 


voluntary control or initiation may occur under several distinct conditions, the investiga- 
tion of which may yield results of great diagnostic importance. 

In healthy persons the reflex relaxation of the sphincter ani which is necessary for 
defecation takes place only at the bidding of the will. Some healthy persons are better 
able to resist an imperative call to stool than others, and it happens occasionally that an 
individual who is poorly endowed with the power of inhibiting the reflex may suffer from 
an incontinence of feces when the stimulus evoked by irritating contents of the bowel is 
overpoweringly strong. The individual would be conscious of the accident, which would 
be of rare occurrence, and examination would reveal no abnormality. Children often 
suffer in this way. Somewhat similar ‘ explosive diarrhoea’ is also a prominent feature 
of certain cases of carcinomatous stricture of the sigmoid colon. 

Mechanical incontinence of fseces results from injuries or diseases of the rectum or 
perineum, such as carcinoma, in which the outlet of the bowel is no longer guarded by an 
efficient sphincter. Local inspection and digital examination of the parts will suffice to 
discover the cause of such incontinence. 

In conditions of coma or partial unconsciousness, from whatever cause arising, reflex 
emptying of the bowel may occur at intervals, particularly if aperients are administered. 
Digital examination of the rectum in such cases will reveal a normal sphincter which closes 
on the observer’s finger. 

Injuries or diseases of the central nervous system above the sacral region of the cord, 
if they interfere with impulses passing from the cortex to the lumbo-sacral enlargement, 
but do not cause serious sensory disturbance in the perineal area, lead to an unstable con- 
dition to which the term ‘ precipitancy of defsecation ’ is applied. In these circumstances, 
the patient is usually constipated, but the call to stool, when it comes, spontaneously or 
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as the result of aperient medicine, is imperative, and finds the patient powerless to resist - 
or delay the act. The examination of such a person discloses a normal sphincter but, in 
all probability, some degree of spastic paraplegia, with brisk tendon jerks and extensor 
plantar responses, and inquiry will elicit the history of precipitate micturition. Moreover, 
the patient will be conscious of the acts of defeecation and micturition. This association 
of signs and symptoms is common enough in cases of partial injury to the spinal cord, in 
cases of old dorsal myelitis, of disseminated sclerosis, of syringomyelia, ete. 

With more serious disease of the central nervous system above the sacral region, the 
impulses conveying the need for defsecation do not reach the brain, and the act takes place in 
a reflex manner without the knowledge of the patient. Under these circumstances, para- 
plegia with sensory disturbance over the sacral segmental areas will help to localize the site 
of the lesion. The tone of the sphincter ani may be little below normal or quite unimpaired. 

Disease or injury leading to destruction of the sacral cord or of the cauda equina is 
distinguished by the fact that incontinence of feces is associated with an insensitive relaxed 
sphincter and with serious motor, sensory, trophic, and reflex disturbances in the lower 
extremities. When the feces are small and fluid they escape, more or less continuously, 
through the gaping anal aperture. On the other hand, they sometimes tend to accumulate 
in dry masses too large to pass the portal without assistance. The patient is unconscious 
of the accumulation, unconscious of soiling, and insensitive to the exploring finger. 

It will be understood from the above statements that for the purpose of diagnosis it 
is necessary, in all cases of faecal incontinence, not only to inquire into the exact features 
of the incontinence, the presence or absence of a call to stool, the tendency to constipation 
or precipitancy, the ability to feel the passage of motions, ete., but to supplement the know- 
ledge gained in this way by a local examination, especially of the sphincter ani, and an 
investigation of the motor, sensory, and reflex conditions in the lower extremities. 

KE. Farquhar Buzzard. 


INCONTINENCE OF URINE. 


(See MicrurtTion, ABNORMALITIES OF, p. 393.) 
INCO-ORDINATION.— (See Araxy, p. 55.) 


INDICANURIA._Indican in the urine is mainly due to the formation of indol in 
the intestine as the result of putrefactive changes in the products of tryptic digestion 
of proteids. The indol so formed is absorbed from the bowel, and converted in the liver 
into relatively innocuous potassium indoxyl sulphate, or indican. This is tested for by 
oxidizing it to indigo, the blue colour of which is characteristic. Almost any oxidizing 
agent could be utilized for the test, but the difficulty is that even slight excess of the reagent 
destroys the indigo. A brown ring appearing at the junction of the urine and the acid, 
when testing for albumin with nitric acid that is slightly fuming, generally indicates a 
considerable degree of indicanuria. To be certain of this, Jaffe’s bleaching-powder test 
is usually employed. There are several ways of using it. Fresh solution of calcium 
hypochlorite is essential. To about 20 c.c. of urine add 8 c.c. of chloroform and 8 e.c. of 
hydrochloric acid of medium strength ; the colourless chloroform sinks to the bottom of 
the mixture ; a drop of the calcium hypochlorite solution is now added and the test tube 
deliberately inverted once or twice ; a second drop is added, and so on, the colour of the 
chloroform being watched the while. If indican is present, it becomes oxidized to indigo, 
which is dissolved out by the chloroform so that the latter changes from colourless to blue, 
and the depth of indigo-blue colour in the chloroform affords a rough measure of the amount 
of indican in the urine. The main precaution to be taken is, not to add the hypochlorite 
solution too rapidly, for excess of it discharges the colour. 

Indican being an ethereal sulphate, it is present in excess under the same circum- 
stances as an excess of ethereal sulphates. At one time it was thought that much useful 
clinical information as to the condition of the intestines could be learned from its occurrence. 
It is true that any circumstances that are likely to increase the putrefactive changes in 
the proteid in the bowel are also likely to increase the amount of indican in the urine : 
marked indicanuria is generally found in cases of chronic constipation, intestinal obstruc- 
tion, diarrhoea, typhoid fever, dilated stomach, peritonitis, acute enteritis or colitis, appen- 
dicitis, membranous, tuberculous or ulcerative colitis, acute and chronic dysentery, cholera, 
intussusception, and carcinoma coli. It affords no assistance in diagnosing between one 
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and another of these various affections, however. Moreover, it may occur when there is 
decomposition of albumin elsewhere in the body than in the bowel ; for instance, in gan- 
grene of the lung, gangrenous empyema, putrid bronchitis, bronchiectasis, or advanced 
pulmonary tuberculosis. Another difficulty is that a considerable number of perfectly 
healthy individuals pass quite large quantities of indican in their urine. There are some 
who contend that even these healthy persons are really suffering from intestinal putrefactive 
changes without knowing it; this is possible, but from the patient’s point of view it is 
tantamount to saying—what is indeed almost true—that indicanuria has no real diagnostic 
or clinical significance. Herbert French. 


INDIGESTION.—It is important to remember that ‘ indigestion’ is a symptom, 
and not a disease ; and if a patient complains of this, one should enquire more particularly 
as to the exact nature of the abnormal sensations present, e.g., pain, fullness, flatulence, 
vomiting, ete.. The diagnostic indications furnished by each of these symptoms is con- 
sidered separately (see VOMITING, p. 763; PAIN IN THE EPIGASTRIUM, p. 486 ; FULLNESS, 
p. 248; FLATULENCE, p. 240, ete.), but it may be convenient here to offer some general 
guidance as to the methods of arriving at a diagnosis in cases in which ‘ indigestion,’ 
-in one or other of its aspects, is the chief complaint. 


J. SIMULATION OF DYSPEPSIA BY OTHER CONDITIONS. 


At the outset one should never forget that a patient may describe his case as one of 
indigestion, although he is not really suffering from any primary affection of the stomach 
at all; and mistakes can only be avoided by subjecting every such case to a thorough 
physical examination of all the organs, and not confining it to the abdomen. If the possi- 
bility of error is borne in mind, it is not usually difficult to avoid ; and, accordingly, it 
will be sufficient to enumerate briefly the chief conditions to be thought of. These are :— 

The Vomiting of Pregnancy.—The possibility of pregnancy should always be 
present to the mind when one is consulted by a young woman who complains of vomiting 
and indigestion, and the other signs and symptoms of pregnancy (p. 19) looked for. 

Cerebral Vomiting.—In children, particularly, vomiting of cerebral origin may be 
mistaken for dyspepsia. Incipient meningitis and tumour are the commonest causes of 
such vomiting. The former, in its earliest stage, may be very difficult to diagnose with 
certainty, but the presence of signs of cerebral irritation (e.g. photophobia, squint, irrita- 
bility, headache, Kernig’s sign, etc.) should make one suspicious ;_ paralyses, headache, 
and optic neuritis point to tumour. Examination of the cerebrospinal fluid obtained by 
lumbar puncture may be required (p. 804). 

Uremia may masquerade as ‘ indigestion,’ characterized by loss of appetite and 
vomiting (uremic gastritis). The ‘ uremic odour’ in the breath, high arterial tension, 
and albuminuria and albuminuric retinitis, should be looked for. It must be remarked, 
however, that albumin may be absent from the urine in undoubted cases of uremia. 

Phthisis.—In cases of early phthisis, indigestion may be the chief symptom of which 
the patient complains, nausea and vomiting being often present. This can be excluded 
by a careful examination of the chest and of the sputum, which should never be omitted, 
especially in young subjects. 

The Gastric Crises of Tabes are apt to be mistaken for dyspepsia. Paroxysmal 
vomiting of great violence is the usual form they assume, and they may simulate gastric 
ulcer or other organic affections of the stomach. If the knee-jerks be absent and the pupils 
immobile to light, the diagnosis is easy, but it must be remembered that gastric crises may 
occur early in a case of tabes before the usual signs of disease of the cord have manifested 
themselves. One should enquire in such a case for a history of lightning pains, and for 
any trouble with the bladder. It is said also that the blood-pressure is raised during a 
gastric crisis, whereas it is lowered in all other cases of acute vomiting. (See also PAIN 
IN THE LOWER EXTREMITIES, p. 438.) 

Nervous or Hysterical Vomiting may also simulate dyspepsia. The diagnosis here 
must be made largely by the method of exclusion. The patient is usually a woman, and 
there may be other signs of hysteria present (p. 465). 

In Chronic Intestinal Obstruction the abdominal pains, and the vomiting which 


316 INDIGESTION 


often accompany them, may be described by the patients as ‘ indigestion.” In such a 
case there will be distention of the abdomen, often with visible peristalsis, and a history of 
gradually increasing constipation. A tumour may be felt, or examination with bismuth 
and the w-rays, or with the sigmoidoscope, may clear up the case. 

Cholecystitis is very apt to be diagnosed as ‘ indigestion. In the case of middle- 
aged or elderly women, particularly, who complain of ‘ wind’ and ‘ spasms,’ the possi- 
bility of the presence of gall-stones should always be thought of. 

Chronic Appendicitis may manifest itself chiefly by symptoms which point to the 
stomach rather than to the vermiform appendix as the seat of the disease. The pain in 
such a case may have the character of a typical ‘ hunger-pain,’ and be relieved by alkalis. 
In children who are brought to one for ‘ indigestion,’ with vague abdominal pains, the 
possibility of appendicitis should be specially remembered. 

Angina Pectoris in one of its forms may be accompanied by much flatulence, which 
leads the patient to consult his doctor for ‘ indigestion.’ The occurrence of the symptoms 
upon exertion, the characteristic tendency of the pain to spread into the left arm, and the 
frequent presence of a high blood-pressure are all of diagnostic value. Abdominal angina, 
in which the pain is seated in the large abdominal blood-vessels, may be more difficult to 
differentiate. Flatulence is again a pronounced feature ; but there may also be vomiting, 
and even hematemesis. Thickening of the peripheral blood-vessels is usually present ; 
and the therapeutic test is of help, the pain being relieved by vasodilators, and especially 
by diuretin. 

A patient who suffers from Migraine may describe his case as one of ‘ indigestion.’ 
The chief diagnostic point is the occurrence of severe headache with or preceding the 
gastric symptoms, and the marked periodicity of the attacks. 

Extra-abdominal causes of Pain are often put down by patients to indigestion. 
Examples of these are pleurisy, spinal caries, and aneurysm. 

Eructatio Nervosa, due to air-swallowing, is also usually described as indigestion. 
For the method of diagnosing it, see FLATULENCE (p. 240). 


II. FUNCTIONAL VERSUS ORGANIC DYSPEPSIA. 


Having excluded all these possible causes of error one may conclude that one has to 
deal with a case of either organic or functional disease in the stomach itself. If vomiting, 
loss of flesh, or severe pain be prominent symptoms, the disease is probably organic ;_ if 
these be absent, and the affection has persisted for some time, one has most likely to do 
with a functional disorder. ; 


Ill. DIFFERENTIAL DIAGNOSIS OF ORGANIC DYSPEPSIAS. 


The chief organic diseases which have to be thought of are: (1) Cancer, (2) Ulcer, 
(3) Gastritis, (4) Obstructive dilatation. 

Cancer.—A malignant growth in the stomach may be situated either at the cardiac 
orifice, in the body, or at the pylorus. In the first of these situations it will produce difficulty 
in swallowing. If at the pylorus, it will result in dilatation of the stomach (see below). 
Growths in the body are those which are most difficult to diagnose. 

(a). A history of ‘ indigestion’ beginning abruptly in a patient (oftenest a man) 
above the age of forty, and not yielding speedily to simple treatment, is very suspicious. 
On the other hand, it must be remembered that in a considerable number of cases the growth 
starts in an old ulcer, so that a history pointing to this may also be in favour of carcinoma. 

(b). Steady loss of weight, and the early appearance of anzmia, point to malignant 
growth; but, on the other hand, the absence of these signs, and even a temporary gain 
in weight under treatment, by no means exclude it. 

(c). Loss of appetite, and especially a disinclination for meat, are usually early 
symptoms. Nausea and vomiting supervene later but are rarely absent altogether. Pain 
may be present early, and is often more or less constant. (See PAIN IN THE EPIGASTRIUM, 
p. 436). 

(d). A steady diminution in the amount of hydrochloric acid in the gastric juice, with 
the presence of lactic acid and of Oppler-Boas bacilli in the gastric contents, is a combina- 
tion pointing strongly to carcinoma. 
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It is therefore upon a combination of these symptoms and signs that the diagnosis 
must be based in the early stage when it is most important to make it. Later, a tumour 
may be felt below the left costal margin, or in the epigastrium ; enlarged glands may 
appear above the left clavicle, although they are exceptional ; and there may be signs 
of secondary growths in the liver, or at the umbilicus. When ulceration has supervened, 
traces of blood may be found in the gastric contents, and occult blood in the stools (p. 81). 

In some cases of carcinoma of the body of the stomach, pronounced anzmia is one 
of the earliest and most striking symptoms. Such cases have to be diagnosed from per- 
nicious anemia. A blood-count will usually suffice to distinguish them, for in gastric 
carcinoma the red cells are rarely below 2,000,000 per cubic mm., whereas in pernicious 
anzemia they go much lower than that; in pernicious anemia, also, the colour-index is 
about 1 or above it, in carcinoma it is less than 1. Megaloblasts are found in the film in 
pernicious anemia (p. 24), but not in carcinoma. In spite of all that has been said above, 
the early diagnosis of carcinoma of the stomach is a matter of great difficulty ; and it may 
be justifiable to resort to an exploratory operation in a suspicious case which does not clear 
up after a few weeks’ treatment. 

Uleer.—The characteristic symptom of gastric ulcer is pain which comes on after 
‘food and is relieved by vomiting, which is usually though not invariably present. 
Hematemesis is strongly confirmatory, but is often absent. The symptoms will be found 
on p. 268. Duodenal ulcer is also often associated with symptoms that the patient describes 
vaguely as ‘ indigestion’; the symptoms are given on p. 271. 

The chief sign of ulcer is a localized spot of tenderness on deep pressure. 

Gastritis.—Chronic ‘ gastric catarrh’ is certainly diagnosed oftener than it should 
be, the majority of cases so described being really examples of functional dyspepsia. The 
symptoms are loss of appetite, fullness and weight in the epigastrium, depending greatly 
upon the kind of food taken; pain is not a feature of gastritis ; nausea is common, and 
vomiting may occur, but is not usually a prominent symptom. There is no characteristic 
physical sign, and a diagnosis cannot be made with certainty without the use of the stomach 
tube. This shows : (a) Diminished total acidity, or even complete absence of gastric juice ; 
(b) Iixcess of mucus in the contents, or the presence of mucus on washing out the fasting 
stomach. Having determined the presence of gastritis, one has to settle whether it is 
primary or secondary. Secondary gastritis may occur: (a) Where there is disease of the 
heart, causing back-pressure ; (b) In cirrhosis of the liver ; (c) In chronic renal disease. 
If all of these can be excluded, primary gastritis may be diagnosed, and the chief causes 
of the latter looked for. These are: (a) Defective or carious teeth, and oral sepsis ; 
(b) Abuse of alcohol, tea, or tobacco, or the taking of irritating articles of food. 

Dilatation.—The presence of dilatation is determined by: (a) Showing that the stomach 
is enlarged ; and (b) Proving the occurrence of stagnation of the contents. 

(a). Enlargement of the stomach may be inferred when, by percussion, the greater 
curvature is found to reach below the level of the umbilicus, the lesser curvature being in 
its normal position. In order to facilitate percussion it may be necessary to inflate the 
stomach by making the patient swallow 90 er. of tartaric acid followed by 120 gr. of bicar- 
bonate of soda. Examination by the aw-rays after a bismuth meal is of help in obscure 
cases (Fig. 144). The presence of splashing is not a certain sign of dilatation, unless it. 
be present some hours after a meal. 

(b). The occurrence of stagnation of contents is proved by giving the patient an even- 
ing meal, preferably containing some easily recognizable food, e.g., currants, and washing 
out next morning. If food residues are present in the washings, stagnation may be inferred. 
Examination with the a-rays is a still more certain method of diagnosing delay in emptying 
of the stomach ; normally the bismuth or barium meal should have left the stomach in six, 
or at most eight, hours. 

The cause of dilatation may be either: (a) Some obstruction at the pylorus; or 
(b) Primary atony of the stomach wall. 

In distinguishing between these, the history may help. Thus the occurrence in the 
past of symptoms of ulcer points to a cicatrical stenosis of the pylorus. If visible peristaltic 
Waves are seen, one may be sure of the existence of an obstruction. These can sometimes. 
be elicited by massaging the stomach, or by flicking the surface of the abdomen gently 
with a wet towel. The presence of actual stagnation of the contents is also strongly in 
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favour of obstruction, as this rarely, if ever, occurs in cases of atonic dilatation. Copious 
vomiting also points to obstruction, as it is exceptional to meet with this symptom 
in atony. 

Assuming that obstructive dilatation has been diagnosed, one has next to determine 
its cause. Here one has to distinguish between benign and malignant obstruction. A 
history or signs and symptoms of ulcer (see above), point to the former ; the general sym- 
ptoms of carcinoma. to the latter. A tumour may be felt in either case. Examination of 
the stomach contents also helps in the differential diagnosis. The presence of abundance 
of free HCl, with sarcinze and yeasts. points to benign stenosis ; diminution or absence of 
HCl with the presence of lactic acid and Oppler-Boas bacilli, to malignancy. 

One has further to distinguish dilatation from: (a) Gastroptosis ; and (b) Hour-glass 
stomach. 

(a). In gastroptosis, percussion (if necessary after inflation) will show that the lesser 
curvature is displaced downwards, as well as the greater ; but the normal distance between 
the two curvatures—about four inches—is preserved. In most cases of gastroptosis the 
right kidney is more or less freely movable, and this affords confirmatory evidence. The 
x-rays may also be of help (ig. 144). 

(b). Hour-glass stomach may be diagnosed by the following signs :— 

(i). If the stomach be washed out with a 
known quantity of fluid, e.g. 30 oz., it will be 
found that some has been lost, e.g. 6 0z., when 
the return fluid is measured. Some of the fluid 
seems to disappear, in fact, as if it had flowed 
through a hole. 

(ii). If the stomach is washed clean, and the 
tube passed a few minutes later, several ounces 
of fermenting liquid may be obtained, which have 
escaped from the pylorie pouch. 

(iii). If the stomach is drained apparently 
dry, a splash can still be obtained over the 
pyloric end (* paradoxical dilatation ’). 

(iv). If the stomach resonance is percussed 
out carefully, and the viscus is then inflated with 
tartaric acid and soda, as described above, and 
then again perecussed, it will be found that a 
great increase in resonance has occurred at the 
cardiac end only. If the abdomen is watched for 

Fig. 144.—Skiagram showing the bismuth shadow of z aE ve pyicHe ares rage eae be oa 
i dienes and dilated stomach, the patient beiea in che to fill gradually and become prominent. A loud 
vertical position. C, crest of left ilium; F,fundusof gyshing sound can also be distinguished on-listen- 
stomach ; P, pylorus: R, twelfth left rib: V, vertebral : ¥ 
column. (By Dr. A. C. Jordan.) ing with the stethoscope over the site of the 
opening between the two pouches. 

(v). w-ray examination after a bismuth meal will show the division of the stomach 

into two pouches (Fig. 128, p. 268). 


IV. DIFFERENTIAL DIAGNOSIS OF FUNCTIONAL DYSPEPSIA. 


Assuming that all the above forms of organic disease can be excluded, one may con- 
clude that the case is one of functional dyspepsia. 

The next task is to determine what particular variety of functional disorder one has 
to deal with. In attempting to do this, one is met at the outset by the difficulty of classi- 
fying functional disorders of the stomach. Three forms of classification may be adopted : 
(1) Physiological, (2) Clinical, (8) Etiological. 

Physiological Classification.—In this classification, cases of functional dyspepsia 
are arranged according to the particular function affected, thus :— 


(a). Affections of secretion :— 


(i) Excess = Hypersecretion and hyperchlorhydria. 
(ii) Defect = Achylia and hypochlorhydria. 
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(b). Affections of motility :— 
(i) Excess = Pyloric spasm. 
(ii) Defect = Atony, or impaired motility. 


(c). Affections of sensation :— 
Excess = Hyperesthesia or gastralgia. 


Any of these may be present alone, or two or more may exist in conjunction. 

The diagnosis of affections of secietion and motility can be made by the aid of the 
stomach tube and by bismuth and the a-rays. 

For the diagnosis of hyperesthesia (gastralgia‘, see PAIN IN THE EPIGASTRIUM (p. 436). 

The above is undoubtedly the most scientific method of making a differential diagnosis 
in cases of functional dyspepsia, but it has the inconvenience of necessitating the use of 
test meals. 

Clinical Classification.—Clinically, cases of functional dyspepsia may be classified 
into certain rough groups according to their symptoms. Thus :— 

(a). Hypersthenic Dyspepsia.—This is probably due to a combination of hypersecretion 
and hyperesthesia. The patient is usually a young man, otherwise healthy ; and the 
_ chief symptom is pain during the late period of digestion. 

(Lb). Asthenic Dyspepsia.—This is due to impaired motility (atony), with or without some 
disorder of secretion. The patient may be of either sex, and of any age, and the chief 
symptoms are flatulence and fullness. It. is often present along with gastroptosis, 
especially in women ; and there may be atonic dilatation of the stomach. 

(c). Acid Dyspepsia.—This is an ill-defined group in which the chief symptom is a 
sensation of acidity, or the presence of acid eructations. Some cases are really examples 
of hyperchlorhydria, with or without the presence of gastritis. In others, the cause is 
the production of organic acids by fermentation. Diagnosis can only be made by aid of 
the stomach tube. 

Other clinical forms of dyspepsia are also described, e.g., ‘senile’ dyspepsia 


oo 
(essentially a hypochylia), ‘ gouty ’ dyspepsia (the same as the ‘ acid’ form), ‘ flatulent ’ 
dyspepsia (usually due to defective motility), and others ; but the use of such terms is 
inaccurate, and should be avoided as far as possible. 

Etiological Classification.—Instead of attempting to distinguish different forms of 
functional dyspepsia, one can regard the latter as an aggregation of symptoms of gastric 
disorder excited by different causes, and classify cases according to the particular exciting 
cause at work. This method is simple and convenient, and is also useful for purposes of 
treatment. Adopting it, one may say that functional dyspepsia may be induced by :— 

(a). Dietetic causes, e.g., unsuitable food, hasty meals, the abuse of alcohol, tobacco, 
bea. etc. 


(b). Physical causes, e.g., imperfect chewing, defective teeth, oral sepsis, over-fatigue, 
deficient exercise, etc. 


(c). Mental causes, e.g., over-work, a studious life, ete. 

(d). Emotional causes, e.g., shock, worry, etc. 

Any of the above methods is useful, the essential point being that a classification of 
some sort should be adopted. Probably a combination of the first and third methods, 
which take into account both the particular disorder which is present and the cause which 
has brought it about will lead to the best treatment. 


METHODS OF EXAMINING THE STOMACH. 


The following is a brief account of some special methods employed in examining the stomach, 
which are capable of being carried cut in ordinary practice :— 

1. Determination of Size—This is done by light percussion, or by percussion-auscultation, 
with or without previous inflation. The position of the lesser and greater curvatures and of the 
fundus must be determined. Inflation is performed either : (a) Through a stomach tube connected 
with a Higginson’s syringe ; or (b) By making the patient swallow 90 gr. of tartaric acid dissolved 
in three ounces of water, followed by 120 er. of bicarbonate of soda. 

2. Investigation of the Contents.—A_ test meal, consisting of two slices of dry toast and two 
cups of tea with a little milk, is given in the morning, and the tube passed an hour later. The tube 
should have a solid end and one bevelled lateral eye close to it. The sample drawn off should be 
investigated as regards : 

(a). Quantity—A very small result containing little fluid indicates diminished secretion 
(achylia) ; an abundant and very liquid yield indicates diminished motility. 
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(b). Physical Characters.—The presence of large pieces of but slightly altered food indicates 
defective secretion and digestion ; a large amount of liquid with a granular deposit shows hyper- 
secretion. A very sour odour reveals the presence of organic acids. Viscidity of the contents, 
so that they filter slowly, is characteristic of the presence of mucus in excess. 

(c). Acidity. 

(i). Test for Free ITCl.—Congo-red paper is turned blue, methyl-orange paper red, if 
free HCl be present. The depth of colour indicates approximately the amount of free 
acid. | 

(ii). Total Acidity—Ten c.c. of the filtered contents are titrated with j, caustic 
soda solution, two or three drops of phenolphthalein solution being used as an indicator. 
A pink tinge appears as soon as the acidity has been neutralized. The result is expressed 
in terms of the amount of caustic soda solution required to neutralize 100 c.c. of the 
gastric contents : e.g., if 6 c.c. neutralize 10 of the contents, then the acidity is 60. The 
normal acidity is between 40 and 70. 

(iii). Organic Acids need only be tested for if free HCl is absent. A sour odour of the 
contents indicates their presence ; acetic acid and butyric acid can be recognized by the 
odour of vinegar or rancidity respectively ; lactic acid by adding a few drops of the contents 
to some Uffelmann’s reagent (equal parts of 1-20 carbolic and weak liq. ferri perchlor.) 
in a test tube: a bright yellow colour is produced if the acid be present. 

(d). Ferments.—Rennin can be tested for by neutralizing some of the contents, and trying 
whether the addition of a few drops to a little milk results in coagulation when kept warm for 
twenty minutes. 

There is no convenient test for pepsin, but its absence may usually be inferred if there is no 
rennin present. 

(e). Microscopical Characters——Films are made from some of the deposit, and stained with 
dilute gentian violet. Oppler-Boas bacilli, yeasts, and sarcine (Fig. 121, p. 241) should be looked 
for. - The first occur specially in cases of carcinoma ; the two last in benign stenosis of the pylorus. 

3. Determination of Motility——Impaired motility is shown by the presence of food residue 
in any quantity (say about 4 ounces) six and a half hours after an ordinary dinner. In order to 
prove the presence of stagnation, a light meal, preferably containing some easily recognized food 
(e.g. currants), should be given in the evening, and the stomach washed out next morning. If 
food be found in the washings, stagnation exists. If there be no food, but if several ounces of 
greenish acid fluid are obtained, hypersecretion is present ; flakes of mucus may be found in the 
washings in gastritis. Robert Hutchison. 


INEQUALITY OF THE PULSES. 
INEQUALITY OF THE PUPILS. 


(See PuLsES, UNEQUAL, p. 550.) 


(See Puri, ABNORMALITIES OF THE, p. 551.) 


INSOMNIA means inability to obtain the normal amount of sleep. It includes sleep- 
lessness and broken or restless sleep, and admits of no closer definition because the normal 
amount of sleep varies widely with age, habit, and idiosynerasy. Thus, out of the twenty- 
four hours, an infant at one month will sleep for twenty-one, at six months for eighteen, 
at twelve months, for fifteen hours. A child four years old needs twelve hours’ sleep, the 
schoolboy of twelve needs ten, the public-school man should have nine. The average hours 
of sleep in adult life are said to be eight for women, seven for men, but idiosyncrasy may 
cut down the hours necessary in certain people to no more than three or four, for long periods 
and without any impairment of health or the power to work. Habit may train neglected 
children or overworked labourers and servants to get on with short hours of rest and inter- 
rupted sleep that would speedily make an ordinary person ill. Insomnia is a symptom 
indicating that something is amiss, not a disease per se. It occurs in a great many acute 
and chronic disorders, but in most cases it depends on functional disturbances, faulty habits 
or hygiene, an ill-arranged regimen, and not upon organic disease. It is to be diagnosed 
whenever lack of sleep causes, or is associated with, loss of health. Most patients habitually 
underestimate the amount of sleep they get, without any intention to deceive ; and are apt 
to complain that they have been awake all night, when in point of fact they have had many 
hours of sleep. 

The chief causes of insomnia are tabulated below in three main groups, etiologically :— 


1. Insomnia due to Faulty Habits or Hygiene, such as— 


Some sudden change in the routine of the day or evening 
Exposure to undue excitement or bad atmosphere before retiring 
The use of a noisy, airless, or overheated bedroom 

The use of too many bedclothes, or too few 

Going to bed on too full or too empty a stomach 

Drinking strong tea or coffee too late in the day 

The over-use of tobacco 
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2. Insomnia due to Acute Disorders, such as— 


Pain due to any cause, inflammation, injury, neuritis, ete. 

The early stages of fevers 

Acute insanity, meningitis, delirium tremens, acute mania, etc. 
Acute nervous exhaustion. 


3. Insomnia due to Chronic Disorders, such as— 


Gastro-intestinal disorders, dyspepsia, constipation, ete. 
Chronic insanity of all sorts, neurasthenia 

Cerebral syphilis, intracranial tumour 

Disease of the heart, valvular or myocardial 

Disease of the lungs, emphysema, bronchitis, asthma, ete. 
Diseases of the liver or kidneys 

Arteriosclerosis and high blood-pressure, hyperpiesis 
Anemia, primary or secondary 

Hysteria and malingering. 


The closer investigation of the causes of insomnia may best be done by taking the age 
of the patient into consideration. 
Sleeplessness in an Infant is most often due to indigestion, hunger, or bodily discomfort; 
_ in rare cases it is evidence of nervous instability or ear or brain disease. Enquiry into the 
methods and hours of feeding the infant will often show where the fault lies : the food may 
be improper, the hours of feeding too frequent, the practice of giving the bottle or breast 
whenever the infant cries may have been followed, or the habit of allowing it a dummy teat 
to suck at all hours. The artificially fed infant is likely to suffer from indigestion and colic, 
with screaming, drawing up of the legs, and rigid abdomen ; the breast-fed infant will more 
often fail to sleep because it is hungry. In many cases it fails to sleep because it is in 
discomfort from a wet napkin or bed, from having too many bed-clothes and being over- 
heated, or from being cold ; the bedroom may be too light or too noisy. In not a few 
instances it fails to sleep well for want of proper training ; especially if it finds that it will 
be fed or rocked in the arms or cradle as often and as long as it sees fit to cry. When the 
infant is six months old or more, rickets and the local irritation of teething are common 
additional causes. In a minority of cases the sleeplessness is due to the onset or presence 
of acute or chronic disease, or to the indeterminate condition described as nervousness or 
nervous instability, or to definite mental deficiency ; careful examination of the infant and 
its previous history should suffice to clear up the diagnosis in these cases. As the treatment 
of sleeplessness in an infant hardly ever demands the use of sedative drugs, but consists 
mainly in rectifying errors of diet, hygiene, or up-bringing, it is obvious that the medical 
man must be prepared to go deeply into these domestic—rather than medical—matters. 
Sleeplessness in Children is due largely to causes similar to those described above. 
In a great many cases it is due to indigestion, with which may be associated flatulence, 
teething, and the presence of worms in the intestine ; tea-drinking is a common cause of 
chronic dyspepsia, nervous irritability, and disturbed sleep, in children as well as in adults. 
Many children sleep ill because they are put to bed within an hour or so of a late tea or early 
supper of too solid a character ; others, for want of fresh air in the bedroom, waking late 
on the following morning in a headachy and irritable condition and with little appetite for 
breakfast. Not a few ill-fed or anzmic school-children sleep badly during term-time 
because they are over-worked, or worried about their lessons or their place in the class, 
without being actually overworked ; in such eases the distraction afforded by games is 
likely to be more successful in effecting a cure than treatment by rest. It is only in the 
minority of instances that the insomnia is due to disease, whether acute or chronic, such as 
adenoids, enlarged tonsils, or organic disease of the various viscera. A few special forms of 
insomnia seen in childhood call for brief mention. In early hip-disease sleep may be disturbed 
by sudden starting pains ; the child goes off to sleep, only to be awakened almost at once 
by sudden shooting pains in the affected leg or hip. Sleep is broken by fright in night-terrors 
(see NIGHTMARES, p. 402), in which the child wakes up screaming and frightened, but 
conscious and able to explain, so far as excitement permits, the nature of the fright ; indis- 
cretions in diet, or the presence of adenoids or worms, often explain the occurrence of such 
night-terrors. In the rarer and more serious form of night-terror, known as Pavor nocturnus, 
the child awakes, screaming and frightened, but not fully conscious, and unable to recognize 
those around him. There is no recollection of the fright next day, and in all probability 
D 21 
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the pavor is akin to epilepsy, occurring mainly in children with a bad family history of 
nervous disease. It is plain from what has been said above that the diagnosis of the cause 
of sleeplessness in a child demands scrutiny of the daily routine, diet, and sleeping- 
arrangements, as well as examination of the child itself. Sedative drugs are practically 
never required for its treatment, except in the case of severe acute or chronic disease, and 
even then should be given but rarely. 

Insomnia in Adults, in the majority of cases, is due to faults of habit or hygiene similar 
to those already mentioned in the case of children ; but it is due to organic disease of one 
sort or another in not a few instances, discussed later. The sleepless adult should devote 
thought to the economy and arrangement of his bed and bedroom, and the hours he keeps. 
The bed should be comfortable—whether the mattress be hard or soft is a matter of taste ; 
many people sleep better with a high pillow than with a low, and if a high pillow is not 
agreeable, the same effect can often be produced by putting blocks two or three inches high 
beneath the posts at the head of the bed. The bedclothes should be light rather than heavy ; 
they should be warm enough to prevent the occurrence of cold feet, a very common cause of 
sleeplessness. The bed should not be placed so that the sleeper faces the light. A supply 
of fresh air throughout the night is essential, and is assured if the room is heated by an open 
fire : stuffiness and overheating of the atmosphere seem almost inseparable from heating 
by stoves, hot air, hot water, or steam, and are common causes of sleeplessness. The 
hygiene of the bedroom having been attended to, the habits of the sleepless patient should be 
passed in review. Many well-to-do people sleep ill because they go to bed too soon after 
a heavy dinner ; a few because they go to bed hungry. Nota few find that they sleep badly 
if they take a cup of coffee after dinner, or even drink tea in the afternoon ; others sleep ill 
if they indulge in brain-work after dinner, or attend exciting public meetings, theatres, 
concerts, and so forth. It is known that bodily and mental fatigue promote sleep, and some 
patients with insomnia solicit sleep and aggravate their condition by pushing fatigue to 
the point of exhaustion, forgetting that over-fatigue often produces sleeplessness. The 
observance of fairly regular hours for work, food, and sleep is often neglected by busy men, 
and the neglect often results in disturbance of their sleep. Sudden changes in the mode 
or routine of daily life, or alterations in the altitude or locality inhabited, may result in 
acute and persistent insomnia. It is to the investigation of these and similar irregularities, 
trifling as many of them may appear, that one must look in diagnosing the cause of insomnia 
in healthy or fairly healthy patients ; its treatment will naturally turn mainly on their 
correction. Healthier habits of life must be advised, and the use of sedatives prohibited 
entirely. 

In the case of adults suffering from the most various acute disorders, slight or severe, 
the occurrence of insomnia is a commonplace. It passes off with the amelioration of the 
disorder, and if the patient is able to give an account of himself and his symptoms, the 
diagnosis should not be difficult. 

It is often otherwise with adults suffering from insomnia due to chronic disease ; the 
sleeplessness may be one of the earliest symptoms of illness, or the other symptoms that 
are present may have escaped the patient’s notice. For example, persistent inability to 
sleep is often a prominent and early feature of nervous or mental disease—melancholia, 
mania, general paralysis, hypochondriasis, neurasthenia, acute nervous exhaustion, paralysis 
agitans, and chronic alcoholism may here be mentioned ; in old age, senile nocturnal mania 
may occur as a very troublesome form of insomnia. Inability to sleep may be marked 
in cases of cerebral tumour or cerebral syphilis. Want of sleep throws a great strain on 
the nervous system generally, and so is a prominent factor in the production of insanity ; 
the one aggravates the other, and a vicious circle is established. In heart disease, insomnia 
is frequently a distressing feature ; the patient often has to sleep propped up in bed because 
of breathlessness whenever the recumbent position is adopted, and when he does get off to 
sleep he is often awakened by cardiac palpitation or dyspnoea, within a few minutes. 
Restless nights are passed even while cardiac compensation is maintained ; when com- 
pensation fails the condition is much aggravated. Patients with aortic incompetence may 
be kept awake by the pulsating shock and noise of their own hearts. Dyspnoea is a common 
cause of sleeplessness in many diseases of the lungs. Patients with bronchitis, emphysema, 
spasmodic asthma, extensive pulmonary adhesions or pulmonary tuberculosis, and other 
kindred diseases, often pass restless nights because they are awakened by pulmonary 
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dyspncea soon after getting off to sleep. With these patients, as with those suffering from 
heart disease, the sitting or semi-recumbent position at night is often imperative, the reasons 
being that diaphragmatic breathing is easiest, and the amplitude of the diaphragmatic 
movements greatest when the patient sits, less when he lies, and least when he is in the erect 
position. Sleeplessness is frequent in cirrhosis of the liver, being accompanied by nocturnal 
delirium in the severer cases ; it may also occur in chronic renal disease. It is often a 
persistent and distressing feature of arteriosclerosis and high blood-pressure, with hypertrophy 
of the heart. The mechanism whereby this sleeplessness is produced is obscure ; but from 
the fact that any treatment that lowers the blood-pressure—massage, hot baths, high- 
frequency currents of electricity—cures the insomnia, it may be assumed that the high 
arterial pressure acts directly, preventing the establishment of the degree of cerebral anzemia 
that is requisite for sleep. But it must be noted that if insomnia results from the supply 
of too much blood to the brain, it also results from the supply of too little ; hence sleepless- 
ness occurs in grave anemia, whether primary or secondary. 

In conclusion, it may be noted that in hysteria, professions of obstinate insomnia go 
far beyond the observed facts ; and that the malingerer, claiming not to have slept at all for 
days or weeks, may urge the sound slumber he enjoys in hospital as an argument for the 
prolongation of his stay. A. J. Jex-Blake. 


INTERSCAPULAR PAIN.—(See Pan, INTERSCAPULAR, p. 461.) 
IRIDOPLEGIA.—(See Puriz, ABNORMALITIES OF THE, p. 551.) 


IRRITABILITY .—It is not very often that irritability can be regarded as a symptom 
of diagnostic importance. It is a relative condition, varying in its significance with the 
individual, and more especially with his age. Children, for instance, display irritability 
much more readily than adults under similar influences, owing to incomplete education of 
their powers of control, and a like distinction may be drawn between different persons of 
adult age. Varying degrees of irritability may be recognized under any condition of ill- 
health, and as a solitary symptom it can hardly be regarded as one of much import. An 
exception may perhaps be made in favour of the steadily-increasing irritability which. is 
sometimes observed as a prodrome of meningitis, and which may be sufficiently remarkable 
to instigate a careful look-out for other early signs of that disease, such as vomiting, head- 
ache, strabismus, and head-retraction. 

In adults, the personal disposition is longer established and better recognized, so that 
definite alterations in temperament, independent of obvious cause, and clearly not of fleeting 
character, must always receive attention from the medical man to whose notice they are 
brought. Many chronic ailments, especially those which entail mental or physical suffering, 
may be associated with increased irritability without exciting special remark. On the 
other hand there are some constitutional or metabolic disturbances which are noted for the 
irritability to which they may give rise. Diabetes mellitus and chronic nephritis are common 
examples of this kind, and the examination of the urine of patients in whom friends have 
observed, or who may even themselves complain of, irritability, should never be neglected. 
In such conditions as jaundice, Graves’s disease, and acromegaly, other symptoms and signs 
are more obvious and more conclusive. 

Irritability often forms part of a newrasthenic syndrome, but it is well to remember that 
the same symptom may be present in the early stages of general paralysis of the insane. 
A careful investigation of other mental changes, of the condition of the reflexes and pupils, 
and, if suspicion is aroused, a Wassermann test, should be carried out before coming to a 
definite diagnosis. It is hardly necessary to add that irritability may be associated with 
other depressed mental states, such as melancholia and epileptic dementia. Finally, chronic 
intoxications, and especially chronic alcoholism and plumbism, may be responsible for great 
irritability, especially in the earlier hours of the day. E. Farquhar Buzzard. 


IRRITABILITY OF THE BLADDER.(See Micrurrrion, ABNORMALITIES OF 
p. 393.) 


ITCHING.—(See Prurirus, p. 540.) 
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JAUNDICE is the term used to indicate the yellow or greenish coloration of the skin, 
conjunctiva, mucous membranes, and other tissues and fluids of the body, by bile pigment. 
The following are its chief signs :— 

The Skin.—The colour varies from a light sulphur yellow to a deep orange, greenish, 
and, in some cases, dark olive tint. The greenish or dark olive shade is only found in severe 
cases of long standing. Intense itching is often produced, especially if the jaundice is the 
result of obstruction of the bile-ducts ; and this sometimes leads to vigorous scratching and 
the production of scratch-marks, blood-crusts, and sore places, 

In certain cases, after some time, little yellowish-white or light yellowish-salmon- 
coloured patches of soft smooth tissue slightly raised above the surface of the surrounding 
skin may appear on the upper eyelids near the inner canthi. These patches may spread 
until the eye is surrounded entirely by this altered skin, wanthelasma palpebrarum. A 
similar condition may also occur on the palmar surface of the hands and fingers, or firm 
rounded nodules varying in size from + in. to 4 in. in diameter, more or less raised above 
the level of the surrounding skin, may develop over the elbows, knees, or in other places— 
xanthelasma planum and wanthelasma tuberosum. : 

The Eyes.—The conjunctive are yellow. Care must be taken to distinguish deposits 
of sub-conjunctival fat from actual coloration. Occasionally, it is said, patients suffer from 
yellow vision (xanthopsia). 

The Urine may present almost any shade, from a light saffron-yellow to yellowish- 
brown, medium brown, dark mahogany brown, greenish-brown, or even almost black. 
On looking across the upper portion of the urine in a specimen glass a distinct greenish 
tinge may be detected, and the froth which forms at the top on shaking possesses a distinct 
yellowish or greenish shade. It stains white blotting-paper and linen a bright yellow. 

As a general rule, when jaundice is developing, bile pigment can be detected in the urine 
before the conjunctive become yellow, and the conjunctivee become jaundiced before the 
skin. On the other hand, when jaundice is leaving a patient, the bile pigment first disappears. 
from the urine, whilst the skin remains coloured for some time afterwards. There are 
certain special cases, indeed, in which the skin and conjunctive exhibit obvious jaundice, 
yet there is no bile pigment in the urine. This condition is termed acholuric jaundice 
(p. 382). 

Other Secretions.—The sweat and milk of women who are nursing may be tinged 
yellow. Pleuritic, pericardial or peritoneal effusions may be similarly coloured. The 
tears, saliva, and gastro-intestinal secretions are not affected in this manner, nor are the 
meninges, brain, spinal cord, or cerebrospinal fluid. 

The Feces.—In cases of jaundice due to obstruction of the larger ducts, the feces. 
become greyish-white or clay-coloured from lack of stercobilin, and they may contain an 
excess of fat which by decomposition is likely to give the stools a very offensive smell, The 
bowels are usually constipated. 

The Pulse.—It is frequently stated that the pulse is apt to become much slower than 
normal, especially in cases of catarrhal jaundice without pyrexia. It is, however, very 
rare to find these slow-pulse cases clinically ; more often, although physiological experiments. 
show that the bile salts tend to slow the heart remarkably, the pulse-rate is accelerated, 
especially in pyrexial cases. 

Bruising.—There is a marked tendency to capillary oozing and hemorrhage in certain 
cases ; this is important, not only from the point of view of operations, but also because of 
the ready bruising of the skin which might be mistaken for evidence of violence. 

Cholzemia.—tIn cases of severe or long-continued jaundice, cholemic symptoms may 
supervene, namely, stupor, delirium, convulsions, coma, and death. 

Jaundice must not be mistaken for other conditions which cause yellowness of the skin. 
There should be but little possibility of this, provided a careful examination is made. Slight 
jaundice and pernicious anemia are perhaps the two conditions that may most readily 
be mistaken for each other; in the latter, however, the conjunctivee are generally of a 
pearly whiteness, however yellow the skin may be ; and if the urine should be suspiciously 
dark, its colour will be found to be due to urobilin, detected by its spectroscopic band 
between the E and F lines (Fig. 36, p. 80), whilst tests for bile pigments would be negative. 
If there is doubt as to the presence of urobilin on direct spectroscopic examination alone, 
further urobilin tests will be applied. One of the best is carried out as follows: A quantity 
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of the urine, say an ounce, is poured into a suitable glass cylinder acidulated with a few 
drops of acetic acid ; about half an ounce of amyl alcohol is then added, and the mixture 
is Slowly shaken too and fro in the cylinder several times, after which it is allowed to stand 
for some minutes whilst the amy] alcohol separates to the top ; the urobilin is now in solu- 
tion in the amyl alcohol, which may be poured off into a test tube ; on adding a few drops 
of a saturated solution of zinc acetate in ethy! alcohol to it, a beautiful red-green-yellow 
fluorescence results if urobilin is present, the appearance being similar to that of a weak 
solution of eosin (Plate XXXIV, Fig. 12, p.'748) ; and the absorption band of vrobilin can 
be seen readily through it with the spectroscope. In very rare cases of pernicious anzemia 
there may be jaundice also. Acholuric jaundice cases are probably the most difficult to 
be sure of, and in some of these the diagnosis becomes a matter of opinion. 

Having concluded that a patient has jaundice, the next step is to decide between the 
causes of the symptom. The following are the chief of them :— 


CAUSES OF JAUNDICE. 


I. Jaundice due to Obstruction of the larger Bile-ducts, especially of the 
common Bile-duct :— 


A. Causes within the Duct :— 


Gall stones Hydatid cysts 
Inspissated. bile Parasites; Distomata 
| Ascarides 


B. Causes affecting the Wall of the Duct :— 
Catarrh of the mucous membrane of | Catarrh of the pancreas spreading to 


the duct and involving the ampulla of Vater 
Catarrh of the mucous membrane of (Chronic pancreatitis) 

the duodenum involving and ob- | Carcinoma of the duct 

structing the ampulla of Vater Cicatrization following ulceration of the duct 


| Congenital obliteration of the duct 
C. Causes compressing the Duct from outside or invading it from outside :— 


Peritoneal adhesions Tumours of the stomach 
Enlarged portal lymphatic glands : ts ao colon 
(a) Secondary malignant S a right kidney 
(b) Lymphadenomatous i, suprarenal capsule 
(c) Tuberculous - Fe, ovaries 
(d) Leukeemic ee ss uterus 
Tumours of the liver a zn omentum 
- » pancreas Aneurysm of the hepatie artery 


duodenum 


2) 2) 


II. Jaundice without Obstruction of the larger Bile-ducts :— 
A. Causes associated with Disease of the Liver :— 


Carcinoma Acute yellow atrophy 
Cirrhosis Passive congestion from chronic heart failure 
Pl cekcn Single- Syphilis 

| Multiple or pyzemic Active congestion 


B. Jaundice in Acute Fevers and Infections, such as :-— 


Typhus Rheumatic fever Relapsing fever 

Typhoid fever Syphilis Malaria 

Pyzmia Weil’s disease And some other tropical 
Pneumonia Yellow fever fevers 


C. Jaundice due to Poisons :— 


Phosphorus | Antimoniuretted hydrogen Snake poison 
Arseniuretted hydro- | Male fern Tetrachlorethane 
gen | 'Toluylenediamine Dinitrobenzene 
| Trinitrotoluol _ Chloride of Sulphur 
D. Jaundice due io Nervous Causes :— 
Mental emotion | Concussion 


E. Jaundice due to Unclassified Causes :— 


Familial jaundice Pernicious anemia Icterus neonatorum 
Epidemic infective | Splenic anemia Icterus gravis of children 
jaundice Leukemia 
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THE DIAGNOSIS. 


When diagnosing the cause of jaundice in any given case, it is important to consider, 
not only the degree of jaundice, but also the age of the patient, the history, and the signifi- 
cance of any other symptoms which may be present. 

Very intense jaundice and clay-coloured motions indicate some obstruction to the 
common bile duct, of which the commonest causes are catarrh, gall-stones, chronic pancrea- 
titis, or carcinoma. 

Jaundice with rigors suggests : (1) Infective or suppurative cholangitis, with or without 
suppurating gall-bladder from gall-stones or from carcinoma ; (2) Infective or suppurative 
pylephlebitis, especially after appendicitis; (8) Hepatic abscess (single or pyzemic). 
Almost all the different causes of jaundice may also cause pyrexia, so that without 
rigors the existence of pyrexia does not assist greatly in the differential diagnosis. That 
cirrhosis of the liver and carcinoma of the liver are both very apt to cause evening rises of 
temperature to as much as 100° F., 101° F., or more, is a fact that is sometimes overlooked 
(Fig. 167, p. 371, and Fig. 145). 

The absence of pyrexia in a jaundice case will serve to exclude such conditions as 
abscess, pylephlebitis, cholangitis, acute specific fevers such as typhoid or Weil’s disease, 
and epidemic infective jaundice. 
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Fig. 145.—Temperature chart from a fatal case of secondary carcinoma of the liver. 


Jaundice with enlargement of the liver may occur in any condition of obstruction to 
the common bile duct, and in congestion of the liver, cirrhosis, carcinoma, syphilis, abscess, 
phosphorus poisoning. 

Jaundice with a very greatly enlarged gall-bladder, especially persistent jaundice 
in a middle-aged person, suggests carcinoma of the head of the pancreas. Gall-stones 
seldom cause both jaundice and a large gall-bladder at the same time, perhaps because 
the infective process that produces the gall-stones also causes peritoneal adhesions about 
the gall-bladder which tie it down and prevent it from expanding. 

The diagnosis is very often almost obvious. For instance, jaundice appearing in an 
infant two or three days after birth, and rapidly disappearing again, is almost physiological 
(icterus neonatorum). Transient jaundice in an otherwise healthy boy or girl will almost 
certainly be catarrhal. Jaundice following an acute attack of colic at once suggests a 
gall-stone. Recurrent attacks, extending over years, are not likely to be due to malignant 
disease, whereas persistent and deepening jaundice without intense pain in a person over 
40 years of age, who has been wasting and has only been ill a month or two, suggests 
malignant disease. It often happens that the primary growth, in cases of secondary 
malignant jaundice, is not at once obvious, and it is important not to omit a rectal examin- 
ation, lest there be a rectal carcinoma that is itself causing no symptoms. 


A few words may now be said about each of the main causes of jaundice. 
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I. OBSTRUCTION OF THE COMMON BILE-DUCT. 
A. Within the Duct. 


Gall-siones may give rise to no symptoms so long as they remain in the gall-bladder. 
They vary in size from a grain of sand to a hen’s egg, and in a few cases they may be detected 
by the w-rays (Fig. 146). Ifimpacted in the cystic duct, distention of the gall-bladder may 
follow, but there is no jaundice. When impacted in the common duct. intense jaundice is 
produced, and some enlargement of the liver, but in the majority of cases no distention of 
the gall-bladder. Before impaction of the calculus takes place as it moves from the gall- 
bladder along the ducts, intense, agonizing, colicky pain is produced, which is first felt in 
the epigastrium and right hypochondrium, extending thence to the back of the lowe1 part 


Fig. 146 —Skiagram of gall-stones : the two stones show below the outline of the kidney, and each has a distinct 
edge. (Skiagram by Dr. C. Thurstan Holland, from The Medical Annual, 1914.) 


of the right chest, to the back of the right shoulder, and it may be so severe that the patient 
becomes collapsed. Vomiting, pyrexia, and rigors are other symptoms which are. fre- 
quently associated with these attacks of pain. The latter lasts a varying time according 
to what happens to the calculus. If expelled into the duodenum the severe pain ceases, 
and the gall-stone may be found in the feces. If found, it should be examined carefully, 
for if its surface is faceted it indicates that other gall-stones are present, and points to the 
likelihood of further attacks of colic and jaundice occurring. 
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Jaundice dependent on the passage of gall-stones usually comes on about twelve hours 
after the commencement of the attack of colic, and persists for a varying period according 
to the length of time the calculus remains in the duct. Occasionally jaundice occurs without 
any previous colic. Recurring attacks of jaundice in a middle-aged woman, with or without 
attacks of colic are almost pathognomic of gall-stones ; only one other disease produces 
precisely similar symptoms, namely, chronic pancreatitis. In the latter, however, the 
jaundice is apt to persist longer, and it may never go completely away, lessening between 
the attacks, to deepen again with each recurrence of the acute pancreatic pain. It is often 
very difficult without laparotomy to distinguish gall-stones from chronic pancreatitis. The 
absence of gall-stones in the faeces, and the presence of a positive pancreatic reaction in the 
urine (see CAMMIDGE’S PANCREATIC REACTION, p. 100), would point to chronic pancreatitis 
rather than to gall-stones ; the former is distinguished from neoplasm by the greater amount 
of pain it causes and the longer the case lasts. 

There are several methods of detecting pancreatic disease, most of which depend upon 
the non-entry of the pancreatic juice into the intestine. The percentage of fat in the stools 
when ordinary quantities are given by the mouth is very much greater when the pancreatic 
Juice fails than when the bile alone fails, so that extremely fatty iridescent stools favour 
a diagnosis of pancreatitis or pancreatic neoplasm. The same indication is afforded when 
the feeces contain a large number of undigested muscle fibres ; also when keratin-coated 
capsules are passed undigested, or when such capsules containing methylene blue are given 
without the urine subsequently turning blue. Other tests concern the tryptic activity of 
the motions, and so forth, and their value is still sub judice. 

If a stone remains impacted in the common duct, the jaundice is intense ; but if it soon 
passes into the duodenum, the jaundice is slighter and transient. 

Inspissated Bile is always mentioned as a cause of jaundice, but there are no 
distinguishing signs of this condition, and it would require considerable boldness on the 
part of the physician to make this the sole diagnosis. Thickening of the bile may occur 
in acute fevers, poisonings, and so forth, and this is possibly the cause of the jaundice in 
many of the cases where there is no obstruction to the large bile-ducts ; but a diagnosis 
of ‘ inspissated bile’ by itself would clearly be incomplete and inadequate. 

Parasites.—A hydatid cyst of the liver may happen to be in such a position as to stenose 
the common bile-duct, or it might open into the gall-bladder, cystic, hepatic, or common 
bile-ducts. It is, however, an exceptionally rare cause of jaundice, and it could seldom 
be diagnosed unless by laparotomy. 

Distoma hepaticum.—The normal habitation of this parasite is the bile-ducts of the 
sheep ; it is sometimes found occupying a similar position in man, though in England this 
is of extreme rarity. The chief symptoms are jaundice, ascites, enlargement of the liver, 
vomiting, pyrexia, diarrhoea, and pain in the right hypochondrium. If circumstances 
Should suggest this infection, the vomit and the stools should be examined for flukes, and 
the stools for ova, which are large, brown, and operculated, measuring 0°13 by ‘08 mm. 

Ascaris lumbricoides (round worm).—This parasite inhabits the upper part of the 
small intestine and measures from 15 to 45 cm.inlength. It seems to havea special tendency 
to force itself into small orifices, and it has been recorded as becoming impacted in the 
common bile-duct, with jaundice as the result. The worms themselves seldom produce 
symptoms, and unless they are actually found in the duct they could never be diagnosed 
with certainty as the cause of jaundice. Even if the worms or their ova were found in the 
patient’s faeces, it would be a bold thing to diagnose that an ascaris impacted in the bile- 
duct was the cause of the jaundice. 


B. Causes affecting the Wall of the Duct. 


Catarrh of the Mucous Membrane of the Bile-duct (catarrhal jaundice).—This is a common 
cause of jaundice—in young people the most common of all. It is due to the obstruction 
caused by the swelling of the mucous membrane, and it is almost impossible to distinguish 
clinically between cases in which the catarrh is confined to the bile-ducts, and those in 
which it began in the duodenum and thence extended to the biliary papilla. It is usually 
preceded by gastro-intestinal disturbances, especially epigastric discomfort and dyspepsia. 
The jaundice develops almost suddenly in many cases, and it may become intense, the 
stools being clay-coloured and the urine dark with bile pigment. There may be a slight 
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rise of temperature at first, the pulse may be less accelerated than would be proportionate 
to the temperature, and in quite rare cases it is absolutely slowed down to 40, or even 30 ; 
the liver and spleen may be enlarged slightly, the tongue furred and the breath foul ; loss 
of appetite, nausea, constipation, a feeling of weight and discomfort in the right hypo- 
chondriac region may also be prominent symptoms. In mild cases the jaundice is slight 
and disappears at the end of one, two, or three weeks ; sometimes it lasts as long as eight 
weeks, or even more. In considering the diagnosis, it should be remembered that jaundice 
in a child or a young adult is most likely to be due to catarrh. The slightness of the pain 
helps to exclude gall-stones and chronic pancreatitis, and malignant disease is rendered 
improbable if the jaundice presently clears up, and if the patient does not emaciate. There 
is a growing belief that so-called catarrhal jaundice is really a specific infectious fever allied 
to the exanthemata, and many instances of its affecting several members of a family or 
school or village within a short period of one another are on record. 

Catarrh of the Pancreatic Ducts, extending to the ampulla of Vater and so to the bile- 
ducts, has already been discussed under chronic pancreatitis above. It differs from catarrh 
starting in the duodenum or in the bile-duct by being associated with periodic attacks of 
colicky epigastric pain resembling gall-stone colic. 

Cicatrization following Ulceration of the Duct.—Simple fibrous stricture of the bile-ducts 
is a possible but rare result of ulceration due to gall-stones. If the cystic duct is thus 
stenosed, distention of the gall-bladder without jaundice follows; if the hepatic duct, 
jaundice and enlargement of the liver without distention of the gall-bladder ; and if the 
common duct, intense jaundice, enlargement of the liver, and possibly, but not necessarily, 
distention of the gall-bladder. It is practically impossible to diagnose between this 
condition and impacted gall-stones during life, except by laparotomy. 

Congenital Obliteration of the Bile-ducts Jaundice in infants is almost always transient, 
icterus neonatorum developing about the third day and passing off in a week or less. Ifan 
infant should remain persistently jaundiced, a grave condition is almost certainly present, 
though only a post-mortem examination, as a rule, can decide whether it is due to congenital 
syphilis with or without cirrhosis and pervious ducts, to congenital obliteration of the bile- 
ducts, or to.‘ icterus gravis,’ the last term being used when the child dies and no obvious 
cause for the jaundice can be found post mortem. As regards congenital obliteration of the 
bile-ducts, boys are affected more frequently than girls. Jaundice may be present at birth 
or appear on the second day, or even as late as the fourteenth day. At first it is slight, but 
soon becomes intense. Constipation, pale motions, bile in the urine, and spontaneous 
hemorrhages—especially from the umbilicus—are the most prominent symptoms. Death 
may take place in two or three weeks when hemorrhage occurs, but if there is no bleeding 
life may be prolonged for six or seven months. Increasing jaundice, colourless motions, 
bile-stained urine, and spontaneous hemorrhages would point to some condition more 
serious than icterus neonatorum. | 

C. Causes Compressing the Duct from Outside or Invading it from Outside. 

When compression of the common bile-duct is spoken of, the term invasion of it would 
often be more correct, especially when the so-called compression is due to secondary 
deposits of malignant disease in the lymphatic glands in the portal fissure. In almost all 
cases of the kind jaundice is persistent, and it is often progressive, although there may be 
slight variations in its depth. 

Enlarged Glands in the Portal Fissure. a. Seconpary MALiGNANT GLANpDS.—The 
lymphatic glands in the portal fissure are very liable to become enlarged from deposits of 
secondary growth in cases of abdominal malignant disease. Jaundice with or without 
ascites is a prominent indication of such a condition, and when both jaundice and ascites 
are present in a case of malignant disease of the stomach or intestine, whether the liver is 
enlarged or not, it is probable that there are enlarged malignant glands in the portal 
fissure. The difficulty of diagnosis arises in cases in which no primary growth can be 
found. In a fair number of these it is either in the rectum, colon, or pancreas. 

b. LympepHapENoMArous GLANDS.—The portal glands occasionally become enlarged 
in cases of lymphadenoma (Hodgkin’s disease), or lymphosarcoma, with a similar result. 
The presence of enlarged superficial lymph glands and enlargement of the spleen and 
liver, together with a simple anemia without leucocytosis, would suggest this diagnosis. 
In most cases of lymphadenoma in which jaundice occurs it is a late symptom, arising 
long after the correct diagnosis has already been made. 
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¢. "TUBERCULOUS GLANDS.—Although the glands in the portal fissure frequently 
become caseous in cases of tuberculous peritonitis, they rarely compress the bile-duct. 
and cause jaundice. 

d. Lympuatic Leukamic GLaANps.—The visceral glands may become enormously 
enlarged in some cases of lymphatic leukemia, and in rare instances those in the portal 
fissure have led to jaundice. The diagnosis is easy, even if the spleen and superficial 
lymphatic glands are not enlarged, for a blood-count would show that the total number 
of leucocytes per c.mm. of blood was raised to anything between 50,000 and 2,000,000, 
whilst the differential leucocyte count would show a great preponderance of lymphocytes. 

Tumours of the Liver.—Any disease which causes a local enlargement of the liver, e.g., 
carcinoma, sarcoma, abscess, gumma, or hydatid, in the immediate neighbourhood of the 
portal fissure, may compress the common bile-duct and lead to jaundice. On account of the 
close relationship between the bile-duct and the portal vein, ascites is equally liable to be 
produced. The association, therefore, of jaundice and ascites with a local enlargement 
of the liver would point to this last-mentioned condition being the cause of the two former. 
In many such cases, however, the jaundice is really due to deposits in the portal lymphatic 
glands ; for if the latter escape there may be numbers of malignant deposits in the liver 
mathoat any jaundice at all. 

Tumours of the Pancreas—A tumour of the head of the pancreas generally causes jaundice 
by invading the orifice of the common bile-duct. In some cases, situated far back in the 
abdomen, a mass can be felt which, on account of its close proximity to the aorta, may 
present distinct transmitted pulsation. It may prove difficult, without artificially inflating 
the stomach, to distinguish it from a tumour of the latter or of the liver. A pancreatic 
tumour is situated behind the stomach, and does not, as a rule, move on respiration, though 
if attached to the portal fissure it moves with the liver. Glycosuria and fatty stools would 
be strong evidence in favour of a pancreatic tumour, even if no tumour were palpable. 
The tests mentioned on page 101 could be employed here too. The gall-bladder is apt to 
become greatly distended ; indeed, persistent and increasing jaundice and decided enlarge- 
ment of the gall-bladder in a person of the cancer age are probably the most characteristic 
symptoms We carcinoma of the head of the pancreas. 

Tumours of the Duodenum.—Primary carcinoma of the duodenum is very rare, but 
when it does occur it usually arises in the immediate neighbourhood of the biliary papilla, 
and by obstructing the common bile-duct causes persistent jaundice, with progressive 
emaciation. 

Tumours of the Stomach.—A carcinomatous tumour of the pyloric end of the stomach 
may become adherent to the portal fissure and cause jaundice by compressing the common 
bile-duct. If, however, the existence of a gastric carcinoma were known in a patient who 
developed jaundice, the chances would be strongly in favour of the latter being. due to 
obstruction, not by the primary growth, but by secondary deposits in the portal lymph- 
glands. It should also be borne in mind, however, that even when carcinoma exists, a 
microbial catarrh of the duodenum may cause transient non-malignant jaundice. 

Tumours of the Colon.—Carcinoma of the hepatic flexure or transverse colon may 
become adherent to the liver and cause jaundice by compressing the common bile-duct. 
It may be difficult to distinguish such a tumour from a local enlargement of the liver ; but 
constipation, vomiting, tympanitic distention of the intestine, and the passage of blood 
per rectum would point to a growth in the colon. In most of such cases, however, the 
obstruction to the bile-ducts is not by the primary growth, but by secondary deposits in 
the portal glands. The importance of rectal examination has already been insisted on, 
whilst much help in diagnosis may also be afforded by serial w-ray examination of the 
alimentary canal after a bismuth or barium meal. 

Tumours of the Right Kidney.—Large tumours of the right kidney, especially malignant 
growths, may compress the bile-duct and cause jaundice. If the tumour becomes adherent 
to the liver it is difficult to distinguish it from an enlargement of that organ, as the liver and 
the enlarged kidney would move together during respiration. If the abdomen is palpated 
bimanually, however, the loin may be felt to be filled out behind ; and, in front, the edge 
of the liver may be distinguished lying over the front of the tumour, and it may be possible 
to detect a vertical band of colonic resonance over the otherwise dull mass. Hamaturia, 
albuminuria, or pyuria would be additional evidence of renal disease. 
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Transitory attacks of slight jaundice are not uncommon in association with movable 
kidney. This is possibly due to compression of the common bile-duct by the kidney, but 
it may also result from the associated enteroptosis causing a drag on the duodenum, and 
a kinking of the common bile-duct. The diagnosis of movable kidney is not difficult, the 
position and the mobility of the tumour, and the curious sickening sensation experienced 
by the patient when it is compressed, being sufficiently characteristic. 

Tumours of the Right Suprarenal Capsule-—Malignant growth of the right suprarenal 
capsule is very rare, but it may give rise to an enormous tumour which is difficult to 
distinguish from a renal, or even in some cases a hepatic, enlargement. Malignant disease 
of one capsule causes no symptoms of Addison’s disease if the other remains healthy. 
In children, hypernephroma may be suggested by the premature development of pubic 
hair (see p. 408). 

Ovarian Tumours.—A large ovarian cyst may extend upwards to the portal fissure, 
compress the common bile-duct, and cause jaundice, but such a complication is rare ; indeed, 
when jaundice is associated with ovarian tumour the suspicion will naturally be that the 
latter is malignant and that there are secondary deposits in the glands in the portal fissure 
obstructing the large bile-ducts. Ascites is very apt to be present at the same time, so that 
unless the existence of an ovarian tumour is already known, or unless its existence can be 
determined by abdominal, vaginal, or rectal examination, there may be much difficulty 
in determining the precise cause of the jaundice, though if cirrhosis of the liver can be 
excluded, some form of malignant disease will probably be suspected. 

Tumours of the Uterus.—A large tumour of the uterus may cause jaundice in a similar 
manner to an ovarian tumour, but even more rarely. 

Tumours of the Omentum.—A large omental tumour may compress the bile-duct and 
thus cause jaundice, but it is an exceedingly rare result of such a condition. Whether 
malignant or tuberculous, it usually lies across the upper part of the abdomen, is superficial, 
and moves slightly with respiration. If it has become adherent to the liver it may be 
difficult to distinguish it from a local enlargement of the latter. In any case, the jaundice 
will probably be diagnosed as due to deposits—tuberculous or malignant—in the portal 
glands, rather than to the omental mass itself. 

Aneurysm of the Hepatic Artery, Celic Avis, or Abdominal Aorta.—An aneurysm of the 
hepatic artery is decidedly rare, but it is by no means unheard of in cases of fungating 
endocarditis with embolism. Jaundice is intense, on account of the close proximity of 
the hepatic artery to the common bile-duct. A correct diagnosis would be almost impossible 
during life, especially in view of the fact that jaundice may occur in fungating endocarditis 
cases simply from the inspissation of the bile that results from the toxemia and fever. 

Aneurysm of the cceliac axis or upper part of the abdominal aorta is also a very rare 
cause of jaundice. An abdominal tumour with marked expansile pulsation, a systolic bruit, 
and abdominal pain, are the most important diagnostic signs, especially if they occur in 
a person who is known to have had syphilis. 


II. JAUNDICE WITHOUT OBSTRUCTION OF THE LARGER BILE-DUCTS. 


A. Causes associated with Disease of the Liver. 


Carcinoma of the Liver—Jaundice occurs in more than 50 per cent of the cases of 
malignant disease of the liver, whether secondary or primary ; it is seldom, however, that 
the masses in the liver itself cause the jaundice, but rather the associated deposits in the 
portal glands. A liver may contain hundreds of nodules of new growth without there being 
either jaundice or ascites if the portal glands escape. Jaundice brought about in this 
manner is permanent, and when the common duct is involved is intense. The skin, which 
at first is a deep orange, becomes greenish, and finally the dark olive-green tint which is 
almost pathognomonic of jaundice due to malignant disease. Increasing jaundice in a 
patient over 40 years of age, who has been ill less than six months, who has progressively 
wasted and become weaker, and whose liver is enormously enlarged, hard, and nodular, 
points without much doubt to malignant disease, though careful search may be required 
before the primary source is found. The nodules may even be felt to be umbilicated. 
Primary carcinoma of the liver should not be diagnosed until a very careful physical 
examination has failed to furnish evidence of the primary growth in some other organ.! ~ 
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Cirrhosis.—In many cases of cirrhosis of the liver the late or multilobular stage of the 
disease may be reached without there having been any jaundice at all. If it occurs late 
in the disease, when ascites is already present, the jaundice is usually slight. Ascites is the 
most constant and characteristic feature at this late stage of cirrhosis, but when slight 
jaundice and ascites are associated in a patient who gives a definite history of alcoholism, 
and also has symptoms and shows signs of this condition (p. 726), and has a hard liver with 
a well-defined and beaded edge, the diagnosis of cirrhosis of the liver is not difficult. Some- 
times, however, jaundice is a marked feature of the case at an early stage, when the organ 
is still large and the fibrosis unilobular, and at this time ascites is conspicuous by its absence. 
In most of these cases there is an evening rise of temperature to about 100° F. (Fig. 167, p. 
371). ‘The liver is considerably enlarged, its surface is smooth, firm perhaps, and tender, 
and its edge is even and well-defined, reaching to the level of the umbilicus or even below it. 
The jaundice may pass off, and the patient survive many years before the multilobular 
ascitic stage of his malady is reached; on the other hand, if the jaundice persists and 
deepens, the prognosis is grave ; cholemia sets in, drowsiness and muttering delirium 
passing on to coma and death. 

There is a peculiar form of cirrhosis of the liver (Hanot’s) which affects several members 
of the same family, and whose first Symptom in each patient is jaundice. The disease 
appears not to be*caused by alcohol, syphilis, or malaria. It is possible for the patient to 
live many years with more or less jaundice all the time. The icteric tinge of the skin is 
often unaccompanied by bile pigment in the urine in these chronic cases—a variety of 
acholuric jaundice. The liver is enlarged and hard, and the spleen is also moderately 
increased in size. The diagnosis is arrived at by enquiring into the family history. 

There is another malady, known as familial achoturic jaundice (Plate X VIII), which 
simulates Hanot’s cirrhosis very closely during life, but is found at operation or post 
mortem to present no hepatic cirrhosis. Several members of the same family are 
affected, the spleen is enlarged considerably, the symptoms develop either soon after birth 
or during the first ten years of life, progress slowly, with periods of remission, and during 
exacerbations there is considerable chlorotic anzmia, associated with fragility of the red 
corpuscles as tested with varying strengths of salt solution, and a consequent tendency 
to hemorrhages of all kinds—hematemesis, hzeemoptysis, epistaxis and purpura in particular. 
The pathology of this condition is still obscure ; some of the cases give a positive 
Wassermann test and appear to be due to congenital syphilis ; these are differentiated 
by some observers from what they term true familial acholuric jaundice, in which the 
Wassermann test is negative. Excision of the spleen has cured not a few of these cases. 

There is yet another particular variety of cirrhosis of the liver which occurs in children 
and young people, and is characterized by enormous enlargement of the spleen, slight 
enlargement of the liver, anzeemia without leucocytosis, hamatemesis, clubbing of the fingers, 
jaundice, and stunted growth. It differs from Hanot’s cirrhosis in that the liver is smaller 
and the spleen larger, and from the latter feature of the case it is termed splenomegalic 
cirrhosis. | 

Single or Tropical Abscess.—In cases of single or tropical abscess of the liver intense 
jaundice is rare, and it is only likely to occur when the abscess bulges in the region of the 
portal fissure. The general appearance of a patient who is suffering from hepatic abscess 
may, however, be mistaken for jaundice, because the complexion is sallow, and the conjunc- 
tivee may even have a slightly icteroid tinge. The urine, however, seldom contains bile 
pigment. The disease mostly affects people who have resided in the tropics, particularly 
those who have had dysentery. The diagnosis is discussed on p- 369). Should the abscess 
open into the lung, the dull reddish pus expectorated would point to its origin in the liver 
even though no Amebe dysenteric be found in the pus. 

Multiple Abscesses in the Liver might theoretically arise by infection through any one 
of four different channels, namely, the portal vein, the bile-ducts, the hepatic artery, and 
the lymphatics. In practice only the first two are important, giving rise to suppurative 
pylephlebitis on the one hand, and suppurative cholangitis on the other. There are really 
no sharp lines of demarcation between non-suppurative and suppurative inflammations of 
these channels ; there are all intermediate Stages between simple catarrh of the ducts and 
acute suppurative cholangitis ; and there are similar degrees of inflammation in the case of 
the portal venules. Jaundice is almost constantly a symptom of cholangitis, and the 
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FAMILIAL ACHOLURIC JAUNDICE 


A case of familial acholuric jaundice with enlarged liver and spleen. 


but had been persistent since infancy. Note that the general 


The jaundice fluctuated in intensity, 
obvious bile in the urine. 


nutrition of the patient is good. There was no 
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diagnosis is arrived at when a cause for cholangitis exists, such as gall-stones, carcinoma 
of the gall-bladder, empyema of the gall-bladder after typhoid fever, and when the patient’s 
liver enlarges and becomes tender, especially if rigors also occur from time to time. Suppura- 
tive pylephlebitis is diagnosed less easily, 
and indeed it is often overlooked as a 
cause for an _ obscure febrile illness 
accompanied by rigors. About half the 
patients who have it develop jaundice, 
and one very important point is that, 
in over half the cases, the cause of the 
infection of the portal vein is a recent 
mild attack of appendicitis. If, there- 
fore, a patient who has recently had 
pains or discomfort in the right iliac 
fossa presently begins to do_ badly, 
developing pyrexia and rigors without 
apparent cause, and if that patient in 
the course of a week. or so develops a 
tinge of jaundice and a slightly enlarged 
liver, the grave diagnosis of infective 
pylephlebitis should suggest itself. 

In Acute Yellow Atrophy of the Liver 
jaundice is one of the earliest symptoms. 
In the early stages bile pigment may be 
found in the urine, but towards the end, Fig, 147,—Leucin crystals, as seen under the gin. objective. 
when the skin becomes green, Gmelin’s 
reaction cannot be obtained, or only a trace of pigment can be detected (acholuric jaundice). 

The disease israre. It affects females under 30 years of age more frequently than males, 
and in a good many cases has been preceded by fright, or severe mental emotion, or child- 
birth. It usually commences in the 
same manner as an attack of catar- 
rhal jaundice, with nausea, vomiting, 
loss of appetite, constipation, and 
pain in the right hypochondrium. 
At the end of two or three weeks 
a sudden change occurs, which com- 
mences with severe vomiting, head- 
ache, restlessness, followed by deli- 
rium, convulsions, and coma. The 
temperature rises to 101° F. or 102° 
F., and the pulse becomes rapid. 
The tongue is dry and brown. There 
is a tendency to hemorrhage from 
various parts, e.g., epistaxis, hsema- 
temesis, melazena, and metrorrhagia. 
The most important diagnostic signs 
are the remarkable diminution of 
urea and uric acid, and the presence 
of leucin (ig. 147) and tyrosin (Fig. 
148) in the urine; also -he rapid 
diminution in the extent of the 
Fig. 148.—Tyrosin crystals, as seen under the high-power of the pee ee ee Dees 
microscope ; sheaves of colourless needles, coarser and shorter than those @fter the development of the above- 
of phenyl-glucosazone (Fig. 127, p. 262), which are yellow. mentioned nervous symptoms. . The 

duration of the malady, in the 
majority of cases, is under fourteen days from the time of the sudden change in the 
type of the jaundice. 

The striking resemblance between this disease and that producible by poiscns. 
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suggests that in it there is toxemic catarrh of the bile-ducts—that is, a catarrh produced 
by the excretion through the bile of injurious products which cause extensive degenerative 
changes in the liver cells. A condition which resembles acute yellow atrophy very closely 
in its clinical features has affected not a few persons engaged in the varnishing of the wings 
of aeroplanes, or occupied upon the premises in which this work is being carried on. The 
varnish used is a very special one, composed of acetate of cellulose dissolved in a mixture 
of spirit, acetone, benzol and tetrachlorethane. It is the vapour of the latter which is the 
cause of the toxic symptoms ; in milder cases recovery occurs when the patient is removed 
from the works on account of continued ill-health with more or less severe gastro-intestinel 
symptoms—especially flatulent dyspepsia, vomiting, epigastric pains and loss of appetite ; 
those who remain exposed to the vapour for weeks or months develop jaundice in addition— 
at first exactly like a simple catarrhal jaundice, but soon passing on to a serious and gener- 
ally fatal stage precisely similar to that of acute yellow atrophy of the liver, though generally 
without. leucin and tyrosin in the urine A somewhat similar condition has resulted 
from the effects of dinitrobenzene, used in the manufacture of high explosives such as roburite 
and bellite ; from ¢riniirotoluol, and from the use of chloride of sulphur by rubber workers. 
The diagnosis is suggested by the circumstances of the occupation. - Post mortem the liver 
in these cases is shrunken and discoloured, just as it is in acute yellow atrophy. 

Passive Congestion (nutmeg liver).—Jaundice occurs in severe cases of passive conges- 
tion, especially as the result of long-standing mitral stenosis, or of fibrosis of the lung with 
ultimate failure of the right side of the heart. It is usually but an icteric tinge, but when 
severe its association with cyanosis gives a curious dusky-green tint to the skin, especially 
that of the face. Cidema of the legs and ascites.are also present as a rule. The liver is 
considerably -enlarged, its edge is sharp and well defined, its surface smooth, firm, tender, 
and possibly pulsating. Jaundice from this cause should not be difficult to diagnose. If 
in a chronic heart case there are both pyrexia and jaundice, fungating endocarditis is 
probable. 

Syphilis —Congenital syphilis may cause jaundice in infants or young children as the 
result of intralobular fibrosis, but it is possible for the latter to be extensive without there 
being any jaundice, and even where the latter is present it is usually slight. If associated 
with uniform enlargement of the liver, wasting, and other signs of congenital syphilis, the 
diagnosis is not difficult. 

In an adult it is possible for gummata to cause jaundice by compressing the ducts, but 
this is distinctly rare. The local enlargement of the liver and pyrexia may lead to a diagnosis 
of abscess or of secondary carcinoma. A careful examination must be made for signs of 
syphilis ; in some cases it is not until antisyphilitic remedies have been administered and 
the effect watched that a correct diagnosis can be made. If there are any active lesions of 
the skin or mucous membranes, it may be possible to detect the Spirocheta pallida micro- 


scopically (see Plate XXVIII, Fig. J, p. 614); or the patient’s serum may be examined in 


the laboratory for Wassermann’s reaction. 

Probably the commonest period at which syphilis may be directly responsible for 
jaundice is the secondary stage, when it is apt to cause catarrh of many different glandular 
ducts, including those of the liver. The symptoms will be very like those of simple 
catarrhal jaundice, together with the roseola, the sore throat, the pyrexia, the albuminuria, 
and other signs of secondary syphilis. — 

Active Congestion.—Active congestion of the liver is a diagnosis that some observers 
would not hold with, whilst others are convinced that it is not an uncommon result of many 
of the acute fevers, such as malaria, and that it may arise from insufficient exercise associated 
with alcoholism and over-eating, particularly in Europeans who live in the tropics. The 
liver is slightly enlarged and tender. The chief symptoms are slight jaundice, pain, and 
a feeling of fullness, weight, and oppression in the right hypochondrium, which sensations 
are much increased by pressure ; also pain in the right shoulder, a bitter taste in the mouth, 
nausea, sickness, a furred tongue with indented edges, constipation, and scanty high- 
coloured urine. There may be a temperature of 102° F., and then care must be taken to 
distinguish it from hepatic abscess. An absence of leucocytosis would be in favour of 
congestion and against suppuration. If due to malaria, an examination of stained blood- 
films should demonstrate the presence of malaria parasites. It is clearly impossible to 
distinguish clinically between active congestion of the liver and catarrh of the bile-ducts. 
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B. Jaundice in Acute Fevers. 


Malaria.—Slight jaundice may occur in long-continued tertian and <stivo-autumnal 
infections, and on account of the associated irregular pyrexia it may lead to a mistaken 
diagnosis of hepatic abscess. Microscopic examination of stained blood-films, and the 
discovery of the characteristic parasites in the red blood-corpuscles (Plate XXVIII, 18 
614), are the most conclusive evidence of malaria. Jaundice may also occur as a result of 
malarial cirrhosis. It should be borne in mind that the parasites disappear rapidly from 
the blood in cases in which quinine has been administered recently. It is important, there- 
fore, to examine blood-films before quinine is given, and if possible at the very start of an 
ague fit, at which time they are at their most typical stage of development. If quinine 
has been given already, however, there will still be presumptive evidence of malaria if 
there is no leucocytosis, and if the differential leucocyte count shows a decided increase 
in the proportion of large hyaline lymphocytes—up to 15 per cent or more. 

Typhus Fever.—Jaundice may occur occasionally in this disease, which, fortunately, 
is now extremely rare in Great Britain, but it may reappear in any country during times of 
famine or distress ; or during war, as in Servia and other regions during the European War. 
It is a disease of poverty, famine, dirt and squalor, and is spread by lice. The onset is 
-more sudden, and the prostration occurs earlier and is more marked, than in typhoid fever, 
There is often a slight leucocytosis. The rash appears from the third to the fifth day, 
and consists of a dusky red mottling—the mulberry rash—rose-coloured papules which 
appear on the abdomen and chest, together with a certain number of petechia—the latter 
not being found in typhoid cases. The fever tends to terminate by crisis rather than 
by lysis. Widal’s reaction is negative. 

Typhoid Fever.— Jaundice is rare in this disease ; it occurred in only three out of Osler’s 
series of 829 cases. It is due to an inflammation of the bile passages by typhoid bacilli. 
The gall-bladder may become enlarged and tender, and give rise to a typical palpable 
tumour, though this may also occur in typhoid fever without any jaundice at all. It 
arises occasionally as a complication in the course of the disease, or it may be a sequela, or 
again it may be an early and prominent symptom for which the patient seeks advice. Cases 
have been recorded of primary typhoid infection of the gall-bladder and bile-ducts without 
any accompanying ulceration of the intestine. The low pulse ratio when compared with 
the temperature, e.g., a pulse of 90 with a temperature of 104° F., the presence of typical 
rose-red spots on the abdomen, enlargement of the spleen, leucopenia, and a positive Widal’s 
reaction, are the most important signs which would point to a diagnosis of typhoid fever. 

Pyemia and Septicemia.—Jaundice is frequently a late symptom of pyemia, and may 
or may not be associated with the presence of multiple abscesses in the liver. It is more 
likely to occur in cases of portal than arterial pyemia. Rigors, high irregular temperature, 
rapid pulse, profuse sweating, rapid emaciation, and progressive loss of strength, are 
symptoms which, if developing after parturition, wounds, or operations, would point without 

much doubt to a diagnosis of pyemia. In some instances of acute septicemia due to 
streptococci, staphylococci, and perhaps other micro-organisms, there has been intense 
jaundice of the skin and conjunctive of a peculiar mustard-yellow tint, without the urine 
giving a positive Gmelin’s test. The urine may or may not be discoloured—in some instances 
it looks merely concentrated, in others it looks almost like porter, and yet it gives no play 
of colour to the nitric acid test ; the cause of this would seem to be the oxidation of the 
pigment before it reaches the urine. This occurrence of acholuric jaundice in septic cases 
is very remarkable, and it may be a confusing factor in the case. . 

Pneumonia.—Jaundice occurs occasionally as a complication of pneumonia. It varies 

very much in its frequency in different epidemics of the disease. It is noticed soon after 
the initial-rigor, but is rarely intense. It is probably due to engorgement of the liver and 
catarrh of the bile-ducts. Its more frequent association with right basal pneumonia is 
Suggestive. The sudden onset with a rigor, the high temperature, the rapid respiration-rate, 
which is above the ordinary temperature and respiration ratio, and the comparatively slow 
pulse (e.g., T. 104° F., R. 40, P. 100), the characteristic tenacious, russet-brown sputum, the 
Short catchy cough, the pain in the side, the pleuritic rub, and the signs of consolidation 
of the lung, the hot dry skin, the deficiency of chlorides in the urine, and the occurrence 
of herpes facialis, are the accompanying indications which in the majority of cases would 
point to a diagnosis of pneumonia. 
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Infectious or Epidemic Jaundice (Weil’s Disease) is characterized by a sudden onset 
with pyrexia, severe pain in the back and limbs, headache, and giddiness, followed in a day 
or two by jaundice, enlargement of the liver and spleen, and nephritis. The jaundice 
becomes intense within twenty-four hours, the temperature rises to 108° F. to 104° F., and 
the pulse becomes rapid. Nephritis, next to jaundice, is one of the most constant features 
of this disease. Males between 15 and 30 are most affected, and it is connected with 
insanitary surroundings. Butchers appear to be particularly susceptible. It is practically 
unknown in England. 

Yellow Fever in some respects resembles acute yellow atrophy of the liver, but the 
liver does not atrophy, neither does the spleen enlarge, and crystals of leucin and tyrosin 
are not found in the urine. It is essentially a tropical or sub-tropical disease, prevalent in 
the West Indies and Central and South America. The incubation period is from three to 
four days, and the onset sudden, with rigors, headache, pain in the back and limbs, and 
constipation. Jaundice is an early symptom, and one of the most characteristic, but it 
varies in intensity, being much more severe in fatal than in mild cases. The temperature 
rises to 102° F. or 103° F. ; the pulse is rapid at first, but may fall as the temperature rises, 
and this is regarded as a very typical sign of the disease. Albuminuria, black vomit, 
hemorrhage from the gums and beneath the skin, are other important symptoms. A 
sporadic case occurring in this country would probably be looked upon as acute yellow 
atrophy of the liver unless a definite history of exposure to infection was obtainable. It may 
be difficult to distinguish it from dengue (p. 466) and pernicious malaria. From the latter 
it can be diagnosed if crescents are discovered in the blood (Plate XXVIII, Fig. E. p. 614). 

Relapsing Fever —Jaundice is a common symptom of this contagious fever, which is 
prevalent in India, and is liable to arise in other countries in times of famine. It is spread 
by bed-bugs. Considerable enlargement of the liver and spleen, and a good deal of abdo- 
minal pain and tenderness, are present in most cases ; also epistaxis and hematemesis. The 
most characteristic feature of the disease is the temperature, which rises abruptly to 104° 
or 105°, and even to 108° F., remains high for five or six days, and then suddenly falls to 
normal when, after an interval of about a week, it again rises and remains high for three or 
four days (Fig. 5, p. 27). During the periods of pyrexia the Spirocheta obermeieri (Plate 
XXVIII, Fig. I, p. 614) may be found on examining blood-films prepared and stained 
in the same manner as for the detection of malaria parasites. The blood examination 
serves to distinguish it from malaria. 


C. Jaundice due to Poisons. 


Phosphorus.—Jaundice, though by no means constant, is one of the most characteristic 
symptoms of phosphorus poisoning. It is slight at first, appearing on the second or third 
day in severe cases, but in mild ones not until the end of the first week, or even later. This 
form of poisoning is rare in this country since the stringent law regulating the manufacture 
of matches from the non-poisonous form of the drug has been in force. In the cases which 
do occur, the phosphorus has been taken in the form of match-heads or rat paste, with suicidal 
intent. At first the signs are those of acute irritant poisoning, coming on soon after the 
phosphorus has been swallowed, viz. : nausea, vomiting, severe burning pains in the epigas- 
trium, collapse, extreme thirst, rapid feeble pulse, rapid respiration, and tenderness in 
the epigastrium and right hypochondriac regions. In many cases that receive treatment 
early these acute irritant symptoms subside in a day or two, and recovery results. If they 
do not thus subside, however, after from two to five days the symptoms change, the vomit 
becomes black or brownish from the presence of blood, jaundice appears and rapidly deepens, 
the liver enlarges, and headache, drowsiness, delirium, convulsions, and coma supervene, 
followed shortly by death. If hepatic enlargement cannot be ascertained it may be difficult 
to distinguish phosphorus poisoning from acute yellow atrophy of the liver. Heemorrhages, 
although common, are not as frequent as in acute yellow atrophy. The urine is concentrated. 
and strongly acid; the total nitrogen is first reduced, as in cases of starvation, to about 
one-fourth the usual, and then, in spite of the fact that the patient can retain no food, it 
rises to the usual amount. Urea forms the greater part of the total nitrogen, but towards 
the end the total amount of ammonia is increased. Leucin and tyrosin are not usually 
found, and the chlorides are diminished. The condition of the urine, therefore, forms a 
contrast to the changes which are found in cases of acute yellow atrophy. The chief 
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indications of the disease that are found post mortem are jaundice, multiple punctiform 
hemorrhages, fatty degeneration of the liver, kidneys and heart, and enlargement of the 
spleen. 

Arseniuretted Hydrogen causes jaundice in a similar manner to toluylenediamine, 
through blood destruction and extreme concentration of the bile; the increase of bile 
pigment may be to three and a half times more than its normal amount. The bile acids 
are diminished. 

Toluylenediamine has been used for experimental purposes, and its action has helped 
to prove that so-called hematogenous jaundice is really due to obstruction of the smaller 
ducts through increased viscidity of the bile. When injected into dogs it soon produces 
intense jaundice ; it causes destruction of blood, and the hemoglobin thus liberated increases 
the viscidity of the bile, so that temporary obstruction of the smaller ducts, followed by 
jaundice, results. 

Tetrachlorethane, Dinitrobenzene, and Chloride of Sulphur are discussed above. 

Snake Poison.—Jaundice is a common result of snake-bite, and is produced in a similar 
manner to the last three forms described, viz.: as a result of concentration and increased 
viscidity of the bile leading to obstruction of the smaller bile-ducts. The diagnosis depends 
-upon the history. The symptoms vary with the kind of snake that has bitten the patient. 
In England the only poisonous variety is the adder or viper, whose bite is followed almost 
at once by a burning local pain, quickly succeeded by acute ascending cedema and darkening 
discolouration of the limb. The patient is nauseated and presently vomits, he turns giddy 
and faint, has to lie down, and in from one to three hours is completely prostrated, often 
comatose, and covered with clammy perspiration. The temperature falls below normal, 
the pulse may be almost imperceptible, and death may result at this stage. More often 
the severe constitutional symptoms pass off gradually, improvement beginning within 
twenty-four hours ; but the swelling and discoloration of the bitten limb remain extreme, 
and there may be generalized cedema all over the body. Suppuration or even gangrene 
is common, and recovery is apt to be very slow, even when appropriate surgical measures 
are employed at once. It is during the period between the passing off of the initial coma 
and the beginning of convalescence that jaundice is prone to develop. 


D. Jaundice due to Nervous Causes. 


Ieterus Nervosa—Mental Emotion.—Cases are on record of jaundice following almost 
immediately after some violent mental emotion, but they are of extreme rarity. The 
jaundice has been explained as being the result of a sudden spasm of the bile-ducts. 
In another class of these cases icterus does not appear until twelve or fourteen hours 
after, and it is then probabiy due to catarrh of the bile-ducts, associated with gastric 
and duodenal catarrh, for it is well enough known that severe mental emotion, grief, 


or anxiety may give rise to acute dyspepsia. Jaundice may occur similarly after 
concussion of the brain. Herbert French. 


JAW, SWELLING OF THE. (See SWELLING OF THE JAw, p. 683.) 
JERK, ACHILLES.—(See AnKiE-CLonus, p. 39.) 


JERK, KNEE.—(See KNrr-Jerk, ABNORMALITIES OF THE, p. 357.) 


JOINTS, AFFECTIONS OF THE.—It will be well to place these in two groups 
(1) Acute ; (2) Chronic. 

1. Acute Joint Affections.— Arthritis due to Rheumatic Fever is the most frequent 
of these. The patient has often had the disease before, or other members of the family may 
have had it ; there may be manifestations of past rheumatic affection of other parts of the 
body ; thus the presence of organic mitral disease is of great help in the diagnosis of a 
doubtful case. A history of past chorea, several attacks of tonsillitis, pericarditis, or 
rheumatic erythema or nodules will help. The distinguishing features of the arthritis are 
that it is acute, and affects first and chiefly the larger joints, although in a very severe case 
even the joints of the hand and fingers may be implicated ; it does not occur in all the 
affected joints simultaneously, but appears in one, a few hours after in another, and so on. 
As the arthritis often lasts a few days in any one joint, in some it may have passed away 
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while others are being affected. The pain is very severe and is greatly increased by any 
jar of the bed; it is more fleeting than the arthritis, but like it, flits from joint to joint, 
hardly ever returning to the same joint in the same attack. The swelling of the joint is 
usually only slight or moderate ; it is due to synovial effusion, never suppurates, generally 
subsides in a few days, and usually in at most a fortnight the joint returns completely to 
its normal condition. Permanent distortion or stiffness of the joints after rheumatic fever 
occurs, but it is highly exceptional. Often there is a faint red blush over the joint when 
first affected. 
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Fig. 149.—Temperature chart in a case of acute rheumatism, showing rapid fall of temperature 
by use of salicylates. 


The most important diagnostic characteristics of this arthritis are: (1) The fact that 
it flits from joint to joint. Never diagnose rheumatic fever so long as only one joint is 
affected. I have known failure to remember this lead to a diagnosis of rheumatic fever in 
traumatic arthritis, tuberculous arthritis, arthritis due to acute necrosis of a bone near a 
joint, and acute suppurative arthritis ; in each of the last two, the mistake has cost the 
patient his life. (2) The arthritis in turn quickly leaves joints. Failure to remember this 
has often caused septic, gonococcal and various forms of infective arthritis to be called 
rheumatic arthritis, a mistake which has also cost lives. The drenching, sour-smelling 
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F’g. 150 Temperature chart in a case of gonococeal arthritis of ordinary severity, to show the absence of 
effect of salicylates upon the pyrexia. The case was mistaken at first for acute rheumatic fever. 


sweats, and the relief of the pain by salicylates, are very characteristic of rheumatic fever, 
but septicemia also causes sweating. The sweating of rheumatic fever is particularly 
liable to be accompanied by minute glassy vesicles—sudamina. Finally, the arthritis of 
rheumatic fever being transient, is not accompanied by much arthritic muscular atrophy. 

Rheumatic nodules are rare, but when present are almost diagnostic ; they are most often 
seen in young boys affected with rheumatic fever and heart disease; but very rarely they 
are met with in osteo-arthritis, and once I have seen them with gonorrhceal arthritis. 
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(3) The joint pains and the pyrexia are generally (Fig. 149), though not absolutely invariably 
relieved by salicylates within forty-eight hours, whereas gonococcal arthritis (Fig. 150), 
acute rheumatoid arthritis (Fig. 152, p. 341), gout (Fig. 151), and other acute joint affec- 
tions, are not quickly influenced by salicylates in the same way. 

Septic Arthritis is constantly being thought to be rheumatic fever: a bad mistake 
especially for the patient. In septic arthritis, it is true, several joints may be affected ; 
but it may be one only, which it never is in rheumatic fever ; further, in septic arthritis 
the trouble does not clear up in one joint and then pass to another ; a joint once affected 
remains affected till the source of infection is removed ; the soft tissues around are thickened 
and brawny, quite unlike rheumatic fever, and if the colour is altered—which is not often 
the case—it is dusky, and not the bright red of rheumatic fever. Suppuration often occurs : 
in rheumatic fever, never. Whether or not suppuration takes place, the joint often becomes 
fixed, which is excessively rare in rheumatic fever. Then, if proper search is made, the 
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Fig. 151.—Four-hourly temperature chart in a case of acute gout. Woman, age 46, had had several previous CNET 
of typical gout; recovered completely for the time being. Salicy lates had no effect upon the pyrexia. ; 


source of infection can usually be found ; common places that are cece are the sockets 
of the teeth, and the vagina and uterus, but the source may be anywhere, e.g., septic arthritis 
may follow dilated bronchial tubes, cystitis, prostatic abscess, a boil on thé skin, otorrhoea, 
inflammation of the nasal cavities, and perhaps ulceration of the intestine. Sometimes the 
most careful seeking fails to find the source, but the search must not be given up readily. 
The irregular temperature, usually hectic, the leucocytosis, sweats, and other signs of 
Septicemia are often a help. 

Pneumococcal arthritis is rare in adults, and nearly always exists as a complication 
of acute pneumonia. It may, however, be found without evidence of pneumococcal disease 
in any other part of the body. Pneumococcal otitis media should not be forgotten as its 
possible source. Generally only one joint is affected, usually the knee, less often some 
other large joint, such as the shoulder or elbow. Often there is a history of recent injury 
to the part. The patient suddenly feels a pain in the joint ; within a few hours of this 
the temperature is raised ; the joint swells rapidly, is very painful and exquisitely tender ; 
yellowish-green pus ae forms. The diagnosis is obviously easy if the patient ie 
pneumonia, but may be difficult if he has not; it is important to come to a diagnosis 
early, for it is a serious disease, and if allowed to go far without incision and drainage the 
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patient may succumb to a general septicemia. Pneumococcal arthritis is the commonest 
form of infective arthritis in children under five years old. As in adults, it is confined 
generally to one large joint. The swelling may be very great, and extend to the soft tissues 
beyond the joint. The pain is less than in adults, and redness is not common. Its possible 
presence must be remembered, for as in adults, so in children, it is necessary to drain the 
joint early. The child has a raised temperature, and looks ill. 

Typhoid Arthritis —There are two varieties, both very rare: (1) That which precedes 
the typhoid fever; this is a multiple arthritis, not of severe degree, which subsides just 
before definite symptoms of typhoid show themselves. It is impossible to diagnose it 
until the appearance of the typhoid fever. (2) This occurs during the typhoid fever ; 
one or many joints may be affected ; the arthritis is of varying severity ; it may subside 
completely, or require incision and drainage. In a few cases even when there has been no 
arthritis during or before the attack of typhoid fever some chronic arthritis may appear 
later ; most often the joints and ligaments of the spine are affected, and during the conva- 
lescence from his fever the patient complains of much pain and stiffness of his back ; he 
is then said to have a typhoid spine. Ina similar way the hip may become stiff, and very 
rarely there is chronic osteitis of the head and neck of the femur. 

Scarlatinal arthritis affects many joints, is not severe, soon subsides, and is easily 
diagnosed when there has been recent scarlet fever. It is commonly known as scarlatinal 
rheumatism, a bad name which quite gratuitously assumes a connection between this 
arthritis and rheumatic fever, for the existence of which there is no evidence. 

Arthritis occurs commonly in association with meningococcic meningitis and Malta 
fever, less commonly with dysentery, rarely in association with influenza, glanders, small- 
pox, measles, and diphtheria. In all these cases the presence of the principal disease 
determines the diagnosis. 

Gonorrheal Arthritis is often called gonorrhceal rheumatism, but this phrase should be 
discarded, for there is no association between gonorrheea and rheumatic fever. Gonorrheeal 
arthritis is frequently overlooked. I have repeatedly demonstrated its presence when the 
family physician has believed its existence impossible. It is particularly likely to be 
missed in women. I have met with it in married women of fifty ; it is probable in these 
cases that they are infected by their husbands. It may follow gonorrhceal ophthalmia 
and even ophthalmia neonatorum. The diagnosis may be very easy, as when a patient 
is seized with an acute arthritis, either of a single joint or of several joints, while he or 
she is suffering from gonorrhea. If it is possible to withdraw a little fluid from the cavity 
of the swollen joint, the discovery of the gonococcus makes the diagnosis certain, but this 
is usually quite unnecessary, and unless done very carefully may, by introducing micro- 
organisms from without, greatly increase the damage to the joint. Often a urethral 
discharge may be found, though sometimes in long-standing cases of gleet it is very slight ; 
if the gonococcus cannot be found in the discharge, it may be detected in a swab taken 
from the posterior urethra or vagina. If in women it is thought undesirable to excite 
suspicion by taking a vaginal swab, the nature of a doubtful arthritis may be determined 
by the wide variations of the opsonic index to the gonococcus. 

It is difficult from. the clinical character of gonorrhceal arthritis to tell it certainly 
from other forms of arthritis. Mistakes happen least often to those who constantly think 
of the possibility. It is of varying degrees of acuteness ; in the chronic cases of gleet the 
corresponding arthritis is chronic, but in the acute cases of gonorrhoea it may be so acute 
that I have more than once known the disease called rheumatic fever. Gonorrhceal arthritis 
may be limited to one joint, and then most often to a large one, especially the knee ; but 
it may be multiple, and very many joints, even those of the wrists, hands, and fingers, 
may be implicated ; there is often much swelling of the soft tissues around, and this is 
more responsible for the swelling than is the effusion in the joint. Gonorrhceal arthritis 
is usually very painful. The sheaths of tendons are often inflamed and tender, and so are 
some fascize, especially the plantar fascia. The patient often complains of pain at the back 
of the sole of the foot, and in a chronic case he has flat-foot. There is no variety of 
arthritis in which muscular atrophy is more striking. I have known a severe case of 
gonorrhceal arthritis of the hand called progressive muscular atrophy. When gonorrheeal 
arthritis is chronic throughout the whole of its course, and is limited to one joint, the cause 
of the trouble is often erroneously set down to tubercle. Suppuration is very rare. Some 
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cases are extremely chronic, and may lead to fibrous ankylosis with deformities, 
but with our modern means of diagnosis and treatment this has become exceptional. 
Salicylates have no decided effect either upon the joint pains or upon the co-existent 
pyrexia (Fig. 150). 

All the acute affections hitherto mentioned, except rheumatic fever, are often included 
under the phrase ‘infective arthritis, because they are known to be due to infection by 
a micro-organism ; but this is a loose term that ought only to be used in a general sense, 
for a diagnosis of the precise cause of the infection is nearly always possible if care be taken. 
Sometimes in an infective arthritis there is more than one micro-organism at work to 
cause it; thus, in the late stages of gleet various micro-organisms flourish in the diseased 
urethra, and the arthritis may be due to a mixed infection in which the gonococcus is not 
the preponderating micro-organism ; under such conditions pus may form in the joints. 
Indeed, I have known a mixed infection of gonococci and streptococci from the genitals 
of a woman cause in her a very severe acute arthritis with a temperature of 105° F. In 


exhausting diseases, e.g., typhoid fever, the patient may suffer from a secondary strepto- 
coccal infection which may cause arthritis. 


Acute Secondary Arthritis ——By this is meant arthritis due to spread of disease from 
the bone in the neighbourhood of the joint. It is limited to one joint ; the most acute 
and dangerous form is that which follows acute osteomyelitis. More than once I have 
known this called rheumatic fever, because the onset has been sudden and the temperature 
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Fig. 152.—Chart showing the pyrexia and rapid pulse of rheumatoid arthritis ; the temperature 
was uninfluenced by salicylates. 


raised. It is a most unfortunate mistake, for patients suffering from this form of arthritis 
are liable to die quickly from general septicemia, to prevent which the joint ought to be 
opened and drained at once. The mistake may usually be avoided by remembering that 
rheumatic fever does not affect one joint only. The more difficult cases are those in which 
more than one joint is acutely diseased, as a result of disease of the ends of the bones. To 
avoid this mistake, disease of the bones themselves must be carefully sought. Fortunately 
for diagnosis, this disease of several joints is most frequent in infants, and in them severe 
arthritis due to rheumatic fever is unknown. It is called acute arthritis of infants. ' Disease 
of joints may be secondary to an abscess in the bone or to tuberculous disease of the bone. 
These varieties are diagnosed by discovering the underlying disease of the bones ; @-rays 
are often of much use. 

Rheumatoid Arthritis——The first attack is often acute: therefore the disease is best 
considered here. The name is bad and has led to confusion ; it owes its origin to the fact 
that the disease in some respects resembles rheumatic fever ; hence the name implies an 
arthritis resembling that of rheumatic fever. It would probably lead to worse confusion 
to invent a new name, so the present had better stand until the micro-organism causing 
the disease has been discovered. The first attack is ushered in with fever ; the temperature 
is rarely higher than 100° or 101° F. in the evening and 99° or 100° F. in: the morning. 
This fever lasts from three to six weeks, slowly subsiding towards the end (Fig. 152). The 
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pulse is generally rapid, out of proportion to the fever, the hands and feet sweat profusely, 
patches of freckle-like pigment are prone to appear on the body. Most of the patients 


Fig. 153.—Acute rheumatoid arthritis : showing the spindle-shaped swelling of the 
A joints between the first and second phalanges, and the swelling in connection ,with 
the wrist and metacarpo-phalangeal oints. 


Fig. 151.—Severe rheumatoid arthritis; skiagram of the hands, showing ulnar deflection but no 
bony intra-articular changes. 


are young women. ‘The pyrexia is less severe and longer lasting than that of rheumatic 
fever, the pulse is, considering the temperature, faster, the sweating is almost confined to 
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hands and feet, pigment is frequent. Nor are the differences with regard to the arthritis 
less striking, for in rheumatoid arthritis the characteristic joints to be affected are those 
between the first and second phalanges, and as it is an affection of the synovial membranes, 
and also considerably of the soft tissues around the joints, quite early in the disease we 
get a spindle-shaped swelling of these joints (71g. 153); but soon many other joints are 
affected, and before long almost every joint in the body is implicated, so that we have 
the simultaneous affection of a great many joints. The temporo-maxillary joint is often 
involved ; so is the spine. It will be noticed that in every respect the arthritis is clinically 
different from that of rheumatic fever. The joints never suppurate, but the epitrochlear 
gland may be found enlarged. Slowly the attack subsides ; as it does so, passive move- 
ments and massage should be undertaken, for if not, the thickening of the tissues around 
the joints leads to their fixation. That this may be prevented is shown by the fact that the 
jaw rarely becomes fixed, presumably because of its frequent movement. There is never 
any endocarditis. The arthritic muscular atrophy is often as extreme as in any variety 
of arthritis. In a few months a second attack comes on, but both the general symptoms 
and the arthritis are less severe than in the first ; then a few months later another, less 
severe than the second, and so on, until after four, five, or six attacks the disease wears 
itself out. In the later stages, if the 
joints have been allowed to become 
stiff, the disease is often confused 
with osteo-arthritis ; but rheumatoid 
arthritis occurs in younger subjects, 
and there are no bony outgrowths 
(Fig. 154), except in a few cases in 
which chronically thickened fringes of 
synovial membrane have, by friction 
during movements of the joints, worn 
away a little patch of cartilage, exposed 
and irritated the bone, and led toa 
slight outgrowth. In such a case the 
erosion of the cartilage may lead to 
bony grating, but in even a _ very 
chronic and extreme case of rheumatoid 
arthritis, in which the joints have not 
been treated, grating and bony out- 
growths are quite inconsiderable, and 
are not a leading feature as in osteo- 
arthritis. Heberden’s nodes (ig. 155) 
are not seen in rheumatoid arthritis. 
The spindle-shaped swelling of the hers hah: ; 
Solis : 2 c Fig. 155.—Heberden’s nodosities situated on the terminal phalanges 
phalangeal joints of this disease is not of the index and middle fingers. (From Arthritis Deformans, by 
Seen in osteo-arthritis. The joints. Jlewellyn Jones Llewellyn.) 
principally affected are different in the 
two diseases, as will be seen on reference to osteo-arthritis, and the history is entirely 
different. Formerly some importance was attached to the transparency of the bones to 
the w-rays in the neighbourhood of the affected joints which may be seen in rheumatoid 
arthritis (Fig. 156), but this is now known to be visible in other forms of arthritis. The 
@-rays are, however, of use as showing the bony outgrowths of osteo-arthritis. In chronic 
cases of both rheumatoid arthritis and osteo-arthritis ulnar deflections may be seen (Fig. 154). 
Henoch’s Purpura.—This disease is confined to children between infancy and fifteen 
_ years old, and early in its course pain and slight swelling of some of the large joints, with 
a little elevation of temperature, are often present. As in children the pyrexia and arthritis 
of rheumatic fever are inconspicuous, mistakes have occurred between it and Henoch’s 
purpura, but the pain in the latter is trivial. The attacks of abdominal pain, with perhaps 
vomiting and diarrhoea, are characteristic, and so is the purpura (Mig. 157), together, in 
many cases, with bleeding from some internal organ—hematuria, hematemesis, or melena. 
The purpura should not give rise to any difficulty ; rheumatic purpura is unknown under 
the age of fifteen. 


344 JOINTS, AFFECTIONS OF THE 


Gout.—This is often said to be present when it is not. The most certain points in 
the diagnosis of gout are, first, the detection of urate of sodium, usually as white hard 
masses in connection with a joint (Fig. 158), in a bursa, or as a deposit in the cartilage 
of the edge of the ear ; here it is frequently not easy to be sure if a white nodule is urate of 
soda or a projection of cartilage with the skin stretched tightly over it. If it is possible 
to remove a minute fragment with a needle, crystals of urate of sodium may be seen under 
the microscope. Secondly, there may be a history of repeated characteristic attacks. 
The gouty arthritis that we see now-a-days is generally strongly inherited, but not often 
by women, and therefore the family history is of importance ; it rarely shows itself before 
the age of twenty, though I have seen it in a boy fifteen years old. Most of the sufferers 


Fig. 156.—Rheumatoid arthritis ; skiagram showing the transparency of the ends of bones. 


from gout now alive get their attacks quite independently of any errors in diet ; many 
of them are most abstemious. The diagnosis is not difficult when the patient has one or 
more attacks of arthritis in the characteristic joint—that of the ball of the great toe, more 
often the right than the left ; the attack usually begins at night with excruciating pain, 
which subsides towards the early morning ; the patient, exhausted with pain, drops asleep, 
to wake later and find his joint swollen and tense. There is some fever (Fig. 151, p. 339). 
Probably during the day his toe does not cause pain unless he walks on it; but he has 
another attack the next night, not so severe as that on the first, and on each successive 
night the attacks are less.. He may have another bout at any period of his life, and he may 
have many bouts, and other joints may become affected subsequently. The real difficulty 
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in the acute cases comes when it is suggested that an acute arthritis with pyrexia, and swell- 
ing and redness of a joint other than that of the great toe, is caused by gout. I have recently 
seen the difficulty in one patient in the wrist, in another in the knee. Such cases, if they are 
not gout, are some bacterial arthritis. If more 
than one joint is affected with acute arthritis at 
the same time, the probability is against gout, 
and the greater the number of joints affected the 
less likely is the case to be one of gout. The 
history and presence of urate of sodium are often 
conclusive in favour of gout. If pus forms, the 
case is almost certainly not gout, for gouty joints 
very rarely suppurate except late in the chronic 
disease. On the other hand, the implication of 
tendon sheaths and pain in the back of the soles 
of the feet are in favour of gout, though it must 
be remembered that both these occur in gonor- 
rhoeal cases. The presence of a source of infec- 
‘tion is of course against gout. The difficulty is 
especially great in cases in which the general 
symptoms and arthritis, although gouty, are con- 
tinuous rather than paroxysmal; but on the 
whole, continuously increasing severity of general 
symptoms is against gout. The goutily-inflamed 
joint looks especially shiny, is exquisitely tender 
on the surface, and is more painful at night than 
during the day. Cases of extreme difficulty have 
been recorded in which the first joint affected by 
pyemia chanced to be that of the great toe. 
Probably most examples of acute arthritis said to be gouty are so, but mistakes are 
common about chronic gout. Many patients with chronic arthritis are quite wrongly 
said to have gout; usually they have osteo-arthritis. The presence of visible urate of 
sodium in places already mentioned 
(Fig. 158), the history of previous 
acute attacks, the history of gout in 
ancestors, the age and sex, will all 
help. The presence of bony out- 
growths is strongly against gout, 
though it is not conclusive, for such 
may occur in true gout, either more 
or less all round the joint, or in. the 
form of little nodules ; but they never 
attain the considerable size common 
in osteo-arthritis. If no urate of 
soda is visible anywhere, the dia- 
enosis may be very difficult; the 
reader should consult the principal 
points mentioned under the heading 
of osteo-arthritis. Any joints in the 
body may be affected by gout, but 
it is very rare in the joints of the 
Fig. 158.—Chronie gout: deposition of urate of sodium in and trunk, the shoulder, or the hip. The 
near the joints. spine, shoulder, and hip are com- 
monly affected in _ osteo-arthritis. 
Urate of sodium may be seen in and near the joints as light spots in a-ray prints (Mig. 159). 
2. Chronic Joint Affections.—We will now pass on to consider the diagnosis of 
varieties of arthritis which are for the most part chronic, but it must be remembered 
that many of those mentioned as acute become chronic, and their diagnosis has been 
described. 


Fig. 157.—Henoch’s purpura. 
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Osteo-arthritis is a chronic disease frequently confused with rheumatoid arthritis, 
from which it is completely distinct, both clinically, and from the point of view of morbid 
anatomy. Rheumatoid arthritis (p. 341) is primarily a disease of the synovial membrane 
and soft tissues of the joints. Osteo-arthritis is primarily a disease of the cartilage and 
bones, leading to the destruction of the cartilage, eburnation of bony surfaces, andthe 
production of much new bone at the edges of the joint ; hence bony outgrowths (osteo- 
phytes), grating of the joint, and locking of it so that movement is difficult, are common. 
Thickening of the synovial membrane occurs, but is less important ; the ligaments become 
implicated and may soften ; if so, the joint becomes flail-like ; there may be some thicken- 
ing of the tissues around the joint and some increase of synovial fluid, and then the joint 
becomes enlarged. It is easy to distinguish in most cases between osteo-arthritis and 
rheumatoid arthritis by the appearance of the affected joint. In the former we have an 
irregularly enlarged joint, with palpable bone excrescences and much grating ; often the 
Joint is fixed by these bony excrescences, rarely it is flail-like from destruction of ligaments ; 
often all the causes just mentioned combine to make it very large. This is altogether 
different from the spindle-shaped swelling of rheumatoid arthritis (p. 341). Then osteo- 
arthritis is often confined to one joint, and that a large one, e.g., the knee ; rheumatoid 


Fig. 159.—Chronic gout: skiagram of the hands, showing sodium urate deposits about the ends of many of the phalanges. 


arthritis affects many joints, and is most characteristically seen in small joints, e.g., those 
between the first and second phalanges ; but when osteo-arthritis does show itself in small 
joints, those most often affected are the terminal joints of the phalanges, where the bony 
excrescences form Heberden’s nodes. Rheumatoid arthritis is far more commonly seen 
in young women; osteo-arthritis in women at the menopause. Rheumatoid arthritis 
nearly always begins with fever, although often slight ; osteo-arthritis is almost always 
afebrile. The pulse is often rapid in those who have active rheumatoid arthritis ; it is 
not particularly affected in those who have osteo-arthritis. The spine is more often affected 
by osteo-arthritis than rheumatoid arthritis, and it is quite common in the dissecting- 
room to find that elderly subjects have osteo-arthritis of the spine. Muscular atrophy is 
far greater with rheumatoid arthritis than with osteo-arthritis. Osteo-arthritis is especi- 
ally liable to attack the hip—usually only one—and this form is commonest in elderly men. 
It was formerly called morbus cove senilis. Great care must be taken to distinguish the 
pain due to this from that of sciatica. The chief point of distinction is that in the latter 
the nerve itself is tender to pressure ; but it must not be forgotten that in very rare cases 
osteo-arthritic outgrowths from the hip may implicate the sciatic nerve and so cause 
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genuine sciatica. Although osteo-arthritis of the hip usually causes lameness, so many 
other conditions do this, e.g., sacro-iliac disease, that the symptom is of little value. The 
knee is the joint most often affected by osteo-arthritis—usually both, but sometimes only 
one is implicated. This disease of the knee is very common in women of ages between 
forty-five and fifty-five. They complain of pain and stiffness. Often the pain and tender- 
ness, if present, are confined to one spot. There is usually considerable enlargement of the 
joint, bony irregularities may be felt, and grating and crackling on movement are very 
common ; these are due to bony out-growths, erosion of cartilage, and thickening of syno- 
vial membrane, which also gives a feeling to the observer’s hand placed over the joint when 
it is moved as though he were feeling the movement of wet sand ina bag. The grating may 
be heard very loudly through the stethoscope. Other joints often implicated in osteo- 
arthritis are the shoulder, elbow, ankle, wrist, and temporo-maxillary joint ; but what has 
been said about the disease in general, and that of the knee in particular, applies to them. 
The disease may be considerably advanced and yet confined to one joint, or any number 
may be affected. The points which have been especially mentioned as helping to distin- 
guish osteo-arthritis from rheumatoid arthritis will aid in the distinction of it from other 
forms of arthritis. Pads (Figs. 160, 161) on the dorsal aspect of the joints between the first 
and second phalanges are not rare. They 
vary in size from a split pea to a hazel-nut. 
The joints are not diseased, but these pads, 
which are due to a great growth of fibrous 
tissue underneath the corium, have been con- 
fused with osteo-arthritis. They are often 
associated with Dupuytren’s contracture (Fig. 
59, p. 142). Ulnar deflection (Mig. 154, p. 342) 


Fig. 160.—Pads on the dorsal aspect of joints; Fig. 161.—Skiagram showing that the pads 
not to be confused with osteo-arthritic changes. (By depicted in Fig. 160 affect the soft parts and not , 
permission from The Quarterly Journal of Medicine the underlying joints. (By _ permission from 
vol. i.) The Quarterly Journal of Medicine, vol. i.) 


is seen in osteo-arthritis, but is also present in so many other affections of the fingers and 
wrist that by itself it is of no value in diagnosis. 

Tuberculous Disease of Joints.—This is most common in children of between three and 
five years, and becomes rarer as age advances. About 40 per cent of the cases are in the 
spine, 40 per cent in the hip, 10 per cent in the knee, and the other joints which are affected 
not uncommonly are the ankle, shoulder, elbow, and wrist. The disease is essentially 
slow, so that the early stages are often overlooked. It is stated that tuberculous arthritis 
is so insidious in its onset that for one case in which the affection is detected and adequately 
treated in the first month of its existence, there are twenty in which it is allowed to drift on 
for three or four months, or even longer, before it is recognized. For some time there may 
be only slight transient impairment of movement, or an occasional twinge of pain ; gradually 
impaired movement, showing itself as slight lameness in the lower extremity, becomes 
evident, but it must not be concluded that there is no tuberculous disease of a joint because 
there is no impairment of movement. In the same way, although pain, often worse at 
night, and causing screaming, is an important sign, yet pain may be absent for a long while, 
or altogether. In all the joints except the shoulder and the hip—which are so deeply 
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covered by soft parts that unless it is considerable it cannot be detected—swelling is a very 
important symptom, for it is almost invariably present, even in the earliest stage. It may 
be very slight. Although there may be no defect of movement in the early stages, sooner 
or later, and often quite early, this symptom develops and is of great value. Tuberculous 
arthritis is usually accompanied by wasting of muscles moving the joint. It must never be 
forgotten that a tuberculous arthritis is so slow in its development that often it is not 
ascribed to its correct cause ; also that for a time the symptoms are so slight that no atten- 
tion may be paid to them. Mistakes are very serious, and tuberculous arthritis ought 
always to be present in our minds when examining a diseased joint. It is very rare for 
more than one, or perhaps two, joints to be affected in the same person ; tuberculous disease 
elsewhere, e.g., phthisis, is not common ; lardaceous disease, formerly so frequent a compli- 
cation, is now seldom seen; and general symptoms, e.g., pyrexia, are often absent and 
rarely extreme; on the other hand, those affected are often pale. Bony outgrowths are 
not to be detected ; the joint is swollen and feels thick: hence the phrase ‘ pulpy knee.’ 
There is often a history of injury to a joint which later becomes tuberculous, and then the 
transition from a traumatic to a tuberculous arthritis is often overlooked. Tuberculous 
disease of the sacro-iliac joint is particularly difficult to diagnose. Tuberculosis of the hip 
is often overlooked because the pain is referred to the knee, and the slight wasting of the hip 
muscles is not detected. 

Acquired Syphilitic Arthritis ——This is most easily recognized by those who constantly 
bear in mind the possibility of its existence. If the characteristic pains of syphilis, which 
are usually worse at night, happen to occur near a joint, they may be ascribed carelessly to 
gout or osteo-arthritis. In the secondary stage of syphilis, and more particularly early in 
it, a syphilitic synovitis of any joint may occur. It is subacute, slow, is attended with 
stiffness, swelling, and occasionally tenderness, and usually is confined to one joint. Pain, 
too, may be present, but commonly neither pain nor tenderness is a prominent symptom. 
There is some, but not much, enlargement of the joint from distention with synovial fluid ; 
in a few cases the size of the joint varies considerably in a short time. These cases are 
often mistaken for tuberculous arthritis, but the error can usually be avoided if the patient 
is examined carefully and questioned for other evidence of syphilis ; and in this, and all 
other forms of arthritis in which there is any possibility of syphilis, a Wassermann test 
should be done. Syphilitic arthritis in the tertiary stage is rare : there are two varieties of 
it, both of which produce considerable swelling and disorganization of the joint ; in one 
there is a deposit of gummatous material in the subsynovial tissue, in the other in the ends 
of the bone. Both varieties are usually confined to a single joint, neither is painful, and 
both are liable to recur. Great effusion of synovial fluid is not common, but when the 
disease is in the subsynovial tissues the joint is enlarged and the thickening of the synovial 
membrane can be felt. 

Congenital Syphilitic Arthritis—tIn children and young adults congenital syphilis may 
cause an arthritis which is very like that caused by tubercle. The knees are affected most 
often, and the disease is often symmetrical. If there is much synovial exudation, fluctua- 
tion is detected easily ; if there is much gummatous deposit in the subsynovial tissue, the 
synovial membrane feels thickened and irregular. There is no pain, and very little impair- 
ment of movement. The existence of this disease must always be remembered ; the history 
and examination for other signs of syphilis, especially nerve deafness or interstitial keratitis 
must be thorough, and the Wassermann reaction must be tested. 

In infants congenital syphilis may cause osteochondritis in the sub-epiphyseal plate 
of cartilage and adjacent bone ; the epiphysis becomes separated from the shaft, so that 
there is motility and dull grating, as if a fracture had occurred. At the same time there is 
considerable swelling of the soft parts around, from the inflammation having spread to 
them, so that there is much swelling about the joint, although the joint itself is usually 
not implicated. Separation of the epiphysis from the shaft makes the limb paralyzed : 
hence the phrase syphilitic pseudo-paralysis applies to this condition. Suppuration is very 
rare, and the improvement with mercury is rapid. This condition may be noticed at any 
period from one month after birth till the age of two or three years, but it is most often seen 
when the child is two or three months old. It is usually multiple, and there is some tender- 
ness and slight pain. Other signs of congenital syphilis are generally present, but if not, 
the condition is so characteristic that the child must at once be given mercury. 
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Intermittent Hydrarthrosis.—This rare disease should be diagnosed easily. It is com- 
monest in women. Cases have been recorded between the ages of eight and fifty, but the 
patients are most often between twenty and thirty years old. Fluid is poured out rapidly 
in the joint, so that it is distinctly swollen in a few hours ; the distention attains its maxi- 
mum in one or two days; it then recedes, and has disappeared by the fourth or fifth day. 
The effusion leads to stiffness of the joint, and generally there is some pain, but usually 
very little tenderness, and the joint is neither red nor hot. The knee is affected most 
often ; it may be one or both knees ; if not the knee it is almost always a large joint that 
is the seat of the effusion. It is rare for more than two joints to be affected at once. The 
remarkable part of the affection is that the effusion is periodic,-and often the interval of 
time between the attacks in the same patient is on each occasion exactly the same: thus 
in one patient the effusion always began on the ninth day from the beginning of the 
previous effusion ; the interval has been known to be Iess than this, and it is often more. 


It may be that for a period the intervals are of a certain length, and then for a period they 
are of a different but uniform length. In 


other cases there is no periodicity. In each 
attack the same joint or joints are affected in 
the same patient. After three or four years 
the attacks cease in most cases, but occasion- 
ally there are recurrences. 

Charcot’s Disease (Fig. 162).—This is the 
arthritis met with in tabes dorsalis, and if 
any patient, of such an age that he could be 
suffering from tabes, has chronic arthritis of 
a single joint, we ought always to examine 
him for signs of tabes. Because this is not 
done many cases are overlooked, for the 
arthritis may exist even when the patient is 
unaware that he has any signs of tabes. 
There is nothing characteristic of tabetic 
arthritis, and many joints affected with it 
might, for all the clinical symptoms of the 
arthritis, or from the appearances after death, 
be equally well affected by osteo-arthritis ; 
but the following points will often make one 
suspicious. The effusion is frequently very 
great—some of the biggest joints seen are 
those affected by tabetic arthritis ; the liga- 
ments may be much softened, so that the 
joint becomes flail-like, but the growth of 
new bone at the edges of the joint is often 
quite slight, and there is considerable atrophy 


: Fig. 162.—Charcot’s disease of the right knee-joint in 
of bone; thus I have seen the floor of the association with tabes dorsalis: showing distention, and 
acetabulum as thin as paper, and because it also displacement of tibia to the right. 


was so thin, the pressure from the neck of the 
femur had expanded the floor of the acetabulum so far into the pelvis. that it formed 
a large projection into the pelvic cavity. Tabetic arthritis is usually chronic and never 
acute, but it may be rapid; thus there may be advanced destruction of the joints. 
in a few weeks (Fig. 163) ; it is almost always painless ; generally large joints—e.g., knee, 
hip—are affected ; usually only one joint, but I have seen two. The rarefaction of the 
bones makes them liable to fracture. When tabetic arthritis occurs in the bones of the hand 
or foot the considerable swelling may cause it to be mistaken for tuberculous disease. In 
75 per cent of cases of tabetic arthritis the joints affected are those of the lower extremity. 
Arthritis in Syringomyelia.—In 75 per cent of the patients affected with this form of 
arthritis the joints affected are those of the upper extremity. There is nothing absolutely 
distinctive of this variety ; it resembles closely that due to tabes ; perhaps, on the whole, 
some of the cases more nearly resemble osteo-arthritis. Owing to the loss of pain-sensation 
in syringomyelia, wounds are common; hence the joints may become septic. Mistakes. 
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n diagnosis can only be avoided by always having in mind the possibility of the occurrence 
of syringomyelia, and examining the patient for it. Happily it is rare, and often the 
symptoms of syringomyelia (p. 608) are evident before the arthritis shows itself. In about 
half the cases of syringomyelia there is scoliosis of the spine. 

Arthritis in Hemophilia.—In this disease blood may be poured out into either the 
synovial membrane or the cavity of the joint. This is probably always the result of a 
blow, often so slight as to pass unnoticed. It is most common in the knee and ankle. If 
the bleeding is at all considerable the joint swells, the rate of swelling depending upon the 
rate of effusion of blood. The joint is puffy ; there may be fluctuation, pain on movement, 
and. tenderness. The whole trouble often subsides, but sometimes more or less swelling 


persists for a time, and even if a joint gets well, relapse is likely. In other cases, either 


the impaired blood-supply resulting from damaged vessels or the friction of the clots leads 
to erosion of the cartilage, and per- 
manent disease of the joint results. 
Forgetfulness of the fact that disease 
of the joints occurs in haemophilia 
has led to the serious mistake of 
incising one into which bleeding has 
occurred. The condition is to be 
diagnosed by observing the other 
signs of hemophilia. 

Malignant and Hydatid Disease 
of Joints.—Both these are very rare, 
and in each case the disease almost 
always begins in the adjacent bone, 
and therefore properly belongs to 
diseases of. bones. Both are very 
serious ; hydatid disease of a joint 
is very liable to lead to suppuration 
iit: 

Displacement of a Semilunar 
Cartilage may cause much synovitis, 
and the cause of the latter is very 
apt to be overlooked. There is 
often a history of a wrench, or the 
patient complains that he — feels 
something in the joint slip or catch ; 
this may cause considerable pain, 
and there is often tenderness over 
the internal semilunar cartilage. 
Sometimes similar symptoms are 
produced by a thickened fringe of 
synovial membrane becoming nip- 
ped. This may occur in osteo- 

Fig. 163.—Skiagram of Charcot’s disease of the hip-joint, The arthritis. The thickened fringe a 
appearances are typical and diagnostic ; they show extensive destruc- become detached, and then it forms 
ae Nk aia bone and large masses of abnormal new bone thrown a loose bo dy inside the joint. 

(Skiagram by Dr. C. Thurstan Holland.) Nervous Mimicry, Neuromimesis, 

or Hysterical Joints—In these cases 

some of the symptoms of arthritis are imitated without there being any actual disease of 
the joint. It is important to remember that hysteria is a disease and is not mere malinger- 
ing. The malingerer can voluntarily get rid of his supposed disease if he wishes; the 
hysterical girl cannot, as she has not sufficient power of will. There are three main 
varieties : (1) The joint is kept constantly in an abnormal position, e.g., the knee may 
be considerably flexed ; (2) The joint cannot be moved, e.g., the hand may hang down 
from the wrist, as in extensor paralysis, and it cannot. be raised ; (3) There may be 
acute pain in the joint.. In all these cases careful examination will usually show that 
there are no real symptoms of arthritis: there is no swelling, no heat, no grating, no 
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bony outgrowth, the immovably fixed joint can be moved freely under an anesthetic ; on 


the other hand the pain, if 
present, is far in excess of any 
pain due to arthritis, and the 
tenderness may be so great 
that the patient will not let 
the joint be touched. Both 
pain and tenderness disappear 
if the patient’s attention is 
diverted, and neither keep the 
patient awake nor affect the 
general health. The pain may 
radiate far beyond the joint ; 
very rarely in hysteria there 
is trivial swelling, but it is 
not such as would be pro- 
duced by the distention of the 
synovial cavity; it is often 
more in the neighbourhood of 
the joint than over it; but 
nearly always there is no swel- 
ling about a hysterical joint. 


Fig. 164.—Pulmonary osteo-arthropathy: the patient had chronic fibroid 
The bony parts of the fingers were becoming progressively thicker, 
especially in the right hand. 


Usually the joint supposed to be diseased is cold; very rarely it is hot and perhaps a 


* Fig. 165.—Pulmonary osteo-arthropathy : 
tion of hands and feet, and the wasting due to chronic phthisis. 


showing affec- 


little red; but this phenomenon, when 
present, is only a local blush due to the 
fact that the patient’s attention is 
directed to the joint, and it passes away 
quickly. The stiffness of a hysterical 
joint can be made out to be due to con- 
traction of muscles and not to alteration 
of the joint itself; occasionally it is 
variable, and it is often extreme, out of 
all proportion to any _ possible joint 
disease; and often, too, the attitude of 
the joint is not that usually seen in 
arthritis. It has been pointed out re- 
peatedly that muscles which move a joint 
usually atrophy, often rapidly, when that 
joint is diseased, quite apart from disuse. 
In hysterical affections of joints the 
muscles waste only slowly in proportion 
to the disuse of the joint. 

Muscular Paralysis.— Often, e.g., in 
peripheral neuritis, the muscles which 
undergo rapid wasting as a result of 
disease of the lower motor neuron soon 
begin to contract, and this leads to con- 
siderable alteration in the usual position 
of joints. Thus, the knee and the elbow 
become strongly flexed, and at first it may 
be thought that these unusual positions 
are the result of disease of the joint, for 
long-continued chronic disease of a joint 
will lead to unusual permanent positions 
from contracture of ligaments, from the 
pull of muscles on a weakened joint, and 
from contracture of muscles wasted from 
arthritic atrophy ; but a little estimation 
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of the history, the condition of the joints, the symptoms of nerve disease and the electrical 
reactions of the muscles will soon lead to a correct diagnosis. There is no reaction of 
degeneration in muscles that have atrophied secondarily to arthritis. 

Hypertrophic Pulmonary Osteo-arthropathy is rare and not really a disease of joints at 
all, for the change consists in an enlargement of the ends of the bones, and hence the joints 
appear large and the patient cannot bend them properly. Often this is all that is the 
matter with them, but in advanced cases there is some thickening of the synovial membrane 
and some erosion of cartilage. The upper extremity is affected more often than the lower, 
and the joints usually deformed are the wrist, and the carpal and interphalangeal joints 
(figs. 164 and 165) ; when the condition exists in the lower extremity the corresponding 
joints are implicated. In extreme cases the enlargement extends up the shafts of the 
affected bones. The condition is distinguished easily, for it is almost always accompanied 
by clubbing of the fingers, and in 80 per cent of the cases it is associated with chronic 
pulmonary disease, especially fibrosis, bronchiectasis, or chronic empyema, of which there 
are generally ample physical signs. The remaining 20 per cent of the cases are 
associated with such diverse conditions that text-books must be consulted ; the most 
interesting is aneurysm of the subclavian artery. Hypertrophic osteo-arthropathy used 
to be confused with acromegaly ; not only ought the clubbing of the fingers and the 
associated conditions to prevent such a mistake, but also in acromegaly there is consider- 
able enlargement of the head and characteristic changes in the face (see Fig. 116, p. 237). 

W. Hale White. 


KIDNEY, ENLARGEMENT OF.—A renal swelling may be so slight that it is only 
found upon clinical examination, or it may be large enough to attract the patient’s 
attention to it. A number of pathological changes in the kidney may give rise to a tumour 
of that organ, such as hydronephrosis, pyonephrosis, renal tuberculosis or abscess, new 
growths, and various forms of cysts in the kidney ; it is necessary to be able to diagnose 
any one, not only from any other, but also from other tumours simulating a renal 
swelling. 

The chief characteristic points of a renal tumour are :— 

1. The large intestine is in front of the tumour. When either kidney is merely slightly 
enlarged, both large and small intestine will be in front of it; but when the organ is so 
enlarged as to reach the anterior abdominal wall the coils of small intestine are pushed 
aside. The anatomical relation of the large intestine to the kidney, and the absence of 
a mesentery, do not allow of the same mobility of the colon, which retains its position in 
front of the kidney. Hence an area of resonance can usually be obtained in front of a 
renal swelling ; if the colon be empty, it can sometimes be felt in a thin subject and rolled 
by the fingers on the surface of the tumour. Bowel is never placed in front of a splenic 
tumour, and only rarely in front of a hepatic tumour. 

2. The area of dullness to percussion is continuous from the lateral aspect of the swelling 
to the mid-line posteriorly—that is, there is no area of resonance between the mass and 
the vertebral spines, as in a splenic or ovarian tumour. 

3. A renal tumour usually retains the shape of the kidney ; it is rounded at its borders 
and poles, and does not possess any edge or sharp margin, as in splenic or hepatic swellings. 

4. A renal tumour in the process of enlargement projects forwards and downwards. 
It may fill up the natural hollow of the loin, but very seldom causes any prominence 
posteriorly. A perinephric abscess, which often simulates a renal swelling, may cause 
a distinct prominence in the loin. 

5. A renal tumour does not descend so freely upon deep inspiration as a splenic or hepatic 
tumour. A renal tumour may be movable downwards or inwards, or may be fixed in 
the loin by preceding inflammation. An enlarged kidney can be felt with ease bimanually, 
and if grasped between the two hands can be pushed into the loin. 

6. When a renal.tumour is large enough to reach the anterior abdominal wall, it 
commonly comes in contact with the latter at the level of the umbilicus, at the same time 
bulging out the ilio-costal space. There is usually a line of resonance between the upper 
margin of the tumour and the hepatic dullness 

7. A varicocele may be developed on the same side as the renal tumour. 

8. With a renal tumour there may be changes in the urine pointing to renal disease ; 
but on the other hand, the urine at any one time may be normal, free from blood or pus, 
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from the fact that the ureter of the diseased side is blocked, or that the disease does not 
involve the renal pelvis. 

9. In exceptional cases, a tumour of the right kidney may extend upwards into the 
dome of the diaphragm, rotating the liver so that the anterior margin descends below the 
costal margin, and prevents satisfactory palpation in the renal area. 

Although, from the above physical characters, it would seem that a renal tumour 
should present little difficulty in diagnosis, yet it is by no means infrequent to find that a 
tumour possessing several of these characters may give rise to considerable doubt in the 
determination of the organ from which it arises. The following points will assist in the 
diagnosis of renal swellings from other tumours with which they are likely to be confused :— 

1. Tumours of the gall-bladder (p. 252) are placed immediately below the costal margin, 
so that no interval exists between the tumour and the lower margin of the liver. They 
are usually oval in outline, with the long axis in the line between the ninth costal cartilage 
of the right side and the umbilicus ; are freely movable with the respiratory movements, 
and movable from side to side about an axis at the costal margin. There is dullness on 
percussion over them, and they cannot be felt in the loin or be grasped bimanually. With 
a tumour of the gall-bladder there may be attacks of colic, with or without jaundice. 

2. Enlargements of the liver (p. 366) pass downwards from beneath the costal margin 
so that there is no line of resonance, or area in which the hand can be depressed, between 
the tumour-and the costal margin. Hepatic tumours do not impair the normal resonance 
in the loin in the same manner as a renal tumour. A tongue-shaped lobe of the liver 
(Riedel’s lobe) may cause difficulty in diagnosis ; but here the lower margin is seldom so 
rounded as in a renal tumour, nor will the mass be felt in the loin on bimanual examination. 
A tumour or cyst in the concave aspect, or of the left lobe, of the liver is especially liable 
to cause error in diagnosis, whereas, on the other hand, a tumour of the right kidney which 
projects upwards behind the liver may so rotate the latter that its anterior margin descends 
below the costal margin and completely obscures the kidney. Ina case of a large carcinoma 
of the right kidney, the liver was in this way so depressed as to render palpation of the 
kidney impossible. 

3. Enlargements of the spleen (p. 628) descend from beneath the left costal margin, 
and have no bowel in front of them. The edge of a splenic tumour is usually well-defined 
and often notched, and there is resonance between the posterior aspect of the tumour and 
the spinal column. A splenic tumour is more movable than a renal tumour. <A _ blood- 
count may help in splenic enlargements. 

4. Perinephric effusions, whether of blood, pus, or urine, may form a tumour in 
the loin which upon physical examination may be mistaken for a renal swelling. A peri- 
nephritice effusion may arise from some suppurative condition of the kidney, so that the 
previous history and examination of the urine will not assist in differentiation ; or it may 
be due to conditions entirely distinct from renal disease. An effusion of blood around 
the kidney is, in nearly all cases, caused by an injury to the loin, and will be accompanied 
by other signs of injury. A perinephric abscess forms a much more ill-defined tumour 
than that caused by a renal swelling, is more acute in its general symptoms, such as pain 
and temperature, and fills up the ilio-costal space. The skin over it may be thickened or 
cedematous, and fluctuation may be felt to be more superficial than in a renal swelling. 
A perinephric abscess is most likely to result from suppuration about a carcinoma of the 
large bowel, from appendical inflammation, or from suppuration in a perinephric hematoma 
due to injury. 

5. Tumours arising from the pelvic organs, from the ovary or uterus, may in 
some cases simulate renal tumours. An ovarian cyst with a long pedicle occupying the 
loin has frequently been mistaken for an enlarged or movable kidney, and any sudden 
attacks of pain occurring from torsion of the pedicle may be looked upon as due to renal 
colic. The usual ovarian cyst or uterine fibroid will seldom be confused with a renal 
Swelling, for it is placed in the middle line of the body, can be felt to come up from 
the pelvis, and can be felt readily upon bimanual vaginal examination to be attached to 
the uterus or its appendages. These tumours also give rise to dullness anteriorly, and do 
not alter the normal resonance in the loin. In cases of malignant ovarian tumours 
associated with ascites, the lumbar resonance may be lost, but on turning the patient over 
upon one side, the previously dull note becomes replaced by resonance in the uppermost 
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loin. In the case of an ovarian cyst with a long pedicle, or of a uterine fibroid of 
pedunculated, subserous form, the position in the loin may sometimes suggest a renal 
tumour; it will be found, however, to occupy a more anterior position in the abdomen 
than a renal tumour, and to possess a much greater range of movement, and it does not 
slip back into the loin under the costal margin in the same manner as an enlarged kidney 
does: there is resonance posteriorly, the kidney may be actually palpated as well as the 
abdominal tumour, whilst a distinct connection with the pelvic organs can sometimes be 
traced from the tumour when the latter is drawn up. 

In contradistinction to the above, a very large cystic renal swelling may be mistaken 
for an ovarian cyst. In may occupy the greater part of the abdomen, and even be felt 
per vaginam to be encroaching upon the pelvis; but on careful examination in a renal 
tumour of this form there will be no line of resonance between the mass and the vertebral 
column posteriorly, the natural hollow of the loin will be filled up, and there is frequently 
a distinct bulging in the lower thoracic wall, together with an increased length of the ilio- 
costal space on the affected side. Some assistance may be obtained from the history, 
when a hydronephrosis may have been first noticed as a tumour commencing under the 
costal margin, and gradually increasing downwards towards the iliac fossa and inwards 
across the median line, whereas an ovarian tumour may have been noticed to increase 


upwards from the pelvis. 


6. Suprarenal tumours may occasionally be of sufficient size to form an abdominal ~ 


tumour, presenting a rounded, movable swelling in the hypochondrium. It is practically 
impossible to distinguish them from renal tumours without laparotomy. 

7. Fecal accumulations in the colon, c#cum, or sigmoid flexure may give rise 
to a tumour and pain of a colicky nature in the loin. They will be distinguished from 
renal swellings by the general intestinal symptoms, flatulence, and the changes in form 
consequent on the administration of large enemata. It must be remembered that a 
patient with a collection of feeces in the colon may not complain of constipation, but may 
in fact have a small daily evacuation from the overloaded bowel. 

8. Inflammatory thickenings about the appendix will be diagnosed from renal 
tumours by the situation of the pain and by the swelling being in the iliac fossa rather 
than in the loin. In some cases, however, the pain may be referred to the lumbar region, 
or an appendical inflammatory thickening may spread upwards. The onset of the trouble, 
the acute symptoms, and the febrile disturbance will usually distinguish these cases from 
renal lesions. 

9. Malignant growths of the large intestine, especially of the ascending or 
descending colon, may form a tumour in the loin which closely resembles a renal swelling. 
The mass formed by the growth may be grasped bimanually, is movable in the same direc- 
tions as a renal tumour, and comes forward under the costal margin. The percussion 
note over the front of the lump is resonant, and there is usually an aching pain in the loin. 
If the growth has infiltrated through the wall of the bowel uncovered by peritoneum, the 
perirenal tissues may be thickened, or albuminuria may be produced by direct invasion 
of the kidney, when the case will even more resemble a renal lesion. Cancer of the large 
intestine should be suspected if there is any irregularity in the action of the bowels, mucus 
or blood in the motions, or any symptom of commencing obstruction in the intestine. The 
tumour may be irregular and nodular, whereas a renal tumour presents rounded margins. 
The occurrence of a tumour in either side, associated with discomfort or palpable distention 
of the cecum from the accumulation of feeces, would render a growth in the colon the more 
suspicious. The appearances seen with the a-rays at a suitable interval after a barium 
or bismuth meal may assist the diagnosis by showing organic intestinal stenosis. 

10. Tumours of the omentum, mesentery, or pancreas, either cystic or malignant, 
are more median in position, do not project into the loin, and seldom resemble a renal 
tumour. 


In many cases in which difficulty arises in the diagnosis of a swelling in the loin, great 
help may be obtained by pyelography—that is, the injection into the renal pelvis by means 
of a ureteric catheter of some substance such as collargol in a7 per cent solution, followed 
immediately by radiography. By this means the renal pelvis may be definitely outlined 
in its normal position, and any change in position or shape may indicate that the swelling 


is of renal origin. 
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A kidney may be enlarged but yet not palpable, from the fact that it is either wholly 
above the costal margin or obscured by the liver or the thick abdominal walls of the 
patient. On the other hand, a kidney may be so diseased as to be functionless and 
shrunken, when it cannot be felt; but the remaining organ may be enlarged in a com- 
pensatory degree and may be distinctly palpable. One must remember the danger of 
regarding an enlarged kidney as the diseased organ when it is in reality the only function- 
ating one. Aching pain may be present on the functional side, as a reno-reflex pain from 
the disease on the other side. The kidney of normal size and position is not palpable 
from the abdomen, or on bimanual examination with one hand on the loin; but, in a thin’ 
subject, the lower pole may be felt to descend between the hands on the patient taking 
a full inspiration ; if, therefore, a kidney can be felt easily on bimanual examination, it 
is either unduly mobile or enlarged. It is often difficult to say if a kidney that is movable 
is also enlarged to a slight decree ; and a kidney which was thought clinically to be enlarged. 
has often been found to be of normal size when exposed ; this is in part due to the thick 
coverings of the abdominal wall, or to the amount of fatty tissue surrounding the organ: 

if the kidney is definitely enlarged, it remains to determine the nature of the enlarge- 
ment; in this one is guided, not only by the physical characters of the tumour present, 
but also by other symptoms that are associated with it, more especially, perhaps, by the 
altered characters of the urine. The kidney may be enlarged only slightly, as in tubercu- 
losis, pyelonephritis, commencing hydronephrosis, or carcinoma; or may be enlarged to 
a considerable degree in polycystic disease, hydro- or pyonephrosis, and in some forms of 
malignant growth. From the physical examination of the enlarged organ it is often 
possible to say that the swelling is fluid or solid in nature, but it is seldom that a true 
diagnosis of the lesion can be made from palpation of the kidney alone. In the following 
diseases in which renal enlargement is usually present, the diagnosis must be arrived at 
by the consideration of associated symptoms. 

In renal tuberculosis the disease occurs in a miliary or in a caseous form. Miliary 
tuberculosis occurs as a part of a general tuberculosis, usually in children, is bilateral, and 
causes no tumour. ‘The caseous variety occurs as a primary disease in one kidney, in which 
one or several foci may be present. These enlarge and soften to form a tuberculous abscess, 
which invades the medullary tissues, to open eventually and discharge its contents into 
the renal pelvis. The kidney is enlarged and tender, and there are persistent pyuria and 
hematuria in small amount. The lining membrane of the ureter is quickly invaded by 
the tuberculous process, becoming thickened and infiltrated, and at the same time shortened 
in length, so that cystoscopically it is seen to be drawn upwards (Plate XV, Fig. D, p. 
282). An early symptom of renal tuberculosis is increased frequency of micturition, even 
before the bladder has become infected in the downward progress of the disease. The ureter 
may be felt to be thickened per rectum or per vaginam, or other tuberculous foci may be 
found in the prostate, vesiculee seminales, or testes in the male. A thorough search should 
be made for tubercle bacilli in the urine. 

In pyelonephritis the kidney may be slightly enlarged, together with renal pain, 
pyuria, and general malaise. Pyelonephritis is usually bilateral, and due to some infective 
or obstructive lesion in the lower urinary tract, symptoms of which are usually obvious 
{see Pyuria, p. 574). 

Malignant tumours of the kidney give rise either to an irregular nodular enlargement 
of the kidney, or to a general, uniform, solid tumour. There is usually aching pain in 
the loin, with intermittent attacks of profuse hematuria, the latter occurring as soon as 
the growth has infiltrated the renal pelvis. The bleeding may be so profuse that clots are 
formed in the renal calices, pyramidal in shape, which in their passage down the ureter 
give rise to typical renal colic. The malignant tumours found in the kidney are of several 
varieties, and their origin and exact pathological nature have given rise to much discussion 
in recent years. The true carcinoma and sarcoma exist, but are very rare, forming but 
a small percentage of the malignant renal tumours. They give rise to renal enlargement 
and intermittent hematuria, are usually extremely malignant, and are accompanied by 
early metastases. The more common type of renal tumour in the cortical portion of the 
kidney—the hypernephroma—was formerly supposed to arise in small aberrant areas of 
Suprarenal tissue which are frequently found in this situation. Recent observers maintain 
that these tumours arise from the renal elements. The tumours commonly arise in 
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the upper pole of the kidney, are of yellow or brown colour, and are usually fairly well 
defined from the renal tissues. Microscopically, their structure is similar to that of the 
suprarenal gland, and their metastases are of the same nature. They were formerly 
classified as angiosarcoma, alveolar sarcoma, endothelioma, or carcinoma, but are now 
classified under the term hypernephroma. They form a comparatively slowly-growing 
tumour of the kidney, and give rise to less severe symptoms than the true sarcoma or 
carcinoma. ‘here is acning im the loin, and enlargement of the kidney may be found on 
examination, but at first the symptoms are slight. Heematuria occurs without any apparent 
exciting cause, and there may be renal colic from the passage of clots down the ureter ; 
the tumour may be of fair size before any hematuria is noticed. 

Another form of malignant tumour that occurs in the kidney is that which is supposed 
to arise from embryonic tissues, and to which the name of embryoma has been applied. 
These tumours are formed of striated muscle (rhabdomyoma) or of mixed tissues, such 
as striated and non-striated muscle, cartilage or bone, and epithelial structures in tabular 
or glandular form. They grow in the renal tissues, expanding the latter to form a spurious 
caspule. They occur most frequently in 
children, and hematuria is infrequent. 

Thus, the occurrence of a renal 
tumour, accompanied by intermittent 
attacks of hematuria, especially if profuse, 
should always give suspicion of renal 
growth in an adult. Renal tuberculosis 
and calculus both may give rise to renal 
enlargement, but the hematuria is seldom 
profuse ; with calculus, the hematuria is 
often brought on or increased by exertion, 
whereas with growth it may come on at 
any time, even during rest. At the same 
time, it should be remembered that both 
profuse hematuria and renal enlargement 
may arise froma _ vesical tumour which 
obstructs the normal flow of urine from 
the ureteric orifice ; in all cases therefore 
a cystoscopic examination should be made 
before any operative measure is carried 
out. The rapid development of a varico- 
cele, especially on the right side, is a point 
significant of rena] growth. 

Hydronephrosis and pyonephrosis form 
definite enlargements of the kidney, which 


F.g. 166.—To illustrate pyelography. Collargol has been may attain a large size. The tumour 1s 
injected into the right ureter and renal elvis after ureteral : 
catheterization. The case was an pani teniale with right- oval or rounded, smooth, and gives a sense 
sided hydronephrosis, the result of calculous disease. Two of tenseness or elasticity whilst ocecasion- 
stones had been removed from this kidney a year previously, her. : 4 : 
at which time the pyelographic appearances were practically ally distinct fluctuation may be obtained. 
the same. (Skiagram by Dr. C. Thurstan Holland.) 


Pyelography assists the diagnosis in diffi- 
cult eases (Fig. 166). A bydronephrosis 
occurs when there is a partial obstruction to the ureter, or in cases of repeated attacks of 
temporarily complete ureteric obstruction. Bilateral hydronephrosis may also arise fiom 
the back-pressure due to any obstruction of the normal passage of urine from the bladder. 
Hydronephrosis is usually unaccompanied by pain or hematuria ; but the tumour may 
show marked changes in size, from the varying character of the lesion producing the 
obstruction; thus, if the ureter be wholly blocked, the tumour will increase in size and 
become more tense; whilst if the obstraction be partially relieved, the tumour will 
diminish, synchronously with the passage of a larger quantity of urine of low specific 
gravity. The presence of any obstruction to the normal flow of urine from the kidney 
predisposes to the onset of infection of the kidney by micro-organisms, so that a hydro- 
nephrosis may become converted into a pyonephrosis, or the latter may arise from the 
obstruction to the ureter of a kidney already the seat of pyelitis. The physical examination 
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of a kidney distended with urine or with pus shows practically no difference between them, 
but with pyonephrosis other indications are usually present to assist the diagnosis. 
Examination of the urine will reveal the presence of pus at some time, although, if the 
ureter is wholly obstructed at the time of examination, pus may be absent if the other 
kidney and the bladder are normal. If, however, the ureter is blocked only partially, pus 
will be found in the urine; in the intermittent form, pus may be present in large 
quantities at intervals coinciding with the decrease in the size of the renal tumour. With 
pyonephrosis, also, there will be the general evidence of suppuration, namely, raised 
temperature, sweating, pallor, and often diarrhoea. The most frequent causation of 
pyonephrosis is renal calculus, so that a careful enquiry into the history of the case for 
symptoms of calculus may give important indications, and a-ray examination may be of 
service (Fig. 138, p. 279) unless the stone has been passed. Very occasionally palpation 
of a kidney enlarged from calculous disease will give rise to distinct crepitation from the 
friction of one stone upon another. | 

A serous or hydatid cyst of the kidney may give rise to a tumour in the loin exactly 
resembling a hydronephrosis, and would usually be diagnosed as such. The discovery of 
hooklets (Fig. 18, p. 49) or hydatid elements in the urine, or in the fluid aspirated from a 
renal cyst, will point to the nature of the disease. 

Polycystic disease of the kidney may occur in children or in adults, and forms a tumour 
which is commonly bilateral, though that of one side may be larger than the other. In 
adults the disease causes practically no trouble, except the presence of the tumour, in 
the early stages ; but later, symptoms of renal inefficiency develop. The tumour gives 
the usual physical signs of a renal enlargement, and may attain a great size on both sides. 
There may be aching pain in the loins and, occasionally, marked hematuria. The urine 
is of low specific gravity, is increased in amount, and in the absence of blood often contains 
a small amount of albumin. The disease is usually accompanied by arteriosclerosis. The 
character of the urine and the bilateral renal tumour are usually sufficient data upon which 
to form a diagnosis ; but with unilateral tumour, as occasionally occurs, the diagnosis is 
very difficult. A hydronephrotic or pyonephrotic kidney may give evidence of fluctuation 
which will not be obtained with a polycystic kidney. R. H. Jocelyn Swan. 


KNEE-JERK, ABNORMALITIES OF THE.—Before discussing the abnormalities 
of the knee-jerk, it is desirable to say a few words about the methods used for eliciting 
this valuable physical sign, and what may be considered to be its normal variations. 

It is essential, if mistakes are to be avoided, to test the knee-jerk with a suitable 
instrument. The fingers, or the edge of a hand or of a book, are unsatisfactory. Several 
percussors are made for the purpose, the best being a wooden stethoscope with a moder- 
ately heavy ear-piece surrounded by a thick indiarubber ring. The patient should be 
either sitting or lying down. If seated in a chair, he may be directed to cross one knee 
over the other, or, better still, place both feet on the floor as far away from him 
as is possible, so long as the whole sole of each is in contact with the ground. In either 
position a tap on the patellar tendon will provoke a contraction of the quadriceps extensor 
muscle, which will extend the leg on the thigh, and may be seen or felt even if it fails to 
actually move the leg. If the patient is in bed, he should lie flat on his back, and be told 
to allow the observer to move his legs without resistance. The latter then flexes the knee 
by grasping the thigh above the joint and raising it until an obtuse angle is formed by the 

popliteal space, the foot resting on the bed. The position of the manipulator’s hand will 
enable him to detect whether the quadriceps and hamstring muscles are sufficiently relaxed. 
In the case of small children or infants, it is advisable to stand at the end of the bed and 
to grasp the ankle with the left hand. The knee can then be flexed easily by pushing 
the foot towards the patient, and, at the moment when the limb feels relaxed, a tap on 
the patellar tendon be given with the instrument in the right hand. If difficulty is found 
in making the patient relax his limb in any of these positions, his attention should be 
directed to carrying out some other voluntary movement, such as pulling apart his grasped 
hands while he looks at the ceiling. This is known as ‘ reinforcement.’ 

The Normal Knee-jerk.—It is impossible to define a normal knee-jerk, because 
the extent of the reaction varies much in individuals and much in the same person at 
different times. Absence of the knee-jerk indicates an abnormality, and must be regarded 
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as pathological. Inequality of the jerk on the two sides must also be regarded as very 
strong evidence of some organic morbid condition. 

Abnormalities.—The knee-jerk may be exaggerated, diminished, or lost. 

The knee-jerk is ewaggerated when the reflex are which governs the tone of the quadri- 
ceps muscle is insufficiently inhibited or controlled by the higher nervous centres, This 
occurs under two chief conditions, one of which constitutes a functional, the other an 
organic, loss of control. 

Functional loss of control occurs whenever the general health or nervous tone of the 
patient is below par. Exaggeration of the knee-jerk may therefore be met with in almost 
any constitutional ailment, and is nearly always to be observed when a person is seriously 
out of health. For instance, a phthisical patient, a case of chronic renal disease, a conva- 
lescent from enteric fever, or a neurasthenic, may present very brisk jerks, and their 
presence may only be looked upon as an indication of a general loss of nervous tone. This 
fact emphasizes the necessity for never being satisfied with an examination of the knee- 
jerk alone in attempting to diagnose the condition of the nervous system. The examina- 
tion of the knee-jerk must at least be supplemented by that of certain other reflexes, the 
most important of which are the abdominal and plantar. If exaggerated knee-jerks are 
associated with normal abdominal reflexes and with the flexor type of plantar response, 
and if the knee-jerks are approximately equal on the two sides, it may be assumed with 
some exceptions that the exaggeration is due to a functional loss of control over the reflex 
arc. If, on the other hand, the abdominal reflex is absent and the plantar response is of 
the extensor type, the exaggeration of the knee-jerk is due to some organic change in the 
cells of the motor area of the brain or in the pyramidal tracts which are made up of the 
axonal processes of those cells. Exaggeration of the knee-jerk due to organic disease is 
always, or nearly always, associated with other reflex changes, and particularly with the 
extensor type of plantar response. Frequently, but not invariably, these two signs are 
supplemented by the presence of ankle-clonus, by a spastic condition of the lower extremi- 
ties, and by a loss of voluntary control over the vesical and rectal sphincters. 

When the pyramidal tract is affected equally on both sides, the jerks will also be 
exaggerated equally ; but if, as in hemiplegia, one pyramidal tract is more diseased than 
the other, there is a corresponding difference in the knee-jerk on the two sides, that of 
the paralyzed leg being brisker than that of the sound limb. Inequality of the knee-jerk 
is also observed in certain cases of general paralysis of the insane for the same reason. 

A very brisk knee-jerk is sometimes associated with a phenomenon which goes by 
the name of patellar clonus. With the limb resting relaxed and fully extended on the bed, 
the patella is sharply pressed towards the foot, with the result that clonic contractions 
of the quadriceps are provoked and continue as long as the pressure is sustained. The 
presence of well-sustained patellar clonus is generally indicative of organic disease. 

The knee-jerk may be diminished as the result of some pathological processes similar 
to those which abolish the jerk. On the other hand, owing to the natural variations in 
the activity of the reflex, it is often difficult to be sure that the sluggish character of a 
knee-jerk is of pathological origin unless there is evidence to show that it had been obtained 
previously with greater facility. Most infants suffering from acute febrile or debilitating 
disorders present very diminished knee-jerks ; often the latter cannot be obtained at all, 
at the height of bronchopneumonia or epidemic diarrhoea for instance, though they return 
to normal as convalescence progresses. . 

The knee-jerk is lost only in organic disease, and the absence of that reflex, therefore, 
is evidence of some pathological process. The conditions under which the knee-jerk is 
lost may be classified in the following manner :— 

1, Affections of the quadriceps extensor muscle, as in the myopathies. 

2. Affections of the afferent path of the reflex arc, as in cases of tabes in which the 
lumbar region of the spinal cord is involved. 

3. Affections of the anterior horn cells, such as occur when myelitis involves the third 
and fourth lumbar segments of the cord. 

y w 4. Affections of the efferent fibres in the anterior crural nerve innervating the quadri- 
ceps muscle, as in some forms of peripheral neuritis. 

5. In complete transverse lesions of the spinal cord above the lumbar enlargement. 
This is usually the result of a dorsal myelitis, or of a fracture-dislocation of the vertebral . 
column with severe injury to the cord. 
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6. When the intracranial pressure is greatly increased, particularly in cases of intra- 
cranial tumour, and more especially when the tumour occupies the posterior fossa of the 
skull. 

It should be noted carefully that the absence of the knee-jerk in most cases affords 
evidence of some lesion of the structures which constitute the reflex arc, on the integrity 
of which it depends. It is a localizing sign, not necessarily a sign of some particular disease. 
For instance, it is quite possible for patients suffering from tabes to retain their knee-jerks 
so long as the morbid process has not involved the lumbar region of the spinal cord, or 
one knee-jerk may disappear before the other. For the same reason the jerk may be 
present in certain cases of acute poliomyelitis, or one may remain when the other has 
been lost. 

It is also desirable to point out that the abolition of the knee-jerk may be the only 
indication of any affection of the nervous mechanism. ‘For example, the knee-jerk is 
often lost after an attack of diphtheria, even when there is no evidence of paralysis of the 
leg muscles or of any sensory loss in the lower extremities. Another instance of the same 
kind is afforded by many cases of lobar pnewmonia, especially in children, in which the 
pneumo-toxin is sufficiently poisonous to interfere with the sensitive patellar reflex without 
producing other signs of disturbance of the nervous system. In diabetes mellitus the knee- 
jerks may be absent without any further signs of peripheral neuritis developing. 

Attention has been drawn to the occasional absence of knee-jerk in cases of intracranial 
tumour. The explanation of this is not very clear, but reference may be made to the 
ereat variability of this phenomenon from time to time. At one examination the knee- 
jerk is obtained ; at another, a few hours later, it is lost, perhaps to return on the following 
day. This ebb and flow of the knee-jerk is highly characteristic of increased intracranial 
pressure, and is rarely found under other conditions. 

Two other forms of abnormal knee-jerk deserve brief reference. One of them is what 
is sometimes called the choreic knee-jerk. In many cases of chorea, when the leg is 
extended on the thigh as the result of tapping the patellar tendon, it is held in that position 
for an appreciable length of time before relaxation takes place and the foot falls to its 
former position. In myasthenia gravis it is sometimes, but only rarely, possible to tire 
out the knee-jerk. A ready response is obtained at first, but rapid repetition of the test 
leads to abolition of the reflex excitability, which quickly recovers itself after a short rest. 

E. Farquhar Buzzard. 


KRAUROSIS, VULVA. (See Index at end.) 


KYPHOSIS.—(Sce Curvature, SPINAL, p. 153.) 

LEG, ULCERATION OF THE.—(Sce Unceration or THe LxG, p. 736.) 
LEGS, PAIN IN THE.—(Sce under Paty, p. 438.) 

LEGS, SWOLLEN.—(See (EpEma, p. 411) 


LEUCOCYTOSIS is a word which has been used to denote two different conditions, 
namely : (1) An absolute increase above the normal of the number of leucocytes per ¢.mm. 
of blood, without distinction as to which particular variety of leucocyte is mainly increased ; 
and (2) An absolute increase in the total numbers of polymorphonuclear cells per c.mm. 
of blood. If it is used in the latter restricted sense, then there is no clinical term to express 
an absolute increase of all the leucocytes in the blood, whatever their kind, and it seems 
preferable to use the term leucocytosis in the broader sense, as being an absolute increase 
in the total number of white corpuscles per c.mm. of blood, indicating the kind of leuco- 
cytosis by means of a differential leucocyte count. It is used in this sense here. 

The point at which an increase in the total number of leucocytes per c.mm. of blood 
can be called leucocytosis is arbitrary, for whereas 5000 per c.mm. is regarded as the 
average in health, there are considerable variations during the day, either in relation to 
digestion, exercise, or what not, and the same person who at one time of the day may have 
5000, may at another have even as many as 14,000 per c.mm. If the differential leucocyte 
count remains normal, no total leucocyte count less than 15,000 per c.mm. can be regarded 
_as abnormal, and it is not until the figure reaches 20,000 or more that much stress can be 
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laid upon it. The numbers tend to be higher in children and in pregnant women than in 
other healthy individuals. 

From a clinical point of view there are only two main groups of conditions in which 
the existence of leucocytosis is really of diagnostic importance, namely : (1) In cases of 
splenomedullary, lymphatic, or mixed leukemia, the differential diagnosis of which is 
discussed under ANaMiA (p. 24); and (2) In connection with infective processes, particu- 
larly those associated with suppuration. 

There are many maladies in which moderate leucocytosis may occur, but in which 
the behaviour of the leucocytes themselves is of little diagnostic significance. Thus, 
whether there is or is not any leucocytosis makes little or no difference in the diagnosis 
of the following conditions, in all of which the number may be anything from 5000 to 
20,000 per c.mm.: acute rheumatism, scarlet fever, myxcedema, intestinal obstruction, 
diphtheria, cholera, foetid bronchitis, bronchiectasis, urethritis, acute follicular tonsillitis, 
whooping-cough, carcinoma, sarcoma, rabies. In all of these, and probably in many 
others, whereas many cases show no leucocytic change at all, a certain proportion exhibit 
leucocytosis. If there were a universal rule, either that there was leucocytosis or was not, 
the fact might be used in differential diagnosis ; for instance, the occurrence of leucocytosis 
in scarlet fever might be used as a point in distinguishing it from measles, in which such 
leucocytosis is rare ; but it is just possible that there may be a leucocytosis in a case of 
measles, and it is more than possible that scarlet fever may present no leucocytosis, so 
that whereas the general rule is to the contrary, it is not so constant as to be a safe ground 
upon which to make a differential diagnosis. It can only be said, broadly speaking, that 
whereas leucocytosis is not uncommon in the conditions already enumerated, it is upon 
the whole not common in measles, malaria, typhoid fever, typhus fever, influenza, small- 
pox, mumps, and tuberculosis other than caseous bronchopneumonia, secondary infected 
phthisical cavities, or tuberculous meningitis. 

It is stated that certain drugs may produce leucocytosis, though careful experiments 
with some of them have by no means always confirmed this. Succinie acid, protargol, 
and essential oils such as turpentine, peppermint, or cinnamon, are examples of those said 
to produce slight Jeucocytosis. After severe loss of blood, such as may result from excessive 
hematemesis, venesection, post-partum hemorrhage, and the like, the leucocytes may 
rise in a comparatively short time to over 15,000, and perhaps to over 20,000 per c.mm. 

It is clear, therefore, that when so many conditions may lead to leucocytosis, its 
importance is much diminished as a means of differential diagnosis. One may say, how- 
ever, that unless there are other clinical indications to the contrary, a definite leucocytosis 
of 20,000 or more, the figure sometimes reaching even 50,000 or 60,000, together with a 
relative increase in the polymorphonuclear cells from their normal 65 per cent to 80, 85, 
or even 90 per cent of all the leucocytes present in the blood, is considerable evidence of 
there being suppuration somewhere. It is worthy of notice, that in a suppuration which 
produces leucocytosis with a relative increase in the polymorphonuclear cells, the pus 
requires to be confined under pressure, for instance in an appendicular abscess, an abscess 
of the liver, empyema of the gall-bladder, suppurative pylephlebitis, infective cholangitis, 
perineal abscess, pyosalpinx, suppurating ovarian cyst, thoracic empyema, abscess of the 
lung, cerebral abscess, subcutaneous or pyeemic abscess, an unopened whitlow, an infected 
thrombosed vein, or suppurating lymphatic glands. When an abscess which has hitherto 
been associated with leucocytosis is opened, the number of leucocytes in the blood falls 
quickly to normal ; there is little or no leucocytosis in conditions in which pus is not under 
pressure, for instance in cases of impetigo and other forms of pyodermia, superficial 
gangrene of the skin, suppuration connected with opened hip-joint disease or psoas abscess, 
and so forth. It is probably on this account that fungating endocarditis often produces 
a slight, but hardly ever any considerable, leucocytosis ; the same applying to pyelitis, 
pyonephrosis, and pyelonephritis, in all of which, if there is free drainage through the 
ureter, leucocytosis is absent, whilst if there are abscesses in the kidney substance the 
leucocytosis may be considerable. Gangrene of the lung is another instance of the same 
kind, for there may be extensive gangrene without leucocytosis if there is free expectoration ; 
whilst if the gangrenous tissue is prevented from escaping, leucocytosis may result. 
Erysipelas is an exception to the rule that superficial suppuration does not produce leuco- 
cytosis, for here considerable increase in the leucocytes is common. 
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Amongst diseases in which, though they are not in the ordinary sense suppurative, 
leucocytosis is the rule, are acute meningitis and pneumonia. Unfortunately, all forms of 
acute meningitis, whether tuberculous, suppurative, or meningococcal, lead to more or 
less leucocytosis, so that this point cannot be made much use of in the differential diagnosis - 
between them; but upon the whole the greatest leucocytosis, up to 40,000 or more, is 
to be expected in the acute cerebrospinal form. The fact that pneumonia, whether of 
the lobar or lobular type, produces leucocytosis with a relative increase in the polymorpho- 
nuclear cells, more often than not makes it impossible to rely upon this point in determining 
whether or not an empyema is developing after the lung inflammation, unless it is known 
that up to the time of the crisis there was only a moderate leucocytosis, and that after a 
continuance of the fever, or a recurrence of it after the crisis, there is a greater leucocytosis, 
with a still further rise in the relative percentage of polymorphonuclear cells. When 
there has been no pneumonia, and when the physical signs are such as to suggest fluid in 
the chest, it is to some extent helpful to know that acute pleurisy, with effusion of the type 
sometimes spoken of as ‘simple,’ shows little leucocytosis, whereas empyema nearly 
always produces a considerable leucotytosis of the polymorphonuclear type. 

The value of the knowledge that there is leucocytosis, when a given case has been 
hitherto regarded as one of some disease not associated with leucocytosis is obvious (see 
LEUCOPENIA below); thus, typhoid fever may have been diagnosed in a case of obscure 
pyrexia, in which the existence of polymorphonuclear leucocytosis indicates that the 
diagnosis of typhoid fever is wrong, and that there is really deep-seated suppuration, such 
as an appendicular abscess or a pyosalpinx. Another similar example of the possible 
value of this in differential diagnosis is in distinguishing malaria, in which there should be 
no leucocytosis, from hepatic abscess, in which leucocytosis is the rule. Herbert French. 


LEUCOPENIA denotes the presence of a smaller number cf leucocytes per c.mm., 
of blood than normal. When there are less than 5,000 leucocytes per ¢.mm. one may 
call the condition leucopenia. There are a large number of affections in which this occurs, 
in?most of which the fact is of little, if any, diagnostic importance. It may result from 
simple starvation, either voluntary, or due to stenosis of the cesophagus or other similar 
lesion. It is the rule in most chronic intowications, particularly those which result from 
plumbism or poisoning by mercury, arsenic, ether, alcohol, or morphia. It is to be found 
in certain of the severe anemias, more particularly pernicious anemia, aplastic anemia, 
and some cases of lymphadenoma, particularly in the later stages. Acute miliary tubercu- 
losis is often associated with leucopenia, and so also is tuberculous peritonitis in more 
cases than not. 

The chief diagnostic importance of leucopenia is in connection with two diseases in 
particular, namely, typhoid fever and malaria. In the former there is leucopenia almost 
from the beginning, and cases are not few in which, during the earlier days of the illness, 
before Widal’s reaction could be positive, typhoid fever has seemed probable until the 
discovery of leucocytosis instead of leucopenia has suggested suppuration rather than 
typhoid, the pus being discovered subsequently perhaps in the pelvis in connection with 
a pyosalpinx, or in an appendicular abscess or the like. The differential leucocyte count 
may also assist in the same direction, for the leucopenia of typhoid fever is associated with 
a relative increase of the smaller lymphocytes and diminution of the polymorphonuclear 
cells, whilst with suppuration the reverse is the case. Leucopenia will not serve to distin- 
cuish between typhoid fever on the one hand, and either general tuberculosis, influenza, 
or malaria upon the other; but granted that there is a pyrexial illness suggestive of 
typhoid fever, the occurrence of leucopenia with a relative increase in the small lymphocytes 
helps considerably in confirming the diagnosis days before the Widal’s reaction would be 
positive. The leucopenia persists unless perforation or other complication leading to 
pus formation supervenes. 

Malaria is generally associated with a reduction of the total number of leucocytes 
per ¢.mm. down to perhaps 3000, 2000, or even less. Associated with this leucopenia 
there is relative increase, not in the small lymphocytes as in typhoid fever, but in the large 
hyaline lymphocytes ; the association of these two things together, in a patient whose 
history points to the possibility of malaria, assists considerably in clinching the diagnosis, 
and it may be of particular value in cases in which quinine has been administered so that 
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the most conclusive proof of the nature of the complaint, namely, the discovery of the 
malarial parasites in blood films, is not for the moment possible. One difficulty, which is 
not at all uncommon in the tropics, is to decide between malaria on the one hand and 
abscess of the liver upon the other. Leucopenia and a relative increase in the large 
lymphocytes strongly favours malaria, whereas an abscess would cause leucocytosis and 
a relative increase in the polymorphonuclear cells. Herbert French. 


LEUCORRH@A.—(See Discnarcr, Vacrnat, p. 185.) 
LIMPING.—(See Garr, ABNoRMALITIES OF, p. 251.) 


LIMPING IN CHILDREN. (Sce also Garr, ABNORMALITIES OF, p. 251.)—Limping 
in a child may be present from the time it first begins to walk, or it may develop in one 
who has previously walked normally. In either case it may be due to pain, to defor- 
mity, to some form of paralysis, or to any two or to all three of these. Apart from 
absolutely acute affections, such as suppurative osteomyelitis of the tibia, the one condition 
that it is most important to diagnose or exclude as the cause is tuberculous disease of the 
hip-joint, for limping may be the earliest and only sign of this malady, in its most curable 
stage if proper treatment by complete and prolonged rest is adopted forthwith. The next 
most important causes, generally recognized with greater ease, are tuberculous disease of 
the knee, the ankle, or the tarsus. Most other lesions need little discussion, for their nature 
is generally obvious from the history or upon careful examination of the leg and foot. 

Any painful or deforming affection of the lower limb, from toes to spine, may lead to 
limping, and one may enumerate the following :— 


1. Causes affecting the Foot or Ankle, and associated with Pain in the Foot :— 


Ill-fitting boots, especially those which Inflammation of the bursa beneath the 
are too short tendo-Achillis 

Chilblains Tuberculous dactylitis 

Corns Tukerculous disease of the tarsus 

Whitlow of a toe Tuberculous disease of the ankle 

Blister Rheumatic * growing pains ’ 

Abrasion of the skin on any part of the foot Still’s disease (p. 378) 

Injury by a crush, blow, kick, sprain, Suppurative arthritis in the ankle or foot 
fracture, ete. Peliosis rheumatica | with hemorrhage into 

Foreign body, such as a thorn or a needle Henoch’s purpura j{_ the ankle 

Rubbed heel Hemophilia. 


2. Causes affecting the Foot or Ankle, and associated with Deformity rather than 
with Pain :— 


Talipes varus ; Talipes calcaneus Hammer toe 
Talipes valgus Talipes equinovarus Flat foot. 
Talipes equinus | Talipes calcaneo-valgus 


3. Causes affecting the Calf :— 


Bruising : Greenstick fracture of tibia or fibula 
Infantile paralysis, with atrophy of the Sarcoma of the tibia 
calf muscles Sarcoma of the fibula 
Peripheral neuritis (e.g., post-diphtheritic) Osteomyelitis of the tibia or fibula 
Muscular dystrophy, especially Tooth’s Epiphysitis of the tibia or fibula 
peroneal type (p. 60) Erythema nodosum 
Chronic periostitis of the tibia or fibula : Rickets 
(a) traumatic, (b) tuberculous, (c) syph- Phlebitis and thrombosis of veins. 
ilitic 


4. Causes affecting the Knee-joint :— 


Traumatic synovitis | Still’s disease (p. 378). 
Loose cartilage | Foreign body, such as a needle, pin, or thorn 
Tuberculous knee-joint _ Suppurative arthritis in patellar region 
Congenital syphilitic disease of the knee- | Peliosis rheumatica 

joint | Henoch’s purpura ) with hemorrhage into 


Rheumatic fever | Hemophilia ) the joint. 
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sy) 


5. Causes affecting the Thigh :— 


Bruising 

Infantile paralysis 

Chronic periostitis of the femur: (a) trau- 
matic, (b) tuberculous, (c) syphilitic 

Greenstick fracture of the femur 

Sarcoma of the femur 


Osteomyelitis of the femur 

Epiphysitis of the femur 

Rickets 

Tuberculous disease of the bursa beneath 
the tendon of the gluteus maximus, 


| 
| 
| 
| 
| 


6. Causes affecting the Hip-joint Region or Groin :— 


Tuberculous disease of the hip-joint Inguinal hernia 
Traumatic synovitis of the hip-joint Femoral hernia 
Congenital syphilitic disease of the hip- Retained testicle 
joint Psoas abscess 
Dislocation of the hip: (a) congenital, Peliosis rheumatica 
(b) from injury Henoch’s purpura ) with hemorrhage into 
Inflamed glands in the groin Hemophilia j the joint. 


7. Causes affecting the Pelvis or the Lower Part of the Spine :-— 


Injury Sacro-iliac joint disease 
Tuberculous caries Acute osteomyelitis of the ilium. 


Many of the above conditions need no detailed discussion ; the diagnosis may be clear 
from the locality of the pain, the transient nature of the limp, or the existence of visible 
inflammation or swelling. Doubts are likely to exist in connection with the earlier stages 
of tuberculous disease of the digits, tarsus, ankle, or knee, and it may not be until persist- 
ence of the painful limping points to the lesion being other than simple, that the real nature 
of the case forces itself upon one’s mind. Examination with the v-rays may help materi- 
ally, and the same applies to other affections of the bones—periostitis, greenstick fracture, 
new growth. Treatment by rest will be enjoined pending diagnosis ; the latter may not 
become clear until the case has been watched and the course of the symptoms followed. 
Growing pains may be relieved by salicylates ; they are nearly always to be regarded as 
acute rheumatic, and a careful watch will be kept upon the heart lest the child be allowed 
to be up and about with acute endocarditis after the pains have been relieved by the 
salicylates. 

It is in connection with the hip region that the diagnosis of the cause of the pain that 
leads to limping is so difficult, especially when the child complains that it is the knee which 
hurts, though the disease is really in the hip—an example of referred pain due to the 
obturator nerve which supplies the hip, sending a small geniculate branch to the knee. 
The hip-joint is embedded so deeply in muscles that it is often difficult to make out any 
- local swelling, such as is generally distinctive of similar pulpy disease of the knee or ankle. 
Even w-ray examination may fail to give clear evidence of disease when the latter is in an 
early stage, though skilled radiologists may detect rarefaction of the trabeculez in the head 
of the femur on comparison of the two sides, long before there is bony destruction to cause 
any difference in contour. When, however, the patient complains of persistent pain in 
the hip-joint region, less severe some days than others perhaps, yet not disappearing as the 
days go by ; when this pain makes him walk with a limp, or wake with a start and cry out 
at night ; if there are no pains elsewhere in the body, and if there is some irregular though 
possibly only slight pyrexia ; tuberculous disease of the hip-joint would be suspected even 
if the child looked well, and still more so if he looked delicate and had not a robust appetite. 
The suspicion would be rendered almost a certainty if, on getting the child to stand 
stripped, in a good light, one found definite asymmetry of the buttocks, that of the painful 
side being flabbier or obviously smaller than the other; the natal fold beneath it running 
at the same time obliquely downwards and outwards, instead of nearly horizontally, as it 
should normally ; it is always the muscles immediately above an affected joint that waste 
first—the thigh muscles when the knee-joint is diseased, the glutei in the case of the hip- 
joint, and so on. It may also be noticed that the patient holds the whole limb on the 
painful side in an abnormal attitude—slightly abducted and outwardly rotated in the very 
earliest stages, so that there is apparent (but not actual) lengthening ; adducted and 
inwardly rotated in most cases, with apparent shortening. Mensuration is of little assist- 
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ance in arriving at a diagnosis, because it is only at a much later stage, after considerable 
bony destruction has taken place, that there is real shortening, and the diagnosis will have 
been made long before this has occurred. On attempting to move the various joints of the 
legs when the patient is lying flat upon his back, those of the sound limb will show no 
limitation of movement ; on the affected side the child will allow one to move the ankle 
and the knee freely if care is taken not to jar the hip, but when one tries to move the hip 
itself, muscular contractions will resist attempts at passive flexion, extension, or rotation, 
or the child will cry out so that one desists from trying. If one flexes both thighs slightly 
on the trunk, so as to allow the spine and pelvis to lie flat along a firm mattress, one finds 
that the sound limb can be extended until it also lies flat along the bed without altering 
the position of the pelvis or spine ; but if one now presses the affected limb gently down 
to straighten it similarly on the bed, a hand held beneath the child’s lumbar vertebre 
detects the fact that as the thigh of the affected side gets straighter the lumbar vertebrae 
begin to arch ; this is owing to muscular rigidity preventing free play at the acetabulum, 
so that instead of the head of the femur rotating as it should, without moving the pelvis, 
the pelvis moves with the thigh, and arching of the back results. If attention is paid to all 
these points, it is generally possible to detect tuberculous hip-joint disease at a compara- 
tively early date, though in some cases one may fear it without being able to diagnose or 
exclude it definitely. 

Sacro-iliac joint disease may simulate hip-joint disease at first sight, but on careful 
examination it will be found that all movements at the hip-joint can be made painlessly 
if the sacro-iliac joint is not jarred ; whereas the least jarring to the sides of the pelvis may 
be acutely painful. It is generally possible to locate both pain and tenderness clearly to 
the sacro-iliac joint region posteriorly, and thus arrive at the diagnosis. 

Psoas abscess secondary to tuberculous caries of the spine may also simulate hip- 
joint disease closely, for owing to the extension of the caseous abscess in the psoas muscle 
downwards over the front of the hip-joint, in the direction of the lesser trochanter of the 
femur, movements at the hip-joint may be very painful—especially those of extension. 
The patient is apt to keep the thigh flexed, and inwardly or outwardly rotated according 
to the direction in which the psoas abscess is burrowing. One would look for fullness of 
the deeper structures of the groin, or a definite swelling here; actual fluctuation obtain- 
able from above to below Poupart’s ligament is to be expected theoretically, but in practice 
it is. very seldom obtainable. The main thing to look for in verifying the diagnosis is 
evidence of disease of the dorsal or lumbar vertebre. If there is Pott’s angular curvature 
of the spine, the diagnosis is obvious ; often, however, the disease is confined to the anterior 
aspects of the bodies of the vertebra, and no bony deformity is visible in the back ; one 
would then look specially for rigidity of the back, local pain or tenderness on gentle percus- 
sion of successive spines, or deficient mobility of the dorso-lumbar region of the vertebral 
column when the patient attempts to bend forward, or turns from side to side. The @-rays 
are sometimes valuable in detecting the disease (Hig. 195, p. 460) ; but on the other hand, 
absence of w-ray evidence of caries does not exclude it. 

Rickets sometimes gives rise to considerable difficulty on account of the ill-defined 
but often severe pains in the bones the patient suffers. The child is generally quite young 
——two or three years old—when these rickety pains are worst, and therefore cannot give 
a personal account of where they are. The bones may be variously deformed, the patient 
may be unable to walk properly, and one may have grave doubts as to whether there is 
not tuberculous disease of the spine, sacro-iliac joint, hip-joint, knee, or ankle, as well as 
rickets. Repeated examinations will be made, and yet the doubts may remain. One 
would, however, adopt treatment by recumbent rest and good hygiene in matters of 
food, air, and cleanliness in either case, and it is better to prolong the period of rest 
lest there is tuberculous mischief, than to curtail it on the presumption that the lesion is 
rickets only. 

When pain causing limping in a child is confined to a single joint, such as the hip or 
knee, it is a safe rule to say that it is never rheumatic ; neglect of this rule has led to the 
ruin of many a joint. 

Long though the list above is, the remaining conditions given in it do not call for 
detailed discussion. They will be diagnosed from other symptoms presented by the case 
besides limping. Herbert French. 
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LINEZ ALBICANTES, sometimes termed linez atrophice, consist of areas of skin 
many times longer than broad, somewhat shiny, and bluish-white, produced by atrophy 
of portions of the true corium. 

There is no disease that really resembles them, and indeed no other condition of the 
skin with which they can be confounded when once they have been pointed out. Morphoea 
and leucodermia are the only possible exceptions, and these only under the rarest 
circumstances, for the patches of these affections are not linear, do not shine, and do not 
show those small cross wrinkles of epidermis at right angles to the axis of a linea so charac- 
teristic of line albicantes ; these wrinkles can be smoothed away by stretching the skin 
in a direction parallel to the linea, but they return at once on relaxing the tension. } 

The usual meaning of these line is that the skin has been unduly stretched over 
some fairly long period of time ; but they give not the slightest indication as to the cause 
of the stretching ; this caution is very necessary, because when these lineze are found on a 
woman’s abdomen or breasts, it is commonly assumed that they constitute evidence of 
a past pregnancy ; it is perfectly true that this is the commonest origin ; but any other 
cause of swelling, such as tumour, ascites, and even fat and oedema, etc., will produce them 
by stretching the skin. 

They are also apt to appear over the shoulders or in front of the knees, or on the flanks, 
thighs, or buttocks, without it being possible to draw any conclusion as to their causation 
or significance. Fred. J. Smith. 


LIPS, AFFECTIONS OF THE RED PART OF THE.—The simplest affection 
to which the vermilion of the lips is liable is that known as ‘ chapping,’ a condition 
frequently due to exposure to keen winds, and sometimes aggravated by the habit of 
‘picking.’ In some cases the fissuring is sufficiently deep to cause appreciable pain 
and great disfigurement. 

The vermilion of the lips may be involved also in a number of cutaneous diseases, 
among them lupus vulgaris, lupus erythematosus, lichen planus, herpes febrilis and zoster, 
tinea circinata, urticaria, psoriasis, and some forms of syphilis. The lesions of the 
epithelium of the lips, as of mucous membranes in general, are seldom characteristic 
enough to warrant a confident diagnosis; in none of the above affections is the red of the 
lips alone affected, and guidance as to the diagnosis will be found in the more distinctive 
lesions of the skin. 

Ordinary eczema is sometimes limited to the lips and immediately adjacent parts. 
Associated with a slightly seborrhceic condition of the scalp, there is sometimes a persistent 
and repeated exfoliation of the vermilion of the lips (chetlitis eafoliativa). In a somewhat 
similar yet not identical case, the lips as a whole were covered with a thick accumulation 
of scales, which caused them to protrude. When the scales were removed the lips were 
blue instead of red. The patient complained of some burning pain, but chiefly of a feeling 
of deadness in the lips. The condition had persisted for eleven years, and appeared to 
have been set up by a habit of biting the lips and tearing off the skin. The subjects of 
cheilitis exfoliativa are usually neurotic, and in this case there was some tendency to that 
condition, but there was no associated seborrhea. In cheilitis glandularis there may be 
neither seborrhcea nor neurosis: the chronic inflammation of the lower lip, with swelling 
of the mucous glands, appears to originate in catarrh of the mouth and pharynx. It is 
chiefly the vermilion that is affected, but the inflammation spreads to the inside of the 
lip, and sometimes also to the neighbouring skin, which presents an erythematous aspect. 
The conditions here described are all rare, and are not likely to be confused with more 
ordinary affections of the labial epithelium. 

In syphilis the red of the lips is sometimes the seat of the primary sore (see Fig. 23, 
p. 73), and in the secondary stage condylomata may occur in this situation. The chancre 
may be flattish and covered with a false membrane, or it may present itself as a crateriform 
infiltrated ulcer. 

In epithelioma the lip—usually the lower one—is frequently the point of attack, the 
growth beginning as a slight abrasion, crack, or papule, and running the usual course. 
(See under TumMouRS OF THE SKIN, p. 780.) 

Fordyce’s disease specially attacks the red of the lips and the oral mucous membrane, 
the lesions consisting of small whitish or yellowish milium-like bodies, which may be 
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discrete or coalescent, profuse or scanty. Inside the mouth the milium-like bodies are 
whiter than those on the lip, and are also more projecting. If subjective symptoms are 
present, they take the form of slight burning and itching, with a feeling of stiffness. The 
signs can hardly be confounded with those of any other affection. When the lesions are 
very abundant, they may simulate a solid patch; but if the tissues are stretched, the 
milium-like bodies can be distinguished. 

Perléche is a contagious affection almost peculiar to children, and due probably to 
streptococci. It usually starts at both angles of the lips, as a whitening and maceration 
of the epithelium, which is easily detached ; it extends along the epithelium towards the 
middle line, involving also the surrounding akin and the mucosa of the inside of the lips. 
There are usually some hyperemia and inflammation, and the feeling of heat and discomfort 
prompts the child constantly to lick its lips—hence perléche. The affection often appears 
in association with impetigo contagiosa, or impetiginous stomatitis, or vesicular erythema. 
In some cases it can only be discriminated from the mucous patches of syphilis by the 
absence of other secondary signs. From herpes it can be diagnosed by its symmetry and 
its not beginning as a vesicular eruption. Malcolm Morris. 


LIPURIA.—(See Cuytunria, p. 108.) 


LIVER DULLNESS, DEFICIENT.—The most common cause for diminution of the 
hepatic dullness is emphysema. The chest is barrel-shaped, the lower ribs are everted, 
and the diminution of the dullness is at its upper part. The dullness is diminished from 
above downwards in cases of tight lacing, which forces the liver down, and in cases of hepato- 
ptosis, but im these two instances the hepatic dullness descends lower than is normal, so 
that the total liver dullness is often natural. The hepatic dullness is diminished very con- 
siderably and rapidly in acute yellow atrophy : the signs of this disease are so striking that 
the diagnosis is not as a rule difficult (p. 383). It slowly diminishes when the liver shrinks 
in the terminal stage of cirrhosis. It is often said that in perforative peritonitis the presence 
of free gas in the peritoneal cavity leads to a diminution of the hepatic dullness ; this is 
undoubtedly true sometimes, but the sign is so often absent that, considering there are 
other causes of diminution of hepatic dullness, it is unwise to lay much stress on its presence 
or absence in coming to a diagnosis of perforative peritonitis. Considerable gaseous disten- 
tion of the bowels will also cause diminution of the hepatic dullness, and so will a pneumo- 
thorax on the right side. W. Hale White. 


ee ENLARGEMENTS OF THE.—In adults the liver is about ..,, but at birth 
it is =| to =, of the weight of the whole body ; therefore in infants and young children it is 
relativ ely lator than in adults. Unless this is remembered the liver may in such patients 
be thought enlarged when really it is of normal size. On deep inspiration, in thin people 
whose abdominal muscles are lax, the lower edge of the normal liver can, in the supine 
position, be felt to descend to touch the fingers if they are thrust up under the ribs outside 
the right rectus. In the upright position it may descend half an inch lower than this. In 
the epigastric angle a small portion of the anterior surface of the left lobe is in contact with 
the anterior abdominal wall, but often this cannot be felt owing to rigidity of the recti 
abdominales muscles. 

The hepatic dullness to the left of the sternum cannot be distinguished from that due 
to the heart ; on the right, it begins at the middle of the ensiform process of the sternum, 
in the right nipple line it reaches the upper part of the fifth intercostal space, in the mid- 
axillary line the seventh, in the line of the angle of the scapula the ninth. In health the edge 
of the liver is firm and uniform, and the surface feels smooth. In excessively rare instances 
the whole organ is lobulated. This is probably not, as has been supposed, a developmental 
abnormality, but represents past disease, possibly intra-uterine. If the liver is transposed, 
the right lobe is small and the left large. Occasionally either lobe is dwarfed by disease, 
e.g., alcohol or syphilis. A tongue-like projection of the right lobe may protrude from its 
lower right-hand part. This projection, known as Riedel’s lobe, is often associated with 
disease of the gall-bladder such as gall-stones, or with tight lacing, and is commoner in 
women than in men, but as it may be found in quite young children it must be regarded as 
sometimes an anatomical abnormality. A Riedel’s lobe may give rise to great difficulties 
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of diagnosis; if the connection between it and the liver is only peritoneum, it may be mis- 
taken for a floating kidney, especially as in such a case there may be a band of resonance 
between it and the liver ; or the lobe may be confused with any tumour that may be found 
on the right side of the abdomen. When palpating the abdomen it is often very difficult to 
tell the right-hand lower part of the liver from the kidney, even when there is no projection 
which can be called a Riedel’s lobe. 

Many conditions quite unconnected with the liver cause an apparent alteration in its 
size. Thus, a general weakness of the tissues may lead to its dropping downwards in the 
erect posture from laxness of its supports, which are chiefly its ligaments, and to a less 
extent the abdominal walls. I have known this occur in wasting diseases, the fact that the 
liver was not enlarged having been evident on post-mortem examination ; indeed, in such 
a ease I have known the dropped liver to be regarded as enlarged from cancer, which was 
believed to be the cause of the wasting, when in reality the patient was wasted because he 
had diabetes. Again, if the liver is somewhat enlarged from disease,-its extra weight may 
cause it to drop, and hence it appears larger than it really is. Thus it is not uncommon for 
a nutmeg liver to appear during life larger than it is ; but that it is not may be proved by 
noticing that percussion shows the upper line of hepatic dullness to have descended. 

Alterations in the chest may lead to depression of the liver, which may then be thought 
erroneously to be enlarged. Thus, in an extreme case of fibrosis of the lungs with adherent 
pleura I have seen the sucking in of the ribs on inspiration lead to depression of the liver 
down to the umbilicus : the right lobe may be depressed into the right loin by compression 
of the chest due to tight lacing, this being often associated with a movable right kidney. 
Deformities of the chest due to rickets or curvature of the spine may lead to great depression 
of the liver. It may be depressed by large collections of fluid in the right side of the chest, 
but they must be quite large, for the fluid will more easily compress the lungs and push the 
heart to the left than depress the diaphragm. It may also be depressed by a right-sided 
pneumothorax. If in diaphragmatic pleurisy the diaphragm is not working, and is in a 
more or less constant position of inspiration, the liver is also constantly in this position, 
and hence seems to be a little depressed. Extreme pericardial effusion is said to depress 
the liver, but this must be very rare. It is often stated that a subdiaphragmatic abscess 
will depress the liver considerably ; but this also is very rare, for the numerous adhesions 
in connection with such an abscess generally prevent depression of the liver. 

Tight lacing may cause a deep furrow on the liver palpable during life. I have known 
so deep a furrow caused by a man’s belt that the part of the liver below the furrow felt 
almost separated from the rest of the organ ; in such a case there may be a false impression 
of enlargement. The effect of corsets or other artificial pressure is often such as to give an 
incorrect impression of enlargement, because the organ is pressed down ; most commonly 
the liver is forced down, flattened, and elongated from above downwards. Such a pressure 
often leads to a transverse depression across the right-hand lower part of the right lobe, so 
that a more or less detached portion of it lies in the position of a Riedel’s lobe. 

It is quite rare for enlargement of the liver to lead to any upward extension of the 
hepatic dullness. This is what might be expected, for the mere weight of the enlarged liver 
will lead to its falling, and the resistance of the intestines and abdominal walls being much 
less than that of the diaphragm, it will therefore grow in the direction of least resistance, 
that is, downwards. Raising of the upper limit of hepatic dullness is best observed when 
some local disease of the liver directly implicates the diaphragm ; thus, a tropical abscess 
of the liver growing from its upper surface will soften the diaphragm and extend upwards ; 
a hydatid will do the same. So, when there is an extension upwards of the upper hepatic 
dullness, it is a local extension forming a dome-shaped addition to the hepatic dullness. 
Very large collections of ascitic fluid or very large abdominal tumours may push the liver 
up, but this is excessively rare, for such conditions will more readily compress the intestines 
and bulge the abdominal walls. A subdiaphragmatic abscess, by its extension of dullness 
up into the chest, may appear to extend the liver dullness upwards. 

There are three moderately common tumours in the abdomen which may give a false 
impression of increase in the size of the liver. They are: A stomach affected with malignant 
disease, especially when the growth infiltrates much of the greater curvature ; malignant 
disease of or impaction of faces in the transverse colon; and the great omentum thickened 
and puckered up towards the transverse colon by some form of chronic peritonitis. Any of 
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these tumours may move up and down with respiration, for they are all directly or indirectly 
attached to the liver ; but the movement is not usually so extensive as that of the liver 
should be, and a band of resonance may sometimes be detected between the liver and the 
tumour, or the edge of the liver may be felt above it. Enlargements of the pylorus, and 
thickening in connection with a gastric or duodenal ulcer, may all be difficult to distinguish 
from an enlarged gall-bladder. The hepatic dullness may be altered by gas, and it may be 
almost obliterated by the descent of an emphysematous lung ; slight lowering of the upper 
margin of the hepatic dullness from this cause is quite common. In emphysema, too, the 
lower ribs stand so far forward that it may be impossible to feel the lower edge of the liver. 
When, as in perforative peritonitis, there is free gas in the peritoneal cavity, the gas getting 
in front of the liver may diminish the hepatic dullness, but this sign is so often absent that 
its absence must not be used as an argument against the existence of perforative peritonitis. 
On the other hand, partial obliteration of the hepatic dullness may be due to the fact that 
some of the intestine is between the liver and the anterior abdominal wall, or that there is 
much gaseous distention of the colon behind the liver. A large collection of ascitic fluid 
often renders it difficult to estimate the size of the liver. 

Hepatoptosis, and wandering liver, are terms applied to a liver which, being unduly 
displaceable, leaves its normal position. It is rare, but must be borne in mind, for if not a 
liver which is only displaced may erroneously be thought to be enlarged. Extreme degrees 
are met with in cases of general visceroptosis. It is commoner in women than men, and 
mostly after forty. The abdominal walls are usually pendulous, and as the abdominal | 
muscles are powerful agents for keeping the abdominal viscera in place, this weakness, 
combined with a laxity of the hepatic ligaments, is probably the cause of the hepatoptosis. 
Tight lacing leads to weakness of the abdominal muscles, as well as pressing the liver down : 
it is flattened, often extending to the umbilicus with its greatest prominence near its lower 
part and on the right. It may form a protrusion of the abdominal walls ; it is easily palp- 
able, moves up and down with respiration, and can usually be pushed back into its normal 
position when the patient lies down ; indeed, when the patient is in the supine position it 
sometimes goes back of its own accord, only to fall again when she stands up. It is movable 
laterally, and can be rotated with the hands about a horizontal axis passing through the 
attachment of the organ to the inferior vena cava. There is considerable diminution in, or 
even absence of, the hepatic dullness in the chest ; in an extreme case the hand may be 
passed up between the liver and the ribs, and at the upper right-hand part of the abdomen 
there is a depression between the liver and the ribs. There may be no symptoms, but the 
patient usually complains of a dragging pain and a heaviness in the hepatic region. These 
are much worse in the erect posture, so that she may have always to lie down. Often, 
sudden attacks of pain occur in the right of the abdomen ; these may be due to gall-stones 
or to a movable kidney, both often present with hepatoptosis, or to kinking of the bile-duct 
which may lead to jaundice. The patients are usually neurotic, dyspeptic valetudinarians. 
As the abdominal muscles are weak, the blood stagnates in the abdominal vessels in the 
erect posture; hence faintness, palpitation, exhaustion, and dyspnoea on exertion are 
common, these symptoms passing away when the patient lies down. 

We shall now consider each of the pathological enlargements of the liver, and indicate 
the chief points to be utilized in the diagnosis of each. 

Venous Congestion of the Liver, or Nutmeg Liver.—There must be heart disease, 
usually of the mitral valve, or perhaps incompetence of it secondary to severe aortic disease, 
or disease of the valves on the right side, or severe disease of the myocardium, or chronic 
pulmonary disease, usually bronchitis, or arteriosclerosis or chronic nephritis with high 
blood-pressure and secondary heart failure. The enlargement of the liver is uniform, its 
edge is firm, its surface smooth. It may reach to the umbilicus, and as the abdominal 
muscles are often weak in these cases, especially in women, and the liver is very heavy from 
the extra amount of blood in it, the organ is often a little dropped. Pain and tenderness 
over it are common; due in some cases to stretching of the hepatic capsule, in others to 
local patches of perihepatitis. The skin over the liver may be tender. In severe cases 
there is often slight jaundice. Dyspeptic symptoms are frequent. Ascites may be'present ; 
if so, it is associated with the cedema due to the heart disease. 

In a severe degree of nutmeg liver the organ may pulsate. If so, the tricuspid orifice 
must be incompetent and the right ventricle must be beating strongly ; then a pulse-wave 
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travels back in the inferior vena cava and hepatic veins to reach the liver, and makes the 
whole organ expand synchronously with each contraction of the right ventricle. Such 
incompetence of the tricuspid orifice is nearly always secondary to mitral disease. Great 
care must be taken not to mistake a thrust downwards of the liver by the contraction of a 
hypertrophied heart, or the thrust forwards by a pulsating aorta, for hepatic pulsation. 
The distinguishing feature of this is, that when one hand is placed on the front and the 
other on the back of the abdomen over the enlarged, congested liver, the two hands can be 
felt to be separated by the expansile pulsation. This is not the case when the pulsation is 
transmitted. Pulsation of the veins of the neck is generally pronounced in cases in which 
the liver can be felt to pulsate. 

General Congestion of the Liver.—This is frequently said to be present in those 
who suffer from dyspepsia, but if this be so it does not give rise to a demonstrable enlarge- 
ment. When, however, a European lives for many years in a tropical country he is liable 
to suffer from attacks of congestion of the liver, and these, when frequently repeated, lead 
to an enlargement called tropical liver. The organ is uniformly enlarged, smooth, some- 
what hard, and has a uniform edge. Pain and tenderness are not such prominent features 
as they are in a nutmeg liver. The condition is often associated with indigestion, errors 
of diet—especially the taking of too much alcohol—and attacks of pyrexia. When these 
are present the liver becomes tender, painful, and more enlarged, and I have known such a 
condition mistaken for hepatic abscess. The sufferer complains of a sensation of weight in 
the hepatic region ; he is constipated, and the urine is full of lithates. In an extreme and 
chronic case the organ may extend four inches below the ribs ; the patient is depressed, 
irritable, and of a sallow complexion. The spleen may be enlarged. 

Obstruction to the Common Bile, whatever the cause, is often associated with 
uniform enlargement of the liver owing to the fact that the biie is dammed back into it 
and so swells it up; even simple catarrh may do this ; jaundice will always be present at 
the same time, and the differential diagnosis will be found discussed under that heading 
(see JAUNDICE, p. 327). 

Suppuration within the Liver.—Multiple pyemic abscesses within the liver, which 
constitute part of the condition known as portal pyemia, generally do not cause enlarge- 
ment of the liver, nor, as a rule, do multiple abscesses connected with the bile-ducts— 
suppurative cholangitis—unless there is sufficient obstruction to cause jaundice (p. 326) at the 
same time. Rigors (p. 594), pyrexia, and tenderness of the liver will be prominent features 
of most such cases. Enlargement of the liver is more often present with a large single 
abscess. There is usually a history of dysentery, for amcebic dysentery is by far the com- 
monest cause of a large single abscess ; therefore it usually occurs in the tropics, and is then 
commonly called a tropical abscess. Very rarely it is secondary to other specific fevers, it 
may be due to suppuration round a gall-stone, or may spread from some neighbouring 
suppuration, e.g., a perinephritic abscess. Or again, it may be caused by suppuration of a 
hydatid or by injury. The presence of any of these causes may help the diagnosis ; but 
sometimes, even when the abscess is due to the dysenteric amceba, it may be difficult to 
obtain a history of dysentery ; and indeed, the dysenteric ulcers of the intestine may have 
healed years before the symptoms of hepatic abscess show themselves. Very rarely it 
appears to follow intestinal ulceration which, as far as we know, is not dysenteric ; this is 
so in some of the examples of single large abscesses in which the patient has never left this 
country. Indeed, sometimes a single large hepatic abscess Is found in the tropics when 
the most careful search fails to find any amoebex in the pus of the abscess, or to obtain any 
history of dysentery, or only a history of bacillary dysentery. Tropical abscess is most 
common in men between the ages of twenty-five and forty-five. It is much commoner in 
Europeans than natives. Eighty per cent are in the right lobe, usually in its upper part. 
The colour of the pus depends upon the amount of broken-down hepatic tissue present ; 
if there is much, it is the colour of anchovy paste ; if there is none, it is yellow, but the 
anchovy-paste-like pus is characteristic. Amoeba may be found in it (see Fig. 25, p. 77), 
or more often in the granulation tissue forming the wall of the abscess. Bacteria may be 
present, but if the abscess has existed some time the pus is often sterile. The symptoms 
and physical signs to which attention must be directed are as follow :— 

General.—The most important is pyrexia ; often this is the initial symptom. At first 
the rise of temperature is slight and irregular ; gradually it becomes hectic, with a wide 
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daily excursion, say from 99° F. in the morning to 108° F. or 104° F. in the evening. Often 
the patient is thought to have malaria, but an examination of the blood will show that no 
malarial organisms are present, and generally there is leucocytosis, whereas in malaria the 
tendency is towards leucopenia. There are sometimes considerable intermissions during 
which the temperature is normal for weeks or months, and then there is a week or so of 
pyrexia. When such a case occurs in this country mistakes in diagnosis are very likely. I 
know of a man afflicted with tropical abscess whose attacks of pyrexia were separated by 
such long intervals of normal temperature that he was thought by many physicians to have 
recurrent influenza, and this although it was well known that he had been in the tropics. 
Rigors are striking and severe, and in cases of doubtful diagnosis are very suggestive of 
hepatic abscess, though they also make this disease resemble malaria. In mild cases the 
rigor is reduced to a mere feeling of chilliness. Often there are profuse sweats. The pulse 
is rapid in proportion to the temperature. Jaundice may be present, but generally is not. 
In bad cases the patient is excessively ill and weak, anemic, and wasted to a mere skeleton. 
In this country we see such cases on their arrival from India, the disease having made rapid 
progress on board ship. On the other hand, if there are long intervals of apyrexia the 
patient hardly suffers in his general health ; in such cases the abscess usually has thick walls. 
The blood may show a great increase of polymorphonuclear cells, but this leucocytosis is 
often absent, especially if the pus is sterile or the abscess has thick walls. During the fever 
the patient has a dry tongue, anorexia, and is thirsty ; the urine is scanty and high-coloured, ) 
and may contain albumin. 

Local.—The abscess is most often at the upper part of the right lobe, grows upwards 
between the layers of the coronary ligament, and thus forms an extraperitoneal subphrenic 
abscess which softens the diaphragm and pushes it up, giving a dome-shaped area of dullness 
varying in size from one to several inches across, added to the top of the normal line of the 
hepatic dullness, and best seen by mapping out the dullness with a blue pencil. Itis usually 
posterior to the mid-axillary line. Sometimes the abscess is in such a place that a rounded 
swelling may be felt, or even seen, on the liver when the patient draws a deep breath. The 
measurement round the lower part of the chest may be longer on the affected side, the inter- 
costal spaces may be obliterated, and if the abscess be very large, the lower ribs may bulge. 
Not uncommonly the abscess is of such size and position that the greatest care is necessary 
before it,can be detected... The whole of the hepatic area should be pressed carefully by one 
finger, for local tenderness is often a great aid in the diagnosis. If the abscess presents in 
- the abdomen the rectus muscle over it may be rigid. Pain is very variable; it may be 
absent, it may be severe ; often coughing, drawing a deep breath, or shaking the patient, 
will cause pain. In about one-sixth of the cases there is pain in the right shoulder ; if the 
abscess is in the left lobe, there may be pain in the left shoulder. If the abscess comes close 
to the skin, there may be cedema and redness over it, and in excessively rare cases, fluctua- 
tion. Often the liver is enlarged generally as well as locally. If the abscess is large, it may 
be seen with the a-rays, for pus casts a very dark shadow. If it implicates the diaphragm, 
infection may spread through it and cause bronchitis, pleurisy, empyema, pneumonia, or 
gangrene of the lung, but this is not nearly so common as with other subphrenic abscesses ; 
hepatic pus may be coughed up from the lung when the abscess has ruptured into it, may 
be vomited when it has ruptured into the stomach, or may be passed by the bowel when it 
has ruptured into the intestine. Lastly, I would again remind the reader that in some of 
the chronic cases seen in this country, both the local and general signs may be so slight that 
great skill is necessary to detect the abscess. 

Cirrhosis of the Liver.—Nearly always in this country the patient has taken more 
alcohol than he should, but cirrhosis of the liver, indistinguishable from alcoholic cirrhosis, 
occurs in children and others who have not taken alcohol, especially in Egypt. Here we 
have to consider only the stage in which the liver is enlarged. It has been known to weigh 
200 oz., but anything over 100 oz. is exceptional. In the early stages the liver is not altered 
in shape, and the surface and edge are smooth ; later on, as the fibrous tissue contracts and 
the fat is absorbed from the cells which have undergone degeneration, the surface becomes 
finely uneven ; this unevenness increases, the liver becomes hard and more uneven until the 
irregularities on it are like hobnails, and can be felt through the abdominal wall. At this 
stage the edge of the liver is irregular and very firm. As the irregularity increases, the 
diagnosis from cancer becomes more difficult, but no irregularity from cirrhosis ever exceeds 
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the size of a small cherry, nor is it ever umbilicated, nor does it ever enlarge suddenly ; 
whereas a cancerous nodule may be umbilicated and may enlarge suddenly from hamor- 
rhage into it. Usually a cirrhotic liver is not painful ; if it be, the pain is due to some local 
perihepatitis. Other symptoms to be looked for in cirrhosis, and to be borne in mind when 
making a diagnosis, are that in cirrhosis the spleen is often enlarged, and sometimes much 
so; the increased fibrous tissue in the liver constricting its small portal veins leads to 
engorgement of the veins of the stomach, and hence hematemesis, which may be accom- 
panied by melena, is common at some period in the case ; and occasionally we see dilata- 
tion of the veins round the umbilicus. There are often symptoms of chronic gastritis and 
enteritis. Cirrhosis is commoner in men than women in the proportion of three to one ; 
the patients are usually over thirty ; there is a more frequent association of alcoholic excess 
in the lower classes than among those who are socially above them. Dyspepsia and morn- 
ing sickness are common ; there are much impairment of strength, wasting, a sallow look, 
dilated venules on the cheek, red nose, a furred tongue which is often tremulous, and a dry, 
harsh skin. The pulse becomes weaker, and when the disease is fatal its end is usually by 
cardiac failure. In about one-third of the cases that are ill enough to come into the hospital, 
the temperature is raised a little every evening (Fig. 167). Jaundice is or has been present 
-in about one-third of the cases ; it rarely if ever becomes as deep as that seen in cancer of 
the liver. Ascites occurs in 50 per cent of all cases of cirrhosis, but generally in the latest 
stages only ; if it is abundant the enlarged liver can be felt only by dipping, which means 
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Fig. 167.—Temperature chart (morning and evening) from @ case of cirrhosis of the liver, showing the 
tendency to slight pyrexia, especially in the evening. 


pressing the hand down suddenly on the liver, and so, by dispersing the fluid which is over it, 
coming down on it. Tympanites is not uncommon in severe cases of cirrhosis, and it too may 
make it difficult to feel the liver. The urine is usually scanty, of high specific gravity, 
very acid, high-coloured, and full of urates ; it generally contains urobilin and sometimes 
bile. Naturally sufferers from cirrhosis may have delirium tremens, but apart from this, 
cirrhosis towards the end is often accompanied by nervous symptoms, especially coma, 
and this may be so even in those who have not recently taken alcohol and who are not 
jaundiced. In severe cases the ankles swell, even when there is no disease of the heart, 
lungs, or kidneys, or pressure on the vena cava, to account for it. Lastly, it should be 
remembered that cirrhosis may exist without any symptoms ; in between a third and a half 
of all cases of cirrhosis found in the post-mortem room the patient has died of something 
else, and in many of these cases, although he has been under observation in the wards, no 
symptoms of cirrhosis have been observed. 

The difficulties of diagnosis fall into one of two classes: the cause of ASCITES (p. 45), 
and the cause of enlargement of the liver. If we have made out that the liver is undoubtedly 
enlarged, it is often a matter of great difficulty to tell whether this is due to cancer or to 
cirrhosis : this will be referred to in speaking of cancer. Sometimes cancer and cirrhosis 
are present in the same liver, but this is rare. Syphilis of the liver does not cause much 
difficulty, for it is uncommon at the bedside ; the irregularities of the liver are much larger 
than the hobnails of cirrhosis ; the patient who has a syphilitic liver is rarely jaundiced, 
and hardly ever has ascites. The symptoms of a syphilitic liver are nearly always entirely 
local ; syphilitic disease of the liver rarely produces general symptoms. Obstruction of 
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the common. bile-duct leads to a large smooth liver ; when this is due to a gall-stone there 
is usually deeper jaundice than in cirrhosis, but. no ascites ; the stools are quite pallid, 
which is very unusual in cirrhosis, and there is commonly a history of gall-stones. There 
is no real difficulty of diagnosis between the enlargement of malaria and ordinary cirrhosis, 
for so-called malarial cirrhosis occurs only in those who have drunk to excess, and is then 
to be ascribed to alcohol. 

Hanot’s Cirrhosis—often called hypertrophic biliary cirrhosis, an extremely bad 
name—is a very rare disease, of which the distinguishing features are : Most of the sufferers 
are children ; few reach the age of thirty ; 1t is commoner in males than females ; it lasts 
many years ; the liver is firm, enlarged, and smooth ; long-standing jaundice is present ; 
the spleen is very much enlarged. The patients are usually children of stunted growth, 
and therefore the liver appears very large, but the spleen is proportionately more enlarged. 
The liver usually remains smooth throughout, and even when towards the end of a long 
case it becomes a little granular, it never proceeds to anything like the irregularity of ordi- 
nary cirrhosis. Jaundice is an early symptom and lasts till the end, so it may be present 
many years; very, very slowly it becomes darker. From time to time the patient has 
periods during which he feels ill and his temperature is raised ; but it is strange that in 
spite of their jaundice the children afflicted with this disease do not for years appear ill ; 
they may be seen running about enjoying life, with a clean tongue and a good appetite. 
Ascites is rare, and if present means that the end is near. In many cases the fingers become 
clubbed ; the clubbing is exactly like that seen in chronic fibrosis of the lung. As growth 
is stunted—for example, whereas the average height at 13 years is 4 ft. 9 in., a patient with 
this disease was only 4 ft. 1 in.—the size of the liver and spleen makes the abdomen very 
prominent.. At the later stages there may be purpura and other hemorrhages. 

Splenic Anzmia.—This is a disease in which there are progressive enlargement of the 


spleen, secondary anemia, leucopenia, a marked tendency to hemorrhage, especially from 


the stomach, and in many cases a terminal stage of cirrhosis of the liver, jaundice, and 
ascites. The disease is often called splenomegalic cirrhosis, and its terminal stage of cirrhosis 
of the liver is frequently designated Banti’s disease. When in this terminal stage the liver 
is enlarged from cirrhosis, it may be almost impossible to distinguish the condition from 
ordinary cirrhosis of the liver unless we know from the medical history of the case that the 
spleen has been enlarged for some time. Other points that may help are: on the average 
the spleen is much larger in splenic anemia than in ordinary cirrhosis, so that an exces- 
sively large spleen is somewhat in favour of splenic anemia; hzematemesis is an early 
symptom, usually present long before the stage of cirrhosis of the liver. The disease is 
very slow, but the patient may die before the supervention of either ascites or jaundice ; 
he does not often do this in ordinary cirrhosis. Anzemia is present in both conditions, but 
is, on the whole, severer in splenic anaemia. 

Bronzed Diabetes.—In this disorder, which is very seldom seen, the liver is enlarged, 
hard, and cirrhotic, exactly like that of an ordinary cirrhosis : the pigmentation of the skin, 
which is like the discoloration due to arsenic, the absence of jaundice, and the presence of 
sugar in the urine, sufficiently distinguish the disease. 

Syphilis of the Liver.—Syphilis when it affects the liver produces gummata in it, 
and leads to increased growth of fibrous tissue. Much of this is in the form of hard bands 
traversing the liver irregularly and leaving large areas of healthy liver substance, so that 
what with the presence of recent gummata, gummata that have begun to shrink, bands of 
fibrous tissue that have begun to contract, and pieces of normal liver, a syphilitic liver is 
very lumpy and irregular. It may be enlarged, and even during life this lumpiness may be 
felt, but the syphilitic liver does not become so large as a large cirrhotic liver, unless larda- 
ceous disease be present ; it is much more irregular, and indeed usually resembles a cancerous 
more than a cirrhotic liver, but it seldom produces any clinical symptoms ; if detected 
during life the discovery is generally accidental ; it occurs at a younger age than cancer ; 
there are none of the other signs of cancer, but there may be some of syphilis, and the 
Wassermann reaction will be positive ; ascites and jaundice do not occur as signs of 
this disease unless an enlarged gland presses on the portal vein, which is so rarely the case 
as to be negligible ; and the liver is at most a little enlarged, never huge as in cancer. 

In children, congenital syphilis may produce in the liver precisely the same effects as 
the acquired disease does in adults. Lardaceous disease may be due to syphilis ; it will be 
discussed presently. 
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Universal Chronic Perihepatitis may make the liver appear large, for the peritoneal 
coating of the whole organ ig much thickened ; but as the liver itself is of normal size the 
apparent increase is not great, rarely exceeding an extra finger’s breadth below the ribs. 
Such of the liver as can be felt is smooth ; the edge is uniform and thick. Usually, however, 
no apparent enlargement can be detected in universal chronic perihepatitis, and often the 
organ and its thickened capsule weigh the same as a normal liver, from which we may 
conclude that the liver itself is a little atrophied : in a few cases it appears actually smaller 
than natural, for the thin anterior edge is folded upwards under the thick peritoneal coat. 
There are no hepatic symptoms, e.g., jaundice, and the universal perihepatitis is only part 
of a general chronic peritonitis, symptoms of which, e.g., ascites and thickening of other 
parts of the peritoneum, may be detected on palpation. 

Secondary Cancer of the Liver.—This is the commonest tumour of the liver. Gener- 
ally there will be symptoms of the primary malignant disease, which in about 90 per cent of 
the cases is in the periphery of the portal area, but not infrequently none are present, and 
the patient does not know that he has anything serious the matter with him until he has 
symptoms of hepatic carcinoma. On the other hand, in about half the cases of hepatic 
carcinoma no symptoms of it are present, and it is not known to exist until a post-mortem 
examination is performed, for the primary disease kills while the hepatic disease is still in 
its early stages. Seventy-five per cent of all the patients are between 40 and 70 years old, 
and hepatic carcinoma is all but unknown under the age of 20. If the disease gives 
rise to clinical symptoms the liver can usually be made out to be enlarged both by percussion 
and palpation. There is no other disease in which such a huge liver may be found. I have 
known a cancerous liver to weigh 19 Ib., and I have read of one which weighed 33} Ib. ; 
weights of 6 or 7 lb. are quite common. In rare cases the increase in the weight of the liver 
may be so great that the patient actually gains a little weight in spite of the general wasting 
caused by the cancer. The organ may be felt well below the ribs, even far below the umbi- 
licus. Often it is so big that it can be seen to go up and down with each breath. Upward 
increase of the hepatic dullness is rare, and when present, slight. The edge of the enlarged 
organ can be felt to move up and down with respiration, unless it is fixed by adhesions, 
which is unusual. The edge is hard, and often irregular ; when the secondary nodules are 
numerous the whole organ feels uneven, knobby, and hard, and sometimes the lumps on it 
feel umbilicated ; this is absolutely diagnostic of cancer. If much softening has occurred 
a faint sense of fluctuation may be detected ; in a few instances local peritonitis causes a 
rub. Sometimes the nodules can be appreciated by the hand only when the patient takes 
a deep breath, for then those under the ribs come far enough down to be felt. Occasionally 
the cancer grows so fast that the liver obviously increases in size in a week ; very rarely a 
nodule may enlarge suddenly from hemorrhage into it. Either or both these points are 
almost proof that the enlargement is due to carcinoma. It must not be forgotten that not 
all livers enlarged from malignant disease have palpable nodules, for they may be in such a 
situation that they cannot be felt, they may be too small to be felt, or the growth may be 
diffused through the whole liver. About half the patients have pain in the hepatic region, 
and may have it near the right shoulder and down the right arm. If the liver is very large 
there is a sense of dragging and fullness in the right hypochondrium. About half the patients 
are jaundiced. It is extremely important to remember that by far the most frequent cause 
of long-standing jaundice is cancer of the liver, which produces a deeper yellow of the skin 
than any other disease; as time goes on this yellow changes to deep olive-green. The 
wasting becomes extreme, the skin dry and shrivelled, the patient becomes weaker and 
weaker, his pulse feebler, his respiration shallow, and finally he dies comatose. The usual 
symptoms of JAUNDICE (p. 324) are present. AscirEs (p. 48) is rather less frequent than 
jaundice, and the patient generally dies before tapping is necessary, for ascites is a late 
symptom. The urine usually contains much bile and lithates. Rapidly growing carcinoma 
of the liver is often associated with an evening rise of temperature to 99° F. or 101° F. 
(Fig. 145. p. 326). I have known it to be 102° F. every evening for weeks. 

The chief difficulty of diagnosis is from cirrhosis. The large cirrhotic liver is uniformly 
large, and the palpable nodules are small; if they feel bigger than small cherries the case 
cannot be one of cirrhosis, for hobnails are never bigger than this ; hobnails are never 
umbilicated, and never increase rapidly in size ; if jaundice is present and the patient has a 
large cirrhotic liver, the jaundice is never very deep, and remains yellow ; it never becomes 
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the dark olive-green seen in cancer. In cirrhosis we do not get.clay-coloured motions. nor 
dilatation of the gall-bladder, but we often find a large spleen. Extreme wasting and dryness 
of the skin are more common in cancer. A moderate leucocytosis is often found in both 
diseases in the late stages. The discovery of cancer elsewhere is of course conclusive, and 
the history is of great help. Syphilis of the liver has already been described sufficiently to 
indicate the points of difference. Cases in which, owing to non-malignant obstruction of 
the bile-duct, usually by a gall-stone, there are enlargement of the liver and jaundice, may 
give rise to difficulty of diagnosis ; but these patients rarely have the extreme wasted look, 
with dry shrivelled skin, so frequently seen in cancer ; the hepatic enlargement is uniform 
and never so great as it may be in cancer ; the jaundice does not become green ; if it disap- 
pears for a time, it means that the gall-stone has shifted ; that the jaundice due to cancer 
should disappear is almost unknown. Rigors are common in cases of gall-stones. The age, 
history, and detection of growths elsewhere will be of help. As far as my experience goes, 
when we are in considerable doubt as to whether a patient has an impacted gall-stone or a 
malignant growth, exploration, if done, almost always reveals a growth. Hydatid tumours 
of the liver are seldom confused with cancer, for almost always these are only one or two in 
number, the liver is smooth and regular, and is not tender; the hydatid tumour causes 
neither pain, jaundice, ascites, nor general emaciation, and it may give a thrill. There is 
no ordinary leucocytosis, but the patient may have eosinophilia. 

Primary Carcinoma of the Liver.—This is very rare; the liver has the same 
character as in the secondary form, but there are no symptoms of a primary growth else- 
where. It is almost always a disease of adult life. It is usually more rapid than secondary 
cancer ; most of the patients are dead within three months from the onset of symptoms, 
and therefore the jaundice has not time to become dark green. Wasting, and other general 
signs, including slight pyrexia, are present. During life, primary can hardly ever be dia- 
gnosed from secondary cancer of the liver, for even when the liver appears clinically to be 
the only organ affected, it often turns out that there has been primary disease elsewhere, 
giving no symptoms, and not detected till after death. 

Secondary Sarcoma and Embryomata of the Liver.—These do not produce enlarge- 
ment enough to be detected during life—except perhaps in the case of melanotic sarcoma 
secondary to a tumour of the eye, when the liver may enlarge very rapidly and to an 
extreme degree,—for the primary disease and the numerous secondary deposits elsewhere 
than in the liver soon kill the patient. If melanotic growth is suspected, the urine should 
be tested for melanin (p. 745). 

Primary Sarcoma of the Liver is very rare, and during life cannot be distinguished 
from primary: carcinoma. 

Adenomata of the Liver are also very rare; they are hardly ever of sufficient size 
to be detected during life. They are single, and I know of an instance in which a large one 
was operated on under the impression that it was a hydatid. 

Lymphadenomata of the Liver.—New formations consisting of lymphoid tissue, 
generally diffused through the whole liver but sometimes occurring in nodules, may be seen 
in those dying from Hodgkin’s disease or from lymphatic leukemia. The nodules cannot 
be detected during life, but in a few cases the diffuse variety makes the liver uniformly 
enlarged ; it is smooth, its surface and edge are firm, it is painless, not tender, never of great 
size, and there is no jaundice. Leuksemic cases will be detected by the blood-count (p. 24). 

Angiomata.—It is not uncommon to find small angiomata in the liver in the post- 
mortem room, but they cannot be detected during life unless they are large enough to give 
symptoms which result from their size, and this is very rare. Sometimes when a large 
tumour of the liver has been thought to be a carcinoma, and yet the patient has seemed 
well enough to be suitable for operation, the growth has turned out to be a cavernous 
angioma, and these tumours have been excised. About fifteen of such cases are on record, 
and the patient was usually under fifty years of age. 

Fatty Liver.—This is very common, but the enlargement of a fatty liver is usually 
not sufficient to be detected during life, sometimes because the patients are so obese that 
palpation of the liver is difficult. A fatty liver, if increased in size, is uniformly enlarged, 
has a rounded edge, feels a little softer than natural, with a smooth surface ; there is neither 
pain nor tenderness. The causes are so numerous that often they hardly help the diagnosis. 
The largest fatty livers are met with in phosphorus poisoning ; they then may weigh 10 or 
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12 Ib. Severe anemia, wasting disease, especially tubercle, and alcoholic excess, are 
perhaps the commonest causes. There is neither jaundice nor any other symptom that can 
be attributed to the disease of the liver. 

Lardaceous Liver.—The liver is uniformly enlarged; the increase in size may be 
considerable ; indeed, next to cancer, lardaceous disease causes the largest livers with which 
we meet. A lardaceous liver has been known to weigh 14 Ib. It is so smooth that even 
through the skin it feels strikingly so ; it is firm, and the edge is sharp and hard ;_ it causes 
no pain, and is not tender. The diagnosis of this disease is much facilitated by finding 
lardaceous disease of other organs; thus the spleen may be enlarged considerably and 
uniformly, there may be albuminuria from lardaceous disease of the kidneys, or diarrhoea 
from lardaceous disease of the intestine. Only two causes for lardaceous disease are known, 
viz., long-continued suppuration, e.g., psoas abscess, bronchiectasis, chronic phthisis with 
cavitation, chronic hip-joint disease ; and long-standing syphilis, even if this has not caused 
any suppuration. I have known it occur in a small child as a result of congenital syphilis. 
In a very few instances no cause for lardaceous disease can. be discovered, but this is so 
exceptional that we should be very cautious of diagnosing lardaceous disease in the absence 
of syphilis or suppuration. 

Tuberculosis of the Liver.—-It is excessively rare for a tuberculous deposit in the 
liver to form a mass sufficiently large to be detected clinically : indeed, so rare is it that the 
diagnosis could not be made before exploration unless it were known that the patient had 
tuberculous disease at the periphery of the portal vein. Judging by morbid anatomy, a 
tuberculous tumour of the liver would, if discovered during life, be a solitary tumour of the 
liver. At an exploratory operation an irregular shaggy abscess cavity would be found, 
the pus of which would contain tubercle bacilli. There may be some uniform enlargement 
of the liver in a child suffering from general tuberculosis. 

Actinomycosis, or, as it is sometimes called, streptotrichosis of the liver, could hardly 
be diagnosed without laparotomy unless the patient were known to have actinomycosis 
elsewhere. It is very rare, and has seldom been recognized in the liver until after the 
patient’s death. If detected during life, there would be a local enlargement of the liver. 
The pus in it would be in an irregular cavity with shaggy walls and trabecule, and the 
characteristic little sulphur-coloured granules would be seen in it with the naked eye, and 
the ray fungus on examination with the microscope (Plate XXVIII, Fig. S, p. 614). 

Hydatid Disease of the Liver can hardly be recognized unless the cyst causes a 
discoverable tumour of the liver. This may be huge. -Hydatid cysts of the liver may 
contain thirty pints or more. If the tumour can be felt, it is rounded, smooth, localized, 
and regular, and thus is distinguished by its feel from cancerous or syphilitic livers, for in 
these the tumours are irregular and rough, and often there are one or more in different parts 
of the liver. A hydatid tumour is neither tender nor painful, and thus differs from an 
abscess. If the tumour projects from the lower part of the liver it may resemble a gall- 
bladder. A large hydatid cyst of the lower part of the right lobe of the liver causes con- 
siderable intra-abdominal enlargement of that lobe ; on the other hand, if, as is frequently 
the case, it grows upwards between the layers of the coronary ligament, it pushes up the 
diaphragm, forming a rounded projection which may be percussed out in the chest as an 
addition to the top of the normal hepatic dullness : in exceptional cases the tumour may be 
so huge that the dome shape of the dullness is lost, and the case is apt to be regarded as one 
of pleuritic effusion. If a hydatid tumour is deep in the liver, the swelling feels hard ; if it 
comes to the surface, the tumour feels tense—so tense that fluctuation is very rare. The 
so-called hydatid thrill perceptible in the finger lying on the tumour when it is struck by a 
finger of the other hand, is not often felt ; it may be obtained over any tense collection of 
fluid, but if it be present it is of considerable diagnostic value, for other tense cysts are 
very unusual in the liver. Occasionally two or even three hydatid cysts are present in the 
same liver; each then has the characteristics of a single cyst, but the diagnosis of these 
cases may give much difficulty. It is excessively rare for hydatids to cause pressure sym- 
ptoms ; jaundice is hardly ever seen ; if present, it is probably caused by rupture of the 
cyst into the bile-passages. A huge cyst may displace the heart. EostNoPHILta (p. 218), 
even to a considerable degree, is sometimes found when the parasitic cyst is living and 
active, but not when it is quiescent or obsolete. I have seen 10 per cent of eosinophiles, 
and even 50 per cent have been recorded. A more moderate increase is sometimes seen in 


376 LIVER, ENLARGEMENTS OF THE 


cancer. Usually eosinophilia is absent in hydatid disease, but when present it is a consider- 
able help in diagnosis. It decreases greatly after the cyst is drained. lf the hydatid fluid 
becomes absorbed the patient may have urticaria. When the blood-serum of a patient 
with hydatid disease is mixed with some hydatid fluid, a precipitate may be formed after 
about twenty hours ; this reaction is not constant, but it does not occur when hydatid fluid 
is mixed with the serum of a patient who has not got hydatid disease. Hydatid fluid does 
not give an albuminous precipitate when heated, whereas the fluid of an ordinary pleuritic 
effusion does ; on the other hand, hydatid fluid gives an abundant white precipitate of 
silver chloride when.silver nitrate is added to it. Hooklets (see Fig. 18, p. 49) may often be 
found in hydatid fluid, especially after it is centrifugalized. Hydatid cysts sometimes 
suppurate, and then they can hardly be distinguished from other forms of single solitary 
abscess. Alveolar echinococcus disease is very rare. _ No case has been recorded in England. 
The liver is enlarged, and there is jaundice, gradually deepening during the two or three 
years the patient lives. Pyrexia and gastro-intestinal symptoms are often present, and the 
patient dies from exhaustion. 

Other cysts of the liver are very rare and very difficult to diagnose. Special text- 
books dealing with the liver should be consulted about them. W. Hale White. 


LIVIDITY.— (See Cyanosis, p. 156.) 

LOCK JAW.—(See Trismus, p. 729.) 

LORDOSIS.—(See Curvarure, Spina, p. 153.) 

LUNG, HAZMORRHAGE FROM.—(Scee Hemoptysis, p. 2°5.) 


LYMPHATIC GLAND ENLARGEMENT. 
A. GENERALIZED ENLARGEMENT. 


There are certain diseases in which there is a tendency for ali or nearly all the lymphatic 
glands in the body to be enlarged—generalized glandular enlargement, as distinct from 
enlargement of local groups of glands only. The distinction is not absolute, however, for 
in some patients suffering from a malady which usually causes general lymphatic glandular 
enlargement the changes may be confined to local groups instead of being as widespread 
asusual. It may be said, however, that if there is generalized enlargement of the lymphatic 
glands, the patient is probably suffering from one or other of the following diseases :— 


Lymphatic leukemia | Lymphosarcoma Plague 

Hodgkin’s disease Secondary syphilis Tubercle, rare type. 
Lymphadenoma German measles 

Lymphoma Still’s disease 


It is of course important to be quite sure that the glands are really enlarged, and not 
merely palpable with greater ease than usual ; experience alone will decide this question. 
There are many conditions in which wasting affects the subcutaneous fat and not the 
lymphatic glands, so that the latter are felt with considerable ease, especially in the groins. 
General glandular enlargement usually implies affection of the cervical, axillary, and 
inguinal glands at the same time ; those in the popliteal space or above the internal condyle . 
of the humerus are less often affected ; the various groups within the abdomen can seldom 
be palpated, unless perhaps in the iliac region or pelvis, whilst enlargement of the 
mediastinal and bronchial groups can only be surmised when there is evidence of obstruction 
to one or other bronchus, or when they can be demonstrated by the x-rays (Mig. 61, p. 149). 

When a case of generalized lymphatic glandular enlargement presents itself, it is 
important to make a blood-count; the blood-changes will either indicate lymphatic 
leukemia (see AN&MIA, p. 25), or else, if the characteristic leucocyte counts of the latter 
are not found, lymphatic leukemia will be excluded. None of the other conditions exhibit 
pathognomonic blood-changes, although there will very often be a considerable degree of 
anemia of the chlorotic type. 

Hodgkin's disease nearly always starts with much swelling of one group of glands 
before the rest, especially those in the neck ; there is usually moderate enlargement of the 
spleen at the same time, and in the course of weeks or months, generalized swelling of the 


LYMPHATIC GLAND ENLARGEMENT 377 


lymphatic glands occurs, especially those in 


the axille and within the thorax, the resultant 


masses sometimes being of considerable size (Fig. 168), though the individual glands remain 


distinct from one another, do not tend 
to break down and suppurate, and do 
not become fixed either to the skin or to 
the deeper parts, as they would do if 
they were tuberculous or due to second- 
ary deposits of malignant disease. The 
blood-changes in Hodgkin’s disease are 
for the most part negative (see ANZMIA, 
p. 20), though in blood-films the occur- 
rence of an occasional basophile cor- 
puscle or myelocyte may help to clinch 
the diagnosis. 

Lymphadenoma differs from Hodg- 
kin’s disease so little that some authori- 
ties use the two names as though they 
were synonymous; others reserve the 
term lymphadenoma for those cases in 
which splenic enlargement is not appar- 
ent whilst the affection of the lymphatic 
glands is very profound in one group 
and little marked elsewhere. Lymph- 
oma is a term that has sometimes been 
used in the same sense. 


Fig. 168.—Hodgkin’s disease. The lymphatic glands in the 
left side of the neck are very large ; there is considerable overgrowth 
of the lymphatic glands in the right axilla, particularly along the 
outer border of the pectoralis major muscle; the glands in the 
left axilla are also enlarged, but to a less extent; even the left 
epitrochlear gland is visibly enlarged. 


Where lymphosarcoma ends and Hodgkin’s disease, lymphadenoma, or lymphoma 
begins, it is difficult to say. If there is generalized enlargement of the lymphatic glands 
without much affection of the spleen, without any pathognomonic blood-changes, and 


Fig. 169.—Still’s disease: acute rheumatoid arthritis in 
childhood. ‘The knees are swollen and their ordinary outlines 
lost ; there is typical spindle-shaped enlargement of the first 
interphalangeal joints. 


with a rapidly fatal ending, the condition is 
spoken of as lymphosarcoma, but it might 
equally well be termed acute lymphadenoma. 

Syphilitic glands seldom reach any great 
size, only swelling, roughly speaking, to two 
or three times the normal; the first to be 
involved are those in the neighbourhood of 
the chancre, and therefore most often those 
in the groin, spreading later to all the glands 
in the body, including those in the occipital 
region, which are not as a rule affected 
except by syphilis, pediculosis capitis: with 
sores, and German measles. Syphilitic 
glands are almond-shaped and firm, pain- 
less, or at most slightly tender, and they do 
not become adherent to the skin ‘or to the 

_ deeper. parts... They-may -remain palpable- 
for years after all the signs of secondary 
syphilis have disappeared. The difficulty in 
their diagnosis does not arise when chancre 
or roseola is present: but later their nature 
may not be obvious unless there is a clear 
history of syphilis or Wassermann’s serum 
test is positive. 

German measles causes generalized en- 
largement of the lymphatic glands very 
similar to that of secondary syphilis, but 
the diagnosis is generally obvious from the 


nature of the skin eruption. The occurrence of enlarged occipital and other glands 
associated with a measles-like rash serves to distinguish German measles from ordinary 
measles, and also from scarlet fever and other erythemata. 
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Still's disease attracts attention primarily on account of the affection of the joints, 
and the enlargement of the lymphatic glands is a symptom of secondary importance. It 
is an affection of children (Fig. 169) precisely corresponding to acute rheumatoid arthritis 
of adults ; no joint in the body is exempt, and it is probable that the lymphatic glandular 
enlargement is secondary to absorption of micro-organisms from the infected joints. The 
patient becomes anzmic, with a tendency to pigmentation, and the spleen is enlarged as 
well as the lymphatic glands. The disease is unmistakeable. Similar lymphatic glandular 
enlargement occurs in the acute rheumatoid arthritis or infective synovitis or peri-arthritis 
of older persons, especially in that form which isi characterized by spindle-shaped swelling 
of the first interphalangeal joints of the hands (Fig. 153, p. 842) ; but as a rule the enlarge- 
ment is confined to those glands which are closest to the affected joints—epitrochlear glands, 
for instance, in the case of the fingers and hands, and so forth ; and the glandular enlarge- 
ment disappears when the malady is in its quiescent phases, although the joint deformity 
remains. 

Plague may be associated with very acute glandular enlargement all over the body ; 
the diagnosis depends largely on the history, and particularly upon the patient having been 
exposed to the risk of contracting plague in some infected town or port. The diagnosis may 
be confirmed bacteriologically. 

Tuberculosis of glands is much more often local than general; occasionally, however, 
one meets with a case in which the inguinal and axillary as well as the cervical and 
internal glands are all enlarged as the result of tuberculous infection; the case then simu- 
lates lymphadenoma very closely, and it may be necessary to excise one or more of the 
affected glands and examine them histologically before one can be sure of the diagnosis. 


B. LOCALIZED LYMPHATIC GLANDULAR ENLARGEMENT. 


In all those diseases in which enlargement of the lymphatic glands may be general, it 
may sometimes be local, or may begin locally before it becomes general, so that in every 
case in which there is an affection of a local group of lymphatic glands, it is important to 
remember the possibility of the case being due to one of the diseases already discussed 
under heading A. 

The following additional causes, however, have also to be considered, namely :— 


Septic absorption, from sores, ete., on the skin or mucous membranes from 
which the lymphatics drain into the particular glands that are involved 

Taberculous disease 

Secondary malignant disease. 


Whenever there is any doubt, a blood-count should be made in order either to diagnose 
or exclude lymphatic leukemia. When this can be excluded, the nature of the local 
glandular enlargement will generally be suggested by the age of the patient, by the 
characters of the glands themselves, and by their locality. We will here deal with the 
subject from the point of view of the particular group of glands involved. 

Occipital Glands.—These seldom, if ever, become enlarged as the result of leukemia, 
Hodgkin’s disease, lymphadenoma, German measles, Syphilis, or tuberculosis, unless there 
is obvious enlargement of other glands at the same time. When there is enlargement of the 
occipital glands and no others, by far the most likely cause is septic absorption from the 
posterior region of the scalp, particularly from. impetigo, seborrheic dermatitis, or most likely 
of all, pediculosis capitis. Nits should always be looked for in the hair with care, and they 
may sometimes be found even in ladies in whom the mode of infection may be quite inexplic- 
able. The patients generally have much irritation of the skin at the back of the neck at 
the same time, and it may be attributed to the rubbing of a collar or the neck of a dress. 
There is generally considerable ansemia, the patient looks unwell, and often has some even- 
ing pyrexia. 

Pre-auricular Glands.—The most common causes for enlargement of the pre-auricular 
glands are: Septic infection of the skin of the cheek, eyelid, ear, or temporal region of the 
scalp, or epithelioma of these regions. The occurrence of enlargement of this gland in 
association with an ulcer which may be rodent on the one hand, and an epithelioma on the 
other, does not necessarily indicate the latter, for without there being secondary deposits, 
the gland may become enlarged from absorption of bacteria and their products from the 
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pus of rodent ulcer. In those very rare cases of chancre of an eyelid or other neighbouring 
part, enlargement of the pre-auricular gland may precede the generalized enlargement of 
the glands to which syphilis gives rise. The gland may also be the site of melanotic sarcoma 
in very rare cases, the primary growth being in the eye or a pigmented mole. 

Submaxillary Glands.—The commonest cause for enlargement of these is septic 
absorption from the mouth ; tonsillitis and inflammation of the fauces are responsible for 
the great majority of cases in which a firm gland becomes palpable just beneath and behind 
the angle of the jaw; generally the enlargement is greater upon one side than upon the 
other, and it may persist for days or even weeks after the causal inflammation in the tonsil 
has subsided. The glands are painful in the acute stages, and in a few cases the infection 
is so severe that the tissues break down, and suppurative adenitis with an abscess results. 
All kinds of inflammation of the throat may cause this glandular enlargement—ordinary 
simple tonsillitis, hospital sore throat, rheumatic tonsillitis, quinsy, diphtheria, scarlet fever, 
acute phlegmonous tonsillitis. The precise nature of the infecting organism is to be ascer- 
tained by taking swabbings from the tonsils or fauces for bacteriological cultivation. 
Vincent’s angina less frequently produces glandular enlargement than do other severe forms 
of sore throat. 

Inflammatory changes in giands further forward beneath the jaw are often secondary 
to caries of a tooth or to some variety of stomatitis, the diagnosis being ascertained by 
inspection of the mouth. Less acute enlargement, going on to much greater size than is 
the rule with inflammatory adenitis, may result from secondary deposits of malignant 
disease in the submaxillary glands when there is squamous-celled carcinoma (epithelioma) 
of the tongue, lip, gum, cheek, nose, palate, fauces, tonsil, pharynx, or larynx. The 
diagnosis in these cases depends upon the presence of an obvious primary epithelioma ; 
if there is any doubt as to this, a small portion of the ulcerating mass may be excised for 
microscopical examination. When a gummatous ulcer simulates epithelioma, the effect 
of iodide of potassium and mercury may point to the former, or Wasszrmann’s serum test 
may be positive. A gumma of the tongue is likely to be median, an epithelioma lateral. 

Cervical Glands.—Enlargement of the glands in the neck generally may be either 
unilateral or bilateral. If unilateral, if only a few glands are involved, and if the history is 
a short one, the changes are probably inflammatory, particularly if there has been any sore 
place on the skin of the neck, the buccal mucosa, or throat, or if there is evidence that the 
patient has been exposed recently to scarlet fever, or if there is otitis media. Acute cervical 
adenitis with sore throat is one of the chief features of a new epidemic malady, described by 
Kirkland, and referred to in detail on p. 616. Pediculosis capitis is a common cause of 
enlarged cervical glands in children of the poorer classes. It is sometimes difficult, however, 
to decide when the enlargement is merely inflammatory and when it is due to some more 
serious lesion, particularly tuberculosis on the one hand and lymphadenoma or lymphosarcoma 
upon the other. The longer the glandular swellings persist, the less likely is it that they 
are purely inflammatory. The younger the patient, and the more unsterilized cow’s.milk 
he has been drinking, the more likely are they to be tuberculous. If they are present on 
both sides of the neck ; if they show a tendency to become adherent to one another and to 
the skin ; if they are tender notwithstanding their having been present for some time, they 
are probably tuberculous, and the diagnosis will be settled by surgical measures, the affected 
glands being excised and examined microscopically. Spontaneous breaking down of the 
glands, with a red indolent condition of the skin around a discharging fistula, and very slow 
healing, are to be forestalled whenever possible ;. but if they have occurred, the condition 
is almost certainly tuberculous in cases in which there is no question of a late stage of malig- 
nant disease. There may be confirmatory evidence in the shape of tuberculous lesions 
elsewhere, especially in a joint, the spine, or the peritoneum. It is noteworthy that cases 
of tuberculosis of the glands are even less likely than other individuals to develop ordinary 
phthisis, so that the absence of lung signs is no indication that the glands are not tuber- 
culous. Lymphadenoma is sometimes so restricted in its earlier lesions as to affect the 
cervical lymphatic glands to a great extent, and long before any other groups are involved ; 
in such cases, previous to operation and microscopical examination, the nature of the 
glandular enlargement may be open to great doubt ; and even after an operation there 
may be differences of opinion, for there are some who hold that the large-celled hyperplasia 
exhibited microscopically by Hodgkin’s-disease glands is an indication that they are only a 
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chronic variety of tuberculosis. Clinically, the two are distinguished by the fact that 
tuberculous glands become matted together, while Hodgkin’s-disease glands remain separate 
from one another, and do not soften or break down even when they have become of such 
great size that had they been tuberculous they almost certainly would have done so ; conse- 
quently, they do not become adherent to the skin, to one another, or to the deeper parts, 
and they do not cause a fistulous discharge. Enlargement of the spleen as well as of the 
lymphatic glands in the neck would indicate Hodgkin’s disease rather than tubercle. 

Secondary carcinoma of the glands in the neck is easy to diagnose when a primary 
growth is already known to exist ; it is generally either a squamous-celled carcinoma of the 
buccal cavity, especially of the tongue, lip, or palate, or else of the pharynx, larynx, or 
cesophagus. The cases which give rise to the greatest doubt are those in which an cesopha- 
geal growth has not caused stenosis, so that the occurrence of secondary deposits in the 
glands may be the first indication of anything being wrong. The patient’s age will generally 
suffice to make tuberculosis unlikely, for tuberculous glands are far commoner in children 
than in adults, whilst carcinoma is a disease of the middle and later periods of life ; if there 
is any doubt to start with, the rapid enlargement of the glands, their extreme hardness, the 
way they become fixed to the deeper structures and ultimately to the skin, through 
which they finally ulcerate, will leave little or no doubt as to their character. 

Sarcomatous glands in the neck are much rarer, the chief variety to be met with being 
that which has already been referred to above as acute lymphadenoma which, on account 
of its acuteness, is sometimes termed lymphosarcoma. 

Supraclavicular Glands.—When the glands immediately above the clavicle, especially 
those on the left side in the region of the attachment of the sternomastoid muscle, are en- 
larged, witheut affection of any other lymphatic glands in the neck, it is highly suggestive 
of there being a primary new-growth in the abdomen, with secondary deposits ascending along 
the course of the thoracic duct, and exhibiting themselves in the glands close to where the 
thoracic duct enters the junction of the left jugular and left subclavian veins. There are, 
of course, many cases of abdominal malignant disease in which these glands do not become 
affected at all; but the value of the sign when it does occur can scarcely be exaggerated 
(Fig. 17, p. 49). No one variety of intra-abdominal carcinoma is more liable than another 
to produce secondary deposits here ; the primary seat may be the stomach, gall-bladder, 
pancreas, duodenum, colon, rectum,.an ovary, or even a testicle or kidney ; in not a few 
cases, excision and microscopical examination of the left supraclavicular gland has indi- 
cated the exact site of the primary growth. The right supraclavicular gland may be 
enlarged in a similar way, but far less often; and generally not as the result of intra- 
abdominal but of intra-thoracic new-growth, particularly squamous-celled carcinoma of the 
cesophagus. When the supraclavicular glands are affected at the same time as the axillary 
glands, in cases of cancer of the breast, the condition is very important as indicating that the 
disease has extended beyond the limits within which operative cure is likely to be possible. 

Axillary Glands.—The three main causes for enlargement of the glands in one axilla 
without enlargement of the glands elsewhere are : Septic absorption from sore places upon 
the fingers, arm, breast, shoulder, or upper part of the back ; secondary deposits of carci- 
noma from the breast ; and lymphadenoma. Tuberculous axillary glands without obvious 
affection of those in the neck have been:recorded, but they are by no means common. It 
is important to examine carefully for any possible source of septic absorption, for some- 
times it is by no means obvious ; it may be no more than inflammation around a ragnail. 
Inflammatory glands are generally very painful, and they are associated with more or less 
pyrexia. 

Lymphatic leukeemia will be excluded by the absence of pathognomonic blood-changes ; 
secondary malignant glands should be diagnosed when primary growth is found on careful 
palpation of the breast ; Hodgkin’s disease will only suggest itself if inflammatory absorp- 
tion, secondary growth, tubercle, and malignant disease can be excluded ; and it is prob- 
able that if the case is watched, if it is one of Hodgkin’s disease other lymphatic glands ‘will 
presently become enlarged also (see Fig. 168, p. 377), particularly those in the neck of the 
same or opposite side, and those in the other axilla. Knlargement of the spleen at the same 
time would be an argument in favour of Hodgkin’s disease. 

Epitrochlear Glands.—The only important cause of enlargement of the epitrochlear 
gland is microbial absorption from the fingers, hand, or forearm ; the site of primary 
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infection may be in the skin—a whitlow, for example, or a post-mortem wound, or a dis- 
secting-room sore; or it may be more deep-seated, as in cases of infective synovitis, 
arthritis, or peri-arthritis. It is important not to mistake for a simple whitlow such a 
lesion as a digital chancre, which may also cause enlargement of the epitrochlear gland 
before infection becomes general ; if the history and the local appearance of the chancre 
do not suggest the diagnosis, its course and the associated secondary symptoms will 
indicate the nature of the case. Wassermann’s serum reaction should be tried. 

Mediastinal and Bronchial Glands.—These can never be palpated, and their enlarge- 
ment can only be surmised when there are signs of something within the thorax obstructing 
one or other bronchus, or leading to laryngeal paralysis, or stenosis either of the innominate 
vein or of the superior or inferior vena cava. The diagnosis will be between aortic aneurysm, 
chronic mediastinitis, and mediastinal new growth. The w-rays may be of considerable 
value in confirming the diagnosis, and in distinguishing enlarged malignant glands from 
aneurysm of the aorta (Fig. 100, p. 209). Inflammatory or caseous bronchial or mediastinal 
glands seldom if ever obstruct a bronchus in the way that malignant glands do, possibly 
because, before they have reached a sufficient size, they have softened, and perhaps discharged 
their contents into the bronchial tube. When, as happens in rare cases, a caseous gland 
-does obstruct a bronchus, it is important to remember that post-mortem evidence shows 
that it is very much less uncommon for a right bronchial gland to do this than a left. 

Mesenteric Glands.—It is seldom possible to palpate enlarged mesenteric glands, 
although the diagnosis that they are swollen may often be made upon circumstantial 
evidence. Any inflammatory condition of the bowel may lead to their being enlarged, 
particularly if there is any breach of the mucous membrane, as in cases of ulcerative colitis, 
dysentery, tuberculosis of the bowel, or typhoid fever. They are greatly involved in most cases 
of tuberculous peritonitis ; the masses that are felt in the abdomen, however, are hardly ever 
the glands themselves, but rather extensive inflammatory and caseous foci of which glands 
may form the nucleus. Malignant new growth, such as primary carcinoma of the stomach 
or colon, pelvic organs, or testes, may cause extensive secondary deposits in the mesenteric 
and retroperitoneal lymphatic glands, usually most marked in the immediate neighbour- 
hood of the primary new growth, but extending thence in the direction of the liver until 
the portal glands are involved ; however, without opening the abdomen, it is almost impos- 
sible to determine whether the masses felt in cases of this kind are really enlarged lymphatic 
glands. 

Iliac and Pelvic Glands.—What has been said above in connection with mesenteric 
glands applies here also ; but it is more often possible to determine by palpation whether 
or not the pelvic lymphatic glands are affected. In cases of suspected malignant disease, 
characteristic nodules of secondary deposits in lymphatic glands may be felt sometimes on 
careful palpation of the iliac fossa or upon making a rectal examination. 

Inguinal and Femoral Lymphatic Glands.—The commonest cause by far of enlarge- 
ment of the inguinal lymphatic glands and not of those elsewhere, is septic absorption from 
microbial foci in the regions whose lymphatic vessels drain into these glands ; sore places 
should be looked for upon the toes, and between them, upon the feet, legs, thighs, buttocks, 
lower part of the back, scrotum, penis, perineal and vulval regions (see SoRES, PENILE, 
ETC., p. 617); and a urethral discharge, gonorrhceal or otherwise, should also be sought for. 
Most of those cases will be associated with constitutional symptoms, especially pyrexia and 
loss of appetite, and with local pain and perhaps reddening of the skin over the inflamed 
glands. The latter may break down into abscesses—buboes. 

Another, but far less common, cause for localized enlargement of the inguinal glands, 
is secondary carcinoma—secondary to squamous-celled carcinoma of the scrotum, prepuce, 
penis, perineal region, anus, clitoris, labium majus, vagina, leg, or foot. In such cases the 
diagnosis will become obvious when the primary growth is found, and if doubt exists as to 
the nature of any such ulcerating sore, the result of microscopical examination of a small 
portion excised will clinch the diagnosis. 

Melanotic sarcoma is another rare but very important cause of enlargement of the 
inguinal lymphatic glands ; sometimes, when the primary growth is hardly larger than a 
pea, arising in connection with the skin of one of the toes, or perhaps a mole, the inguinal 
glands may be as big as pigeon’s eggs, rapidly growing and comparatively painless. [ehe 
nature of this enlargement may be quite obscure unless the dark tinge of the growth can be 
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seen through the skin, or there is melanuria (Plate XXXIV, Fig. 10, p. 748), or a careful 
examination reveals a small primary new growth of the skin, or unless surgical measures 
are adopted for their removal. 

Popliteal Glands are seldom. felt, and when palpable they are discovered as a rule 
rather because there are enlarged lymphatic glands elsewhere than from any symptoms 
which attract notice to the popliteal space itself. Almost the only cause for their enlarge- 
ment is septic absorption either from joints or from the skin of the toes, feet, or legs, com- 
parable to the conditions which produce enlargement of the epitrochlear glands of the arm. 

Lymphaiism or Status Lymphaticus.—Much attention has recently been attracted 
to the fact that in young persons under puberty who have died as the result of poisoning by 
anesthetics, or of what under ordinary circumstances would be regarded as inadequate 
causes, such as operation for the removal of tonsils, circumcision, and so forth, the internal 
lymphatic glands and tissues, particularly the tonsils, thymus gland, bronchial and mesen- 
teric glands, Peyer’s patches, and the solitary follicles of the intestines, are considerably 
larger than is usually the case in post-mortem examinations upon patients of similar ages 
who have died of other diseases. It is generally stated that the condition referred to is 
pathological, and it has been described as the status lymphaticus or lymphatism. It is 
doubtful, however, whether this is not really the normal condition of the lymphatic tissues 
at this age, for very similar appearances are to be found in the bodies of children killed, not 
slowly by disease, but suddenly by accidents. In any case, it is almost impossible to 
diagnose the so-called status lymphaticus during life, for if it is an affection at all, it is one 
of the internal lymphatic tissues and not of the peripheral and. easily palpable lymphatic 
glands. It is doubtful, however, if it is really a pathological state, though deaths produced 
by anesthetics are being accredited to it. Herbert French. 


MACROGLOSSIA.—(See Sweiinc oF THE TONGUE, p. 698.) 


MACULES are circumscribed discolorations or decolorizations of the skin, without 
noticeable elevation or depression. They may be due : (1) To the passage of blood, or of 
the colouring matter of the blood,*into limited areas of the skin, as in purpura; (2) To 
hyperemia, either arterial or venous, as in erythema ; (8) To dilatation of the vessels of 
the-skin, or the formation of new vessels, as in capillary nevus and telangiectases ; (4) To 
changes in the pigmentation of the skin, whether of the rete or of the corium—on the side 
of excess as in chloasma, or on that of deficiency as in leucodermia ; and such changes may 
result from the administration of drugs such as arsenic and chloral, or may be an expression 
of trophoneurosis, as in glossy skin. 

Macules.of the second and third groups are effaced temporarily by pressure ; those of 
the first and fourth remain unaltered. 

Macules may be inflammatory as in the rose spots of enteric fever, or non-inflammatory 
as in purpura ; congenital as in moles, or acquired as in the exanthemata ; temporary as 
in drug rashes, or permanent as in leucodermia ; scanty as sometimes in leucodermia, or 
abundant as in roseola. They may be attended by subjective symptoms (e.g., itching) 
as in drug rashes; but generally there are no such accompanying symptoms. Usually 
round or roundish, they may be oval, or irregular ; they also vary greatly in definition. In 
colour they may be red, brown, or yellow, in various shades. In size they vary from a mere 
speck to, say, the area of a man’s hand ; if very widely diffused, as in malaria, the pigmenta- 
tion is usually styled a discoloration. Most frequently a primary lesion, as in lentigo, the 
macule may also be secondary to burns, blisters, excoriations, and eruptions of various 
kinds, erythematous, vesicular, bullous, papular, pustular, and eczematous. The brown 
spots which follow traumatic or purpuric ecchymoses, hemorrhagic urticaria, varicose 
eczema, ete., form a special group of macules in which the pigment is hemosiderin. If a 
macule takes on a slight degree of elevation it is sometimes styled a maculo-papule. 

The differential diagnosis of the erythemas, of which the lesions are for the most part 
too diffuse to be regarded as macules, is set out in the articles on EryTHEMA (p. 222) and 
NoDULEs (p. 402) ; that of the purpuras in the article on PurpurRA (p. 552) ; that of leuco- 
dermia, sclerodermia, morphcea, the various forms of chloasma, and the discolorations due 
to the use of drugs, in the article on PIGMENTATION OF THE SKIN (p. 527). Nor need the 
most familiar macule, that which occurs in lentigo (freckles), be described here, for the only 
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affection with which it can be confused is xeroderma pigmentosum, the diagnosis from 
which is given under TUMOURS OF THE SKIN (p. 730), where also will be found the differential 
diagnosis of another macular affection, xanthoma in its various forms. Tinea versicolor 
has been dealt with under FUNGOUS AFFECTIONS OF THE SKIN (p. 250); pityriasis rosea 
under ScaLes (p. 601); lichen planus and herpes, in both of which macules appear as 
secondary lesions, respectively under PAPULES (p. 487) and VesIcLEs (p. 753). Of nevi 
and of telangiectases the identification is self-evident, and it only remains to speak of the 
macules of leprosy and syphilis. 

In leprosy, following the prodromal symptoms and the period of invasion, erythematous 
spots appear on the face, limbs, or trunk, varying in colour according to the natural pig- 
mentation of the skin, but usually in white races of a light red. The colour is brightest at 
the edge; the centre may become white and atrophic. In size the macules vary from a 
pin’s head to the palm of the hand, 
or larger; they are smooth and 
shining, with a well-defined outline. 
Some infiltration is usually present. 
Fresh crops continue to come out 
-at irregular intervals, and each out- 
burst is accompanied by an exacer- 
bation of the constitutional sym- 
ptoms. After a time the macules 
and the neighbouring areas of ap- 
parently normal skin become more 
or less anesthetic. The macular 
stage of leprosy may possibly be 
confused with erythema simplex, but 
the macular areas are usually larger 
than in erythema, in which also 
there is little or no constitutional 
disturbance. As soon as anzesthesia 
arises the diagnosis is settled. This 
is indeed the crucial test in all cases 
of doubt as between leprosy and 
any other affection, for in leprosy it 
is almost invariably present, if not 
in the lesions themselves, then in 
some neighbouring area of the skin. 
Its commonest sites are towards 
the centre of the macule, in the 
pale patches left by macules that 
have disappeared, and in_ the 
hands and feet. Another distinc- 
tive feature of leprous spots is that 
they rarely perspire. In syringo- 
myelia the sensory and_ trophic Fig. 170.—Macular syphilides. 
lesions may suggest leprosy, but the 
macules will be absent, nor is there enlargement of lymphatic glands or thickening of nerve- 
trunks. (For the diagnosis of nodular leprosy from lupus vulgaris, see under NODULES, 
p. 402.) Whenever doubt exists, the lepra bacillus should be sought in the lesions or in the 
nasal discharge. 

The macular syphilide is one of the most characteristic lesions of secondary syphilis. 
The eruption (Fig. 176), erythematous in character and styled syphilitic roseola, begins as 
a macular mottling, resembling measles but rather more dusky, distributed over the chest 
and abdomen. It is extremely evanescent, often disappearing in a few hours and coming 
out again as suddenly. The mucous membrane of the throat is the seat of a similar erup- 
tion, and superficial ulcers may form on the tonsils. Generally about a fortnight from its 
appearance the rash begins to fade, giving place to a papular or follicular eruption on the 
trunk, limbs, face, and neck. Hyperemia of the papillae here and there gives rise on the 
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chest and abdomen, and often on the flexor aspects of the limbs, to red patches which may 
persist for a longer or shorter time as isolated blotches, varying in colour from a delicate 
rose to a pale violet or dusky-bluish or even brownish-red. Scattered about among these 
macular syphilides may often be seen papules (maculo-papular syphilides), which leave 
stains of varying depth. 

From the macular syphilide both tinea versicolor and tinea circinata may be dis- 
tinguished by the fungous parasites present in the lesions of those affections, and, in 
the case of tinea versicolor, by the ease with which the scaly patches can be detached 
by the finger-nail ; the erythematous drug rashes, such as those produced by copaiba, ete. 
(p. 222), by their more vivid redness and the presence of itching and burning ; seborrhea 
corporis by its more limited distribution ; measles by the crescentic character of the eruption, 
the coryza, cough, and the different distribution. A peculiarity of this syphilide, which 
should always be watched for in doubtful cases, is that it varies in colour with the temper- 
ature ; a cool atmosphere will bring it out in vivid colours, even when almost completely 
faded. Malcolm Morris. 


MAIN-EN-GRIFFE.—(See CLaw-Hanp, p. 109.) 


MARASMUS literally means ‘ wasting,’ and therefore signifies much the same as 
loss of weight. By common consent, however, when speaking simply of marasmus, one 
generally has in mind an infant or young child, so that lesions which cause loss of weight 
in tender years will be considered under the present heading, whilst wasting in older patients 
is discussed under the heading Wercurt, Loss or, p. 768. 

The bodies of infants and young children consist so largely of water that great vari- 
ations may occur within a comparatively short time, particularly in association with a 
disease which causes loss of fluid. The most rapid loss of weight occurs as the result of 
acute diarrhea, with or without vomiting ; in the summer zymotic diarrhcea of infants 
the subcutaneous tissues may be seen to shrivel in twenty-four hours or less, the eyes become 
sunken, the fontanelle depressed, and the patient loses weight rapidly. There are probably 
various micro-organisms producing these acute symptoms, of which the best known are 
the Bacillus enteritidis of Gaertner and Morgan’s bacillus I., but the exact bacteriological 
diagnosis of the symptoms can only be arrived at by investigation of the stools and perhaps 
of the patient’s serum in special laboratories. Acute vomiting without diarrhcea generally 
causes loss of weight, but less markedly than does severe diarrhcea ; it sometimes does so 
to a considerable extent, nevertheless, particularly in that periodic type of the malady 
known as cyclical vomiting of infants. Without apparent cause, a child of tender years 
who is subject to this complaint is seized, without any preceding irregularity in diet and 
apparently without anything definite to account for the mischief, with most severe and 
recurrent vomiting, lasting for twenty-four, thirty-six, or forty-eight hours, or even longer, 
nothing whatever being kept down, and the urine at the same time abounding as a rule 
with diacetic acid and acetone, the evidence of acidosis (p. 3). Severe though the loss 
of weight may temporarily be, the symptoms generally subside as rapidly as they come 
on, and the patient remains in apparently normal health until the next period of similar 
vomiting with acidosis comes on. Besides cyclical vomiting, severe attacks of vomiting 
may be caused by errors of diet of various kinds, though it is remarkable how children 
escape the disorders of injudicious feeding if only virulent organisms are not administered 
in the food at the same time. Congenital hypertrophic stenosis of the pylorus is nowadays 
spoken of as though it were itself a disease ; it is associated with persistent vomiting of all 
foodstuffs, the symptoms coming on either immediately after birth or within a few days 
or weeks, and in not a few instances resulting in death from sheer inanition. At the post- 
mortem examination in such cases there is undoubtedly both more muscle than there should 
be in the pylorus, and undue tightness of its constriction, but it is very doubtful whether 
this is really a condition of congenital malformation, and not the result of spasm of the 
pylorus produced by injudicious feeding, especially the giving of food before the mother 
has milk in her breasts ; the pyloric hypertrophy being, not congenital, but the result of 
the muscular contractions so induced. 

Simple starvation owing to inability of the parents to provide food will naturally cause 
acute wasting, though the nature of the case may not be obvious to the doctor unless the 
conditions of home life are known. 
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Defective feeding is one of the commonest causes of lack of progress and of actual 
marasmus amongst the children of the lower classes. The amount of dirt that reaches 
the child’s mouth from its own fingers, from its mother’s breasts, and from the utensils 
in which the food is given, is by itself enough very often to upset the digestion, even if the 
right food were given in the proper amounts and at the right intervals ; when, in addition 
to the dirt, the food supply is of the wrong kind and the intervals are irregular, it is not at 
all surprising that the child does not thrive. 

Rickets is not so much a cause of marasmus as a concomitant effect of the injudicious 
feeding—many rickety children being, indeed, unduly fat and heavy. 

Congenital syphilis, on the other hand, is a very potent cause for marasmus. The 
diagnosis may sometimes be guessed at; it may sometimes be obvious from the snuffles, 
skin lesions, Parrot’s nodes, condylomata, and so forth ; it may be known of in the parents ; 
and it may be confirmed by Wassermann’s serum test. Many congenital syphilitic children, 
without developing any of the better known evidences of syphilis, fail from simple inability 
to thrive, and, although born fine, healthy-looking infants, presently waste and pine, and 
they may be said rather to cease to live than in the ordinary sense to die of a disease. 

Tuberculosis is a very important and common cause for loss of weight in infants, 
though it is generally very difficult indeed to be certain that a tuberculous lesion is present. 
No obvious foci such as tuberculous glands in the neck, kyphosis from spinal caries, ascites 
or abdominal lumps from tuberculous peritonitis or tabes mesenterica, tuberculous joints 
such as the hip or knee, tuberculous dactylitis, and so forth, may be present, and yet there 
may be some deep-seated lesion, of which the commonest by far is caseation of the bronchial 
glands. Phthisis pulmonalis is almost unknown in infancy and childhood; in phthisical 
patients there is practically never caseation of the bronchial glands ; in infants and young 
children caseous bronchial glands are very common, and they occur almost entirely in those 
who have drunk any large quantity of milk. The danger in such cases is that the bacilli 
will not remain localized to the bronchial glands: many a child is quite unsuspected of 
having such a lesion until some intercurrent malady such as measles causes the mischief 
to light up and become generalized in the form of general tuberculosis and meningitis, 
and at the post-mortem examination caseous bronchial glands, obviously of long’ standing, 
are found. Many children recover completely, and the nature of the case at the time when 
there were loss of weight and general ill-health may never be determined. The child out- 
grows its delicacy. It is always possible, or even probable, when obscure wasting occurs 
in a child who objectively presents no particular abnormality except ill-health, that the 
lesion is tuberculous absorption from infected milk, with accumulation of the bacilli in 
the mesenteric and bronchial glands. The faces may be examined for the bacilli after 
antiformin treatment in the laboratory. It may often help the diagnosis to eliminate milk 
from the dietary, and, if need be, butter also, and watch the effects of giving the patient 
such foods as are known to contain no tubercle bacilli. Von Pirquet’s skin reaction might 
also be tried, though its results are by no means pathognomonic (p. 768), especially if the 
tuberculin used is not prepared exactly as it was in von Pirquet’s original method. 

Herbert French. 

MELAENA.—This term is correctly applied to black motions containing altered blood. 
The colour is due to the action of the digestive juices upon haemoglobin, and the condition 
is usually associated with some ulcerative lesion of the stomach or duodenum. It may be 
simulated by the presence of sulphide of iron or of bismuth in the stools of patients taking 
either of these metals. The slatey-black colour of these sulphides does not very closely 
resemble the tarry motions of hemorrhage. The motions may also be black after con- 
sumption of charcoal, in the form of biscuits or otherwise, or of bilberries. In case of doubt, 
the microscope may be used to reveal blood-corpuscles, or the chemical tests for blood 
may be employed. (See BLoop PER ANUM, p. 75.) W. Cecil Bosanquet. 


MELANURIA.—(See Urine, ABNORMAL COLORATION OF, p. 745.) 
MEMORY, LOSS OF.—(See Amnesia, p. 19.) 


MENORRHAGIA.—By this symptom is meant an excessive amount of the menstrual 
flow, or an undue prolongation of the time during which it takes place. It is important 
to remember that in this condition the patient is free from bleeding during the inter- 
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menstrual periods, the term METRORRHAGIA (p.390) being reserved for bleeding which 
occurs between the periods. The careful distinction between these symptoms often serves 
to distinguish very important conditions, and they should on no account be confounded 
with one another or considered as the same entity. Pure menorrhagia is an important 
symptom of many well-defined conditions which do not, as a rule, give rise to irregular 
bleeding. Both these terms must be limited carefully to patients who menstruate, and 
must not be used for bleeding after the menopause. The term Merrosraxis (p. 392) is 
the best for bleeding occurring after menstrual life has passed. 


CAUSES OF MENORRHAGIA. 


1. GENERATIVE SYSTEM 2. CIRCULATORY SYSTEM 3. NERVOUS SYSTEM 


Uterine congestion Uncompensated valvular Excessive coitus 


Endometritis disease of the heart Prevention of conception 
Retroversion and flexion Cirrhosis of the liver 
Fibromyoma Emphysema of the lungs A Single Excessive Period 
Salpingo-odéphoritis Fright 
Sub-involution The Circulation Violent emotion 

Passive hyperemia from : Sudden changes. of 

Acute Infectious Diseases Constipation temperature 
Influenza Tight-lacing Cold bath 
Enteric Sewing machine Dancing 
Cholera Gymnastics 
Scarlatina The Blood Itself Bicycling, etc. 
Variola Deficient coagulability 
Rheumatism Scorbutus 
Malaria Purpura 
Diphtheria Hemophilia 
Measles 
High Blood-pressure 
Arteriosclerosis 
Disturbance of internal 
secretions 


Perusal of the above table will make it clear that the causes of pure menorrhagia 
can be grouped under the three headings of diseases of the generative organs, circulatory 
organs, and the nervous system. In attempting to differentiate these causes from one 
another, the first point to ascertain is whether there is any disease of the generative system, 
and failing this, to make such systematic examinations as will place the cause under one 
of the other two headings. 

In considering the Generative System, it is clear that some diseases will be easy to 
discover, others will require some special method of examination. 

For instance, of all the causes of pure menorrhagia, fibromyoma of the uterus stands 
out by itself as the only important growth associated with this symptom, and a simple 
bimanual examination, as a rule, suffices to show that such a tumour exists, the chief char- 
acteristics of a fibromyoma of the uterus being these: the uterus itself is enlarged, and in 
almost every instance the enlargement is asymmetrical, the typical shape of the organ 
being altered ; as there may be more than one tumour in the uterus, its shape may be 
exceedingly irregular ; the consistence of the tumour is hard and unyielding as a rule, 
but pathological changes in these tumours are common, some of them leading to softening, 
others to cystic changes which may give a fluid thrill. The tumour and cervix always 
move together if the organ can be moved at all. The only difficulty in diagnosis, as a rule, 
lies in distinguishing a fibromyoma of the uterus from an ovarian cyst, and sometimes this 
is exceedingly difficult, for it is not always possible to say that a given tumour is actually 
the enlarged uterus.. It must be remembered, however, that the symptom which has led 
to this difficulty is menorrhagia, and ovarian tumours almost never give rise to it. Ovarian 
tumours usually cause no disturbance of menstruation at all, unless they are double and 
destroy completely both ovaries, in which case they cause amenorrhcea. If the tumour 
cannot be diagnosed by simple examination, there still remains examination by the uterine 
sound. If no possibility of pregnancy exists—and with pure menorrhagia pregnancy is 
impossible—the sound may be passed into the uterus with every precaution against sepsis. 
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In all cases of fibromyoma, the sound passes beyond the normal 2} inches, and it may pass 
as much as 6 inches, or even more. In cases of subperitoneal fibroids, the uterus may 
not be much enlarged, but in such cases menorrhagia is not usually present. In ovarian 
tumours the length of the uterine cavity is not increased unless a condition of endometritis 
co-exists, which is very uncommon ; and if it did not exist, the amount of elongation of 
the uterine cavity would be small. In general, however, it is quite unnecessary to use 
the sound for the diagnosis of a fibromyoma. 

Uterine Congestion and Endometritis.—These lesions can only be inferred in cases of 
pure menorrhagia when the uterus is not enlarged to any appreciable extent, and when, 
in addition, there are leucorrhcea and backache. These three cardinal symptoms, Pozzi’s 
syndrome, point always to endometritis, whatever other lesion of the generative system 
may be present. As a rule the subjects of these are married and have had pregnancies or 
abortions, but endometritis may occur in a virgin, the result of infection, without any 
pregnancy having taken place. The presence of endometritis cannot be proved without 
the removal of the endometrium and microscopical examination of sections of the material 
removed by curettage. 

Retroversion and flexion of the uterus and salpingo-oophoritis are very definite and 
‘obvious lesions which are associated with menorrhagia, but the actual prime cause is again 
endometritis and uterine congestion. 

So also with sub-involution, which necessarily can only follow labour or abortion ; 
though a relaxed uterine muscle and a dilated uterine cavity are present, endometritis 
and congestion are present, too, and are the real causes of menorrhagia. 

Exanthemata.—The various exanthems are liable to cause menorrhagia except in 
those instances where they give rise to anemia. It has been shown bacteriologically that 
an acute endometritis may be set up by various zymotic diseases, and therefore it is not 
surprising that in some instances this condition becomes chronic and causes a lasting 
menorrhagia. 

Circulatory System.—Under this heading there can be no doubt that definite causes 
of menorrhagia exist, but in the absence of well-defined lesions of heart, liver, or lungs it 
may bea matter of considerable difficulty to make a differential diagnosis. Any lesion of the 
heart, liver, or lungs which leads to back-pressure in the venous system may cause hyper- 
zmia of the pelvic organs and consequent excessive menstrual losses. It does not follow, 
however, that this will be the case, because the sufferers from these diseases are sometimes 
anemic as far as the quality of the blood goes, and consequently may lack the stimulus 
to menstruate at all. However, it happens not uncommonly that menorrhagia is caused 
by uncompensated valvular lesions of the heart, cirrhosis of the liver, or emphysema of 
the lungs. Passive hyperemia of the pelvic organs may result from constipation, tight 
lacing, or certain occupations such as the working of a treadle sewing-machine : but endo- 
- metritis may also be present and be the real underlying cause of excessive flow. 

Anemia.—That the quality of the blood itself may be a cause of menorrhagia is 
undoubted, and particularly if it be deficient in calcium salts, leading to retardation of 
the coagulation-time. Modern methods of estimating coagulation-time enable us to dis- 
tinguish these cases with some certainty, and thus point out a line of treatment. Unfor- 
tunately there is no simple clinical method. Doubt also has recently been thrown on the 
view that the calcium salts have any effect on coagulation-time. The well-known signs of 
scorbutus in its minor degrees, purpura, and hemophilia may draw attention to cases of 
this class. 

Menorrhagia in young girls at the time of puberty and commencement of menstruation 
depends upon eacessive ovarian activity, and we must conclude, therefore, a disturbance of 
the balance between the internal secretions. It is often associated, too, with retardation 
of the coagulation-time of the blood, especially in the subjects of chilblains, cold hands 
and feet, ‘ dead fingers,’ etc. It must not be forgotten that young girls may have a 
malignant growth of the uterus, such as sarcoma, but this is more likely to cause irregular 
bleeding as well as menorrhagia. 

Finally, high blood-pressure must be reckoned with as a cause of menorrhagia at any 
period of life, but particularly when nearing the onset of the menopause. Menopause 
menorrhagia much more often depends upon one of the well-defined lesions of the uterus 
described above than on high blood-pressure, but cases occur in which the blood-pressure 
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is alone responsible. The arteriosclerosis which is likely to affect the uterine vessels about 
this period of life may contribute to the causation of menorrhagia. The high blood- 
pressure, and possibly the arteriosclerosis also, may eventually prove to be connected with 
the internal secretions of the ductless glands. Though still mainly a matter of theory, 
normal menstruation depends in part at least on the normal balance being preserved 
between the various internal secretions, the ovarian and thyroid on the one hand being 
balanced by the suprarenal and pituitary on the other, and any disturbance of this 
balance may result in amenorrhcea (as in myxcedema), or in menorrhagia, as sometimes 
occurs in exophthalmic goitre and at the menopause. It is very fascinating to believe that 
high blood-pressure may be due to the unbalanced action of the suprarenal and pituitary 
secretions, and to suggest a remedy in consequence. In the absence, however, of collateral 
signs of definite lesions of ductless glands, we have at present no ready means of telling 
which gland is at fault. 

The Nervous System alone is never likely to be a cause of lasting menorrhagia, but 
that a single profuse period may result from such disturbance of the nerve mechanism of 
menstruation has long been believed. There certainly are cases in which no other causation — 
can be recognized, and in which the excessive flow is not repeated. The effect of sexual 
intercourse upon the menstrual flow is difficult to determine, but cases do occur in which 
excessive menstruation has been cured by abstention, and we cannot but believe that 
excesses in this direction must therefore have been the cause. Such cases occur chiefly 
in the newly married. The part played by incomplete coitus, coitus interruptus, or pre- 
vention of conception by other means, is still difficult to determine, but we have no real 
evidence to hand which proves that any menstrual disturbances arise on these accounts. 
In any case, however, we are not justified in assuming that the nervous system is to blame 
for a menorrhagia until, by careful examination, we have eliminated the other more 
important causes. T. G. Stevens. 


MENSTRUATION, ABNORMALITIES OF.—(See AmMENoRRHG@A, p. 17; MENOR- 


RHAGIA, p. 385; and METRORRHAGIA, p. 390.) 


MERYCISM is equivalent to cud-chewing or rumination; it is very rare in man; even 
when it does occur it is no evidence of disease. It has to be distinguished from pyrosis 
and from flatulence ; in typical cases there is no difficulty, for with merycism the act may 
be voluntary to some extent: actual food returns to the mouth instead of merely acrid 
fluid as in pyrosis, and there is none of the belching of flatulence. It sometimes develops 
in several members of the same family ; this may be a question of imitation, but it is due 
quite as likely to congenital peculiarity. The diagnosis depends mainly upon the patient’s 
own account of what he feels taking place inside him, upon the history of a similar condition 
affecting other members of the family, and upon the absence of objective evidence of gastric, 
intestinal, intracranial, or renal disease. Herbert French. 


METEORISM, or tympanites, is the term used to denote enormous distention of the 
abdomen with gas, the latter generally being within the alimentary canal, though it may 
be free in the peritoneal cavity. It is seldom a symptom in itself of diagnostic importance, 
the nature of the case being determined usually on other grounds. It is apt to be very 
troublesome in cases of general peritonitis ; the diagnosis will depend upon the history, 
which may suggest a cause for peritonitis, such as gastric or duodenal ulcer, appendicitis, 
typhoid fever; and upon the persistent vomiting, the dry furred tongue, the motionless 
rigid abdomen, the rising rapidity of pulse, the facies Hippocratica, the impairment of note 
in the flanks, the rub over the liver or spleen, and the absence of borborygmi. 

intestinal obstruction, whether acute, subacute, or chronic, and whether due to stran- 
gulated hernia, peritoneal band, volvulus, new growth, intussusception, or other cause, 
often leads to extreme meteorism, with visible peristalsis, the passage of neither feeces nor 
flatus, and persistent vomiting which will become feculent if the case is not operated upon. 
Peritonitis ultimately supervenes ; but previous to this, intestinal obstruction is differ- 
entiated from general peritonitis by the absence of rigidity of the abdominal wall, by the 
presence of borborygmi and visible peristalsis, the absolute constipation in spite of enemata, 
the slower pulse, and the relatively better condition of the patient. 
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Acute pancreatitis, whether hemorrhagic or not, may cause acute meteorism. The 
symptoms are variable, but they nearly always suggest an acute abdominal condition 
requiring immediate laparotomy, the diagnosis being then suggested directly the areas of 
fat necrosis are seen in the omental fat. Previous to laparotomy, the symptoms are rather 
those of acute intestinal obstruction than of general peritonitis ; the usual history of acute 
pain in the epigastrium may at first suggest perforated gastric ulcer, but the abdomen 
remains supple as in obstruction more often than it becomes rigid as in peritonitis. 

Meteorism in cases of typhoid fever, dysentery, dengue, and other severe illnesses in 
which the bowel is affected, is chiefly of importance in that it may lead to a suspicion of 
perforation and general peritonitis. The diagnosis is often very difficult, and there may 
be grave anxiety and doubt as to whether the abdomen should be opened or not. One 
important point in typhoid fever is that perforation is generally accompanied by a sudden 
drop in the temperature and an equally sudden rise in the pulse-rate, whereas meteorism 
by itself would not cause this. 

When the vessels in the mesentery are affected by thrombosis or embolism, acute 
meteorism results, with all the signs of intestinal obstruction, rapidly followed by peritonitis. 
The nature of the case may be quite obscure until laparotomy is performed, unless the 
existence of a cause is known, such as fungating endocarditis. 

Interference with the solar and mesenteric plexuses of nerves has sometimes led to severe 


Fig. 171.—Hirschsprung’s disease; or idiopathic dilatation of the colon. Note the 
distended coils of intestine. (From Professor Rutherford Morison’s /ntroduction to Surgery.) 


meteorism in cases of tabes mesenterica, or infiltrating intra-abdominal new growth. The 
symptom occurs late, and the diagnosis will generally have been made on other grounds. 

Affections of the spinal cord may lead to paralysis of the bowel and tympanites. This 
may result from transverse ‘ myelitis,’ whether due to primary softening of the cord from 
syphilitic or other spinal arterial thrombosis, from compression by spinal caries, new growth, 
aneurysm, or from destruction of the dorsal region of the cord by a stab, a crushing, or a 
bullet wound. There will generally be Parapiecia (p. 510) to indicate the nature of the 
case. 

Diabetes mellitus often indicates its impending termination in coma by the onset of 
abdominal pains, with more or less meteorism. The diagnosis will be known already on 
account of the glycosuria. Meteorism is also common in the late stages of cirrhosis of 
the liver. 

Particular mention may be made of Hirschsprung’s disease—idiopathic enormous 
distention of the sigmoid colon in children and young people (Fig. 171). Careful exam- 
ination indicates that the enormous gaseous distention of the abdomen is not due to general 
tympanites, but to ballooning of what may seem at first to be stomach, but which is proved 
not to be this by the absence of immediate effect on the gas-containing cavity when. fluid 
or gas is given by the mouth, by the swelling appearing to arise from the left iliac fossa, 
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and if need be by the x-ray shadows after a bismuth meal. Obstinate constipation, or 
symptoms of recurrent intestinal obstruction, are usual in these cases, and the diagnosis 
is confirmed by the laparotomy that is generally required, in the end, to relieve the patient. 
Hysteria, or rather functional derangement of the nervous system, can lead to almost 
any symptom (p. 465), including meteorism. Two difficulties arise in the diagnosis : 
namely, to be sure: (1) That the condition is meteorism at all, and not pregnancy, ascites, 
ovarian cyst or other tumour—phantom tumours are difficult to diagnose without exam- 
ination under an anesthetic, and even laparotomy may be undertaken before the absence 
of a tumour is established certainly ; and (2) That the meteorism has no organic basis— 
the circumstances may sometimes suggest this at once, but in some cases the exclusion 
of an organic cause for the tympanites may take much time, careful enquiry into symptoms 
and physical signs, and considerable anxiety meanwhile. Herbert French. 


METHA:MOGLOBINURIA.—(See HamMocGuLosinurtia, p. 284.) 

METRORRHAGIA means loss of blood from the uterus in the intermenstrual periods, 
and the term should be applied only to irregular hemorrhages during menstrual life. It 
is not correct to apply it to hemorrhages connected with pregnancy, for menstruation is 
then in abeyance. It may, however, be used with propriety in those cases remotely con- 
nected with pregnancy in which menstruation has been re-established. The term may 
be used for losses of actual blood, or for blood-stained discharges in which mucus is mixed 
with the blood. 


CAUSES OF METRORRHAGIA. 


1. GENERATIVE SYSTEM | 2. CIRCULATORY SYSTEM 3. NERVOUS SYSTEM 


Sexual excess 


Malignant Growths : ITigh blood-pressure due to: 


Carcinoma Internal secretions 
Squamous epithelioma Arteriosclerosis 
Sarcoma 


At the menopause 
Undue congestion due to: 
Internal secretions 
Deficiency of calcium at 
the onset 


Chorion-epithelioma 


Benign Growths : 
Submucous fibroid 
Fibroid polypus 
Mucous polypus 

Blood Changes : 


Inflammatory Lesions : Purpura 
Erosion of cervix Scorbutus 
Endometritis Hemophilia 
Tuberculosis of the uterus Leukemia 


The Lesions of the Generative Organs which give rise to metrorrhagia are well defined 
as a rule, and in the case of growths of the cervix uteri are often self-evident. Where 
growths of the body of the uterus are present, differential diagnosis. is often a matter of 
great difficulty, and in many instances cannot be made without a preliminary curettage 
and microscopical examination of the material removed. In fact, with the exception of 
obvious mucous polypi, fibroid polypi, and advanced growths of the cervix, all the growths 
of the uterus require a preliminary histological examination for their exact diagnosis unless 
the symptoms demand a radical operation. In such eases it is sufficient to diagnose the 
actual nature of the growth after removal. It is not out of place here to suggest the 
best way to make histological preparations from curetted material, a matter of great 
importance to the patient, because it is often difficult to distinguish between cancer and 
endometritis unless the very best microscope sections can be secured. The curetted 
material must be obtained after dilatation, with a sharp curette, and the larger the frag- 
ments removed the more easy will the histologist’s work be. Anzesthesia is always essential 
except in the case of cervical growths. In doubtful cervical growths a wedge should be 
cut out, including some normal tissue if possible. Curetted fragments should be washed 
free from blood for a minute or two, but should not be left to soak in water. They should 
then be placed immediately in an efficient fixing fluid, and the best all-round fluid for this 
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purpose is formalin 10 ¢.c., 0°75 per cent salt solution 90 ¢c.c. Twenty-four hours in this 
fluid lead to good fixation, after which the tissues can be dehydrated in successive strengths 
of alcohol, cleared in xylol, and finally embedded and infiltrated with paraffin wax. Sections 
cut from these paraffin blocks are the best obtainable, far superior to any freezing method 
or celloidin infiltration. If the stained sections are submitted to a histologist who has 
experience of uterine growths, there should not be two per cent of doubtful specimens. If, 
however, the tissues are fixed improperly, thick sections are cut, and stained badly, then 
the most skilled histologist will be unable to give a definite and reliable diagnosis. 

Cancer of the body of the uterus, cancer of the cervical canal, early cancer of the cervix, 
sarcoma of the uterus, chorion-epithelioma, some sloughing fibroids, tubercle, and endo- 
metritis can be distinguished from one another only by investigations carried out on these 
lines. The fact that all these lesions produce metrorrhagia, and may give rise to hemor- 
rhage on coitus, walking, straining at stool, and bimanual manipulation of the uterus, 
makes it imperative that we should have histological confirmation of the nature of the 
lesion before making an exact diagnosis. 

The relation of fibromyoma to metrorrhagia as opposed to pure menorrhagia, which is 
the rule with these tumours, is interesting. Fibroids only produce irregular bleeding when 
they are submucous and in process of extrusion, when they are infected and sloughing, 
or when they are actually polypoid. The reason for this is that in these conditions the 
tumours are always partly strangulated by uterine contractions, and therefore in a state 
of gross venous congestion ; hence they bleed more or less constantly, without provocation. 
The occurrence of irregular bleeding in a person who is known to have fibroids almost always 
means one of these conditions, and, commonly, extrusion of the tumour from the uterus. 
On the other hand, it must not- be overlooked that carcinoma may develop in the endo- 
metrium with a fibroid also present, or that a fibroid may become sarcomatous, or that a 
sarcoma may arise de novo in the uterus and attack a pre-existing fibroid. Rapid enlarge- 
ment of a uterus, with irregular hemorrhage, is very suspicious of a sarcoma, but as it is 
not un¢ommon for several fibroids to be present in the same uterus, it is also common for 
rapid enlargement to occur as a result of cystic changes in one of them, whilst haemorrhage 
may take place due to extrusion of another. 

Pure carcinoma of the body of the uterus rarely produces much enlargement of the organ, 
and any increase in size is not very rapid. 

Chorion-epithelioma follows hydatidiform mole in about 50 per cent of the recorded 
cases, and it always follows pregnancy, never having been seen in the uterus in a case where 
pregnancy could be excluded. It is associated especially with profuse bleeding and the 
rapid development of a fcetid discharge due to decomposition of blood and necrosing 
tissues in utero. Carcinoma of the body of the uterus rarely produces foul discharges 
until the condition is very advanced and has become exposed to the air. 

The differential diagnosis of bleeding due to cancer, erosion, and tubercle of the cervix 
is often difficult in the early stages. In advanced cancer the friable hardness of the growth 
distinguishes it at once from the tough leathery hardness present in erosions. In the former, 
the growth can be broken down with the finger ; in the latter, the soft velvety erosion can 
be scraped off the tough leathery and fibrous cervix beneath. Nothing, however, but 
sections made from wedges removed from the cervix enable us to distinguish cancer or 
erosion from tubercle in the early stages. Tubercle of the cervix is usually mistaken for 
cancer, but the difference is clear enough in microscope sections. 

Mucous polypi and fibroid polypi are common causes of intermenstrual bleeding, and 
are usually quite definite growths. The mucous polypus is soft, strawberry-red in colour, 
often pedunculated, and contains cystic spaces filled with glairy mucus. It almost never 
gives rise to a malignant growth. The fibroid polypus is hard, and shows the glistening 
whorled appearance so well known in fibromyomata on section. These growths are liable 
to infection and sloughing, and are then apt to be mistaken for cancer or sarcoma. The 
microscope alone will enable the difference to be made out. 

Endometritis rarely causes severe metrorrhagia, but is often associated with a blood- 
stained watery discharge. In a doubtful case there is absolutely no way of distinguishing 
it except with the microscope. 

The Circulatory System is sometimes responsible for metrorrhagia, just as it is for 
MENORRHAGIA (p. 385), and the actual causes are much the same. It is, however, especially 
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at the onset and the decline of menstruation that irregular bleeding is likely to occur from 
this cause. The same disturbance of the internal secretions which may cause menorrhagia 
at these periods sometimes acts similarly in causing irregular bleeding. It is fairly 
common to find young girls at the onset of menstruation having menorrhagia and metror- 
rhagia, and it is often very difficult to be certain of a cause. It depends, however, very 
largely on two definite factors, namely : (1) Unusual uterine congestion, the result of an 
excess of the biochemical stimulus. (internal secretions) of menstruation, and (2) deficient 
coagulation. power, possibly due to a want of calcium in the blood. The former cannot 
be diagnosed by any defined investigation, but the latter is determined by estimating the 
coagulation-time. Purpura, scorbutus, and hemophilia are diagnosed readily when they 
act as.causal agents. Leukaemia is sometimes responsible for irregular uterine bleeding, 
and is diagnosed readily by making a total and differential leucocyte count (p. 24). 
The Nervous System seldom causes metrorrhagia, but there is no doubt that sexual 
excess, often seen in the first months of married life, is a reflex cause of uterine congestion, 
and may cause metrorrhagia as well as menorrhagia. ; T. G. Stevens. 


METROSTAXIS is the term applied to uterine hemorrhage at any period of life, 
unconnected. with menstruation, or at times when menstruation is in abeyance. It is 
convenient to keep this form of hemorrhage separate from the other varieties, because 
in this way all the pregnancy hemorrhages can be differentiated carefully. Its cause may 
be classified according to whether the uterus is pregnant or not. The bleeding which 
occurs from the vagina oecasionally in new-born infants is usually thought to depend upon 
uterine congestion subsequent to. the cessation of the placental circulation. It is usually 
trivial, but.a fatal case has been reported. 


CAUSES OF METROSTAXIS. 


| 


UTERUS NON-PREGNANT UTERUS PREGNANT 
Uterine bleeding in the new-born Threatened abortion 
Malignant growths Ante-partum hemorrhage 
Polypie. = Extra-uterine gestation 
Senile endometritis Malignant growths of cervix or vagina 
Senile granular vaginitis Erosions 
Pyometra Polypi. 
Secondary post-partum hemorrhage 
Sub-involution 


The differentiation of malignant growths, polypt, and senile endometritis can only be 
established in the same manner as in cases occurring during menstrual life (p. 891). Senile 
adhesive vaginitis must not be overlooked as a possible cause; the vaginal walls at the 
fornices become inflamed and form granulation tissue which may bleed if the surfaces rub 
together. On examining such cases the surfaces may be partly adherent, and the separation 
brought about by the finger may cause bleeding. In any doubtful case, the routine 
dilatation and curettage of the uterus must never be omitted. An unsuspected pyomeira, 
or distention of the uterus with pus, may cause hemorrhage, along with a foul discharge, 
and although it is almost always accompanied by a malignant growth, may be only the 
result of infection and granulation-tissue formation. . 

In relation to a recent pregnancy, hemorrhage may result from simple sub- 
involution, from retained products of conception, and from chorion-epithelioma. The 
differentiation of these conditions can be established only by exploration of the uterine 
cavity, with, if necessary, the assistance of the microscope. Such conditions may be 
termed secondary post-partum hemorrhage in cases occurring within a few days of delivery. 

Hemorrhage from the pregnant uterus almost always means separation of the 
placenta or of the embryo from its attachments, but malignant growths of the cervix, 
erosions, and polypi may have to be considered. Hemorrhage from a pregnant uterus is 
never due to malignant growths of the body of the organ, beeause pregnancy is practically 
impossible with such lesions. There are, however, two great difficulties in connection 
with pregnancy hemorrhages: these are to differentiate (1) the uterine hzemorrhage 
which occurs along with eatra-uterine gestation from that due to threatened abortion ; ‘and 
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(2) the bleeding of placenta previa from that due to the separation of a normally situated 
placenta. . 

In the first case, arising very early in pregnancy, the hemorrhage occurs when the 
extra-uterine gestation is separated from its tubal or other attachments and is converted 
into a tubal mole, when it becomes extruded from the fimbriated extremity of the tube, 
or when the tube ruptures. Therefore, there may be history of acute abdominal pain, 
faintness, and possibly collapse from internal haemorrhage. Along with this, the uterus 
will not be found obviously enlarged, whilst there is. some sort of swelling in one or the 
other posterior quarter of the pelvis. Hemorrhage due to threatened abortion cannot 
be diagnosed unless the presence of an intra-uterine pregnancy can be established. There- 
fore, in this case we must look for the definite signs of a normal pregnancy, which in the 
early months will be: amenorrhcea, morning sickness, breast changes, enlargement of 
the uterus, Hegar’s sign, and Braun’s sign. The former consists in the extreme softening 
of the upper part of the cervix and lower part of the uterine body, combined with the as 
yet unsoftened vaginal portion and globular tense fundus ; it is found from the sixth to 
the eighth week. The latter consists in the irregular shape of the uterus from the eighth 
to the twelfth week. One side is larger than the other, and an ill-defined groove is found 
between them. | ) 

In the second case, occurring generally after the sixth month of pregnancy, it is of 
the greatest importance to be able to diagnose placenta previa. The only definite sign is 
the feeling of the placenta through the cervix when it will admit of this method of investi- 
gation. The suggestive signs are those due to the filling up. of the lower uterine segment 
py the placenta. The presenting part remains high up and movable, not engaged in the 
brim, and there is a sensation of great increase of thickness between the vaginal fornices 
and the presenting part. In any case of severe hzemorrhage, however, the cervix must 
be dilated so as to admit a finger, as treatment depends upon diagnosis, and no patient 
with a placenta previa is safe until she is delivered and bleeding has ceased. 

T. G. Stevens. 


MICROPSIA.—(See Vision, DEFECTS OF, p. 763.) 


MICTURITION, ABNORMALITIES OF.—A person in health micturates about 
five times during the twenty-four hours, the total amount of urine passed being about 
1500 ¢.c., or 50 ounces. This varies according to the amount of fluid taken, the amount 
lost by perspiration, and so forth. The act of micturition is controlled by a nervous 
mechanism, a stimulus from the vesical mucous membrane starting an impulse which 
causes contraction of the detrusor muscle, and at the same time relaxation of the sphincter 
at the urethral orifice. The special centres controlling the motor functions of the bladder 
are in the spinal cord at the level of the third sacral nerve, whilst the brain controls these 
centres in response to sensory impulses received. The abnormalities of micturition which 
are met with. in practice depend partly upon lesions of some portion of the urinary 
apparatus, and partly upon some change in the nervous mechanism controlling the act, 
and will be discussed from these points of view, and under ENurgEsIs (p. 218). 

1. Increased Frequency of Micturition.—A large number of diseases of the genito- 
urinary tract are accompanied by increased frequency of micturition, and it is necessary 
to ascertain if the increased frequency of micturition depends upon an increased amount 
of urine to be passed. Thus in diabetes or chronic interstitial nephritis, the increased amount 
of urine will cause an increased frequency of desire to micturate, provided the capacity of 
the pladder is unaltered. If the total amount of urine remains normal, any increased 
frequency of micturition may be due to some lesion of the genito-urinary apparatus, and 
consideration of the other symptoms. of a case will often point to a definite diagnosis. | It 
must be remembered, however, that increased frequency does not necessarily imply that 
the bladder is the seat of the disease, as the symptom is present with any form of renal 
pyelitis—commonly calculous or tuberculous—or with prostatic enlargement. 

It is important to ascertain the relationship between micturition during the day and 
during the night. Normally, a healthy person should not wake during the night to pass 
urine, unless an excess of fluid has been taken ; but if any inflammatory condition is present 
in the bladder, micturition will be present during the night, as well as increased in frequency 
during the day. Any form of cystitis or acute inflammatory conditions of the prostate 
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or neighbouring organs, will cause increased frequency both day and night. In patients 
with chronic nephritis who are passing normal quantities of urine during the day, frequent 
micturition at night is common. 

With vesical calculus there is increased frequency during the day, but often no 
urination is necessary during the night. The frequency during the day is increased with 
activity or exercise, or by the jolting movements of travelling, but is absent during a 
period of rest. If the presence of a calculus has excited cystitis, increased frequency of 
micturition will be present both day and night. 

With prostatic enlargement, whether simple or carcinomatous, the increased frequency 
is most marked at night, and is commonly the first symptom of the disease noticed by the 
patient, generally a man of about sixty. The bladder is not emptied completely, so that 
the addition of a relatively small amount of urine from the kidneys soon fills up the in- 
completely emptied viscus and sets up afresh the desire to micturate. 

In vesical carcinoma, increased frequency of micturition is present during both the 
day and night, as the infiltration of the vesical wall prevents the bladder from being dis- 
tended without pain, and it is frequently associated with cystitis. 

In renal colic caused by calculus or blood-clot, or torsion of a movable kidney, there 
may be increased desire to micturate, and the symptom may be present in inflammatory 
diseases in the pelvis, such as salpingitis, pyosalpinx, or a low-placed appendicitis, or in 
the secondary infiltration of the bladder in carcinoma of the uterus or rectum. 

Increased frequency of micturition may be produced by mechanical obstruction to 
the normal vesical distention by a tumour occupying the pelvis, and is seen commonly 
with ovarian cyst, uterine fibroid, or a retroverted gravid uterus ; these tumours will be found 
upon vaginal examination. 

In children, increased frequency of micturition may be due to phimosis, balanitis, 
a small urinary meatus, worms, penile calculus (p. 469), owaluria (p. 423), coli bacilluria 
(p. 69), or to hyperacidity of the urine. 

2. Changes in the Stream of Urine.—An abnormality of the stream of urine may 
be due to a congenital deficiency of the terminal urethra, as in hypospadias or epispadias, 
or to some lesion mechanically obstructing the stream. Most commonly this is due to a 
stricture of the urethra. If the stricture be situated in the penile portion, the stream of 
urine is of small calibre but of fair force, whilst if the stricture is in the bulbous urethra, 
the mechanical effect upon the stream of urine passing through the stricture into the 
urethra of wider calibre beyond the stricture is that the force is diminished, whilst the 
actual stream as it leaves the meatus is not thinned. A stricture at or near the urethral 
meatus forms a thin but forcible stream ; but no reliance can be placed upon the com- 
plaint of a ‘ twisted stream.’ 

The obstruction to micturition by an enlarged prostate causes the stream of urine to 
be slow and forceless, so that it may fall vertically from the meatus instead of in the usual 
arched manner. This same dribbling of urine will be seen when a urethral stricture 
becomes much narrowed, or again when the bladder musculature has lost its contractile 
power, or in disease of the nervous system affecting the motor paths to the bladder. 

In any case presenting an abnormality in the stream of urine, careful inquiry should 
be made to ascertain if the stream has become gradually and progressively narrowed, as 
in stricture, or if the alteration in the force of the stream is accompanied by increased 
frequency of urination, as in prostatic hypertrophy in an elderly patient, or by urethral 
discharge in a case suggestive of acute prostatitis. A stricture may be diagnosed with 
certainty by careful endoscopic examination under air-distention, or, failing this, by the 
obstruction offered to the passage of a catheter or bougie. Prostatic enlargement or inflam- 
mation will be suggested by the history of the case, and confirmed by a digital examination 
_of the gland per rectum ; in the absence of a mechanical obstruction in the urethra, exam- 
ination should be conducted for any disease of the spinal cord by testing the knee-jerk 
and other reflexes. | 

Sudden stoppage of the flow of urine during micturition may be caused by a small, 
movable vesical calculus, if the latter happens to engage in the internal urethral orifice or 
becomes impacted in the urethra. The same sudden cessation of the flow is caused occa- 
sionally by a tuft of a vesical villous twmour blocking the urethral opening during mic- 
turition. Usually the flow will be resumed after a few seconds, unless the calculus has 
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passed into the urethra, when it may be passed naturally or require to be removed by 
surgical means. If the symptom recurs, a cystoscopic examination of the bladder will 
distinguish readily between the two conditions. 

The same sudden cessation of the stream may occur without any intravesical lesion 
as the result of spasmodic contraction of the vesical sphincter. Patients subject to this trouble 
(so-called stammering bladder) can at times pass urine quite normally, but at others the 
stream is interrupted frequently, or they may be unable to pass urine at all, especially in 
the presence of a second person. 

3. Difficulty in Micturition.—Frequently associated with some change in the character 
of the stream of urine, a patient may complain of difficulty in micturition, either as a 
hesitation in commencing the flow or a need to strain to maintain it. This, again, is most 
common with urethral stricture or prostatic enlargement, or may be due to the impaction of 
a calculus in the urethra or to the formation of blood-clot in the bladder. A calculus may 
be passed into the urethra and become arrested in the canal, but not so that it wholly 
obstructs the passage of urine. It is not uncommon for a calculus to occupy the dilated 
portion of the urethra behind a stricture, or occasionally a prostatic calculus projects from 
the gland into the lumen of the posterior urethra. A calculus so placed may increase in 
‘size by the further deposition of urinary salts whilst in the urethra, and cause difficulty 
in micturition ; it may be felt in the canal from the outside, upon rectal examination, or 
upon passing a soft bougie into the urethra. Even if placed behind a stricture it may 
be felt by a fine guide or bougie passed to dilate the stricture. Difficulty in micturition 
may also arise from prostatic inflammation or from tuberculous disease of the prostate. 

Difficulty in micturition due to the presence of blood-clot in the bladder will usually 
be indicated by the previous passage of blood-stained urine and by the constant efforts 
to micturate. 

Difficulty in micturition in the female may be caused by a pelvic tumour by the drag 
or direct pressure on the urethra or vesical neck. This may occur with a uterine fibroid 
or a pregnant retroverted uterus. Occasionally, difficulty is produced by the direct infil- 
tration of the urethra by a carcinoma of the vaginal wall or vulva. 

Difficulty in micturition is not uncommon in disease of the nervous system, causing 
paralysis or paresis of the detrusor muscle of the bladder. This may be due to trauma 
and pressure on the spinal cord by blood-clot, or to myelitis or tabes. It must be remem- 
bered that it is not uncommon for the early cord-changes of tabes to affect the urinary 
organs, and that difficulty in passing urine may be complained of when the urethra and 
bladder are normal. 

Atony of the bladder wall without any affection of the nervous mechanism, from recur- 
ring over-distention of the bladder, may cause difficulty in micturition. 

4. Retention of Urine—by which is implied the ‘gradual accumulation of urine in 
the bladder, with inability to pass any per urethram—may arise from mechanical causes 
obstructing the urethra, or from derangement of the nervous system. Retention of urine 
must be distinguished from ANuRIA (p. 39), or failure of the kidneys to secrete urine, for 
in retention the kidneys are still functioning, and the urine is collecting in the distended 
bladder. Retention of urine occurring suddenly produces very severe pain and strangury, 
but in cases of old-standing obstruction the bladder may be distended enormously before 
pain becomes severe. If the retention remains unrelieved, urine may continually dribble 
away per urethram, when a condition resembling incontinence of urine is produced ; but 
it is most important to distinguish the condition from true incontinence of urine due to 
injury or paralysis of the vesical. sphincter muscle. In true incontinence the bladder 
remains empty, urine flows away as soon as it passes down into the bladder, and there is 
no obstruction in the urethra; whereas, in the condition of involuntary passage of urine 
from an unrelieved distended bladder—incontinence from overflow, or false incontinence— 
the bladder may be felt distended in the suprapubic region, and there exists some 
mechanical obstruction in the urethra, or at the internal urethral orifice. 

The common causes of retention of urine are urethral stricture and prostatic enlarge- 
ment. In stricture, it does not necessarily follow that the urethra is entirely occluded by 
the fibrosis, but rather that some spasm or congestion is present at the stricture, from 
exposure to cold or indulgence in alcohol, when a small catheter may be passed. In 
elderly men with prostatic hypertrophy, acute retention may occur early in the disease from 
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a congested condition of the enlarged gland, or in the later stages be due to actual obstruc- 
tion of the urethra by a localized enlargement from either lateral lobe or the so-called third 
lobe which acts as a ball-valve to the internal urethral orifice in such a manner that each 
forced attempt at urination closes the orifice more securely. A large coudé catheter can 
usually be passed readily; but in cases of acute retention, especially in those of old- 
standing obstruction in which the kidneys are probably affected by the backward pressure, 
the urine must be drawn off very slowly, otherwise fatal anuria may be induced. 

A case of acute retention of urine from stricture of the urethra will generally be that 
of a. comparatively young patient, who. will give a history of former gonorrhea, gradually 
increasing difficulty in micturition, narrowing of the stream, and inability to finish the 
flow completely without some dribbling of urine. Examination of the urethra by an 
endoscope, or by the passage of olivary-pointed flexible bougies, will reveal the presence 
of a stricture. 7 

In prostatic enlargement the patient is usually above the age of fifty-five years, has 
been troubled with increasing frequency in micturition, especially at night, with straining 
and loss of force in. the stream of urine.. Per rectum, the prostate may be found to be 
enlarged both from. above downwards and laterally ; it may be smooth, elastic, and 
movable in the pelvic space in the case of adenomatous enlargement, or nodular, hard, 
irregular, and fixed in the case of carcinoma ; the subjective symptoms of both are very 
similar. In some cases the prostate may not appear to be much enlarged upon rectal 
examination, though it is causing an intravesical tumour which obstructs urination, or a 
firm fibrous collar around the internal urethral orifice which gives rise to marked prostatic 
Symptoms. In prostatic cases, even a large catheter of coudé form can usually be passed 
into the bladder readily. Retention of urine may also be present in cases of acute pro- 
statitis or of prostatic abscess. 

Acute retention of urine may be produced by other causes than the above. A small 
calculus may be passed into the urethra and totally obstruct the passage of urine. This 
may occur at any age, and the calculus become arrested at some narrow portion of the 
canal—usually at the meatus or at the membranous urethra. The urethra may lodge a 
calculus for some time with comparatively little pain; but more often the stone passes 
into the canal during micturition, causing a sudden pain, with cessation of the flow of urine 
and dribbling of a few drops of blood. The calculus may be palpated if it lies in the penile 
urethra or in the perineum, or will be felt on passing a metal instrument into the urethra. 

Retention may be caused by the blockage of the internal urethral orifice by the free 
portion of a pedunculated vesical tumour. On any attempt at micturition the growth is 
forced into the orifice and obstructs it. These cases are rare, but in one under the care 
of the writer, a man, owing to his inability to pass any urine, had been condemned to 
catheter life on the assumption that he had prostatic enlargement. No enlargement could 
be felt per rectum, but upon cystoscopic examination a papilloma was found in the 
bladder, attached by its pedicle just above the urethral orifice and obstructing the flow 
of urine. 

Retention of urine may also occur with paralysis of the motor nerves of the detrusor 
muscle of the bladder, or interference with the spinal centres by compression paraplegia, 
tabes dorsalis, or myelitis, each being diagnosed on examination of the nervous system ; 
or as a reflex spasm of the vesical sphincter after operations upon the rectum or neighbour- 
ing organs. ; 

In other cases, retention of urine is present in association with other symptoms of 
hysteria ; but care must be taken not to give a diagnosis of hysteria until all other causes 
of retention are excluded. These cases usually occur in children or in young women. 

Retention of urine occurring after operations about the anal or rectal areas or for 
hernia, etc., will be diagnosed readily, 

5. Pain during Micturition.—Pain may be present during or immediately after mic- 
turition, and it is important to ascertain not only the period at which it is present, but 
also the actual location of the pain. If pain is present in the urethra during micturition, 
it usually indicates that a stricture or some inflammatory process is present, the latter 
being evidenced by a urethral discharge (see Discuarcr, Urerurat, p. 181). If pain is 
experienced immediately after micturition, and felt as a tingling or pricking sensation in 
the glans penis, there is some inflammatory or irritant process at the trigonal region of 
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the bladder. Formerly this symptom was looked upon as diagnostic of vesical calculus, 
and though it is almost a constant symptom of the latter, provided the calculus is not 
trapped in a post-prostatic pouch, it is also present in cystitis, tuberculous or otherwise, 
in vesical carcinoma which is infiltrating the bladder base, and in acute or subacute pros- 
tatic infections. Prostatic infection can be diagnosed by the history of the case, usually 
following an acute urethritis, and by a rectal examination. Tuberculous cystitis usually 
occurs in young adults, and frequently other tuberculous lesions are present in the genito- 
urinary organs, such as the epididymis, vas deferens, seminal vesicles, or prostate, whilst 
the urine contains not only blood and pus, but tubercle bacilli. Cystitis from other causes, 
and vesical growth or calcuius, can be ascertained upon cystoscopic examination. 

Pain may be felt in the perinewm during and after micturition in cases of prostatic 
disease, especially if much straining occurs during micturition, or may be felt in both the 
perineum and the anal area in vesical carcinoma. 

In the female, pain is felt at the urethral orifice and in the vulva after micturition in 
cases of cystitis or vesical carcinoma. 

It should be noted that in either sex, severe pain may be present at the termination 
of the urethra after micturition when a calculus is impacted in the vesical end of a ureter, 
(Fig. 192, p. 455), especially if the latter is partially prolapsed into the bladder. In one 
such case the patient would hold her urine for hours rather than pass it, owing to the pain 
that followed micturition. 

6. Micturition through Fistulze—Urine may pass, either wholly or in part, through 
a fistulous track communicating with the urinary organs, such opening being the result 
of preceding disease or injury. Occasionally, owing to congenital malformation of the 
urethra or bladder, urine passes by an opening in the perineum, pubes, or into the vagina ; 
but these cannot be regarded as fistula. 

Urinary fistulae in connection with the urethra are most common as the result of peri- 
urethral abscess, stricture, or some operation ; and in a case in which a penile fistula is 
present, it is necessary to ascertain if the calibre of the urethra is in any way narrowed by 
cicatricial inflammation. A fistula may open in the perineum as the result of inflamma- 
tion and extravasation behind a stricture, following an operation upon the lower urinary 
organs, or in the female into the vagina from damage during parturition or some vaginal 
operation. In cases in which a fistula opens into the vaginal fornix, the urine may leak 
from the bladder or from the lower end of the ureter. The opening is usually small and 
embedded in an area of cicatricial tissue, so that it is very difficult to pass a probe along 
the track. In these cases, evidence of the nature of the fistula may be obtained by filling 
the bladder with some sterile coloured solution, such as weak methylene blue ; if the open- 
ing is in communication with the bladder, coloured solution will appear in the vagina, but 
if the urine comes from the ureter, no stain will be found. Evidence may also be obtained 
by means of the cystoscope, when a cicatricial area may be found in the bladder surround- 
ing a retracted fistulous opening, or the ureteric orifice of one side may be found displaced 
from its normal situation by the scar contraction when the ureter is at fault. In these 
cases it may be impossible to pass a bougie into the ureter more than a very short distance, 
the tip being arrested by the scar tissue. 

A urinary fistula may be present in the suprapubic area in connection with the bladder, 
or m the lumbar area communicating with the kidney, as the result of operations on these 
two organs. A fistula has been seen in the iliac fossa as the result of an operation on the 
ureter, and after the opening of an abscess formed around the ureter from the ulceration 
caused by a ureteric calculus. 

7. Disorders of Micturition from Diseases of the Nervous System.—In most 
of the foregoing paragraphs it will be noticed that symptoms referable to the urinary organs 
have been stated to be due in some cases to disease of the nervous system, such as myelitis, 
tabes dorsalis, or hemiplegia ; in spite of repetition it is advisable to gather these under 
one heading. The control of the act of micturition depends upon the integrity of the 
nervous system; for although special centres exist in the lower segments of the spinal 
area presiding over the motor functions of the bladder, the impulse calling for action of 
these centres is supplied by the brain after a stimulus has been conveyed to the latter 
by the sensory nerve fibres from the bladder. There are two centres in the lower spinal 
segment, by one of which the detrusor muscle of the bladder is brought into action, and 
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by the other the sphincter muscle surrounding the vesical outlet is maintained in tonic 
contraction until inhibited by the same stimulus which produces contraction of the 
detrusor. The two vesical muscles are thus antagonistic in their action, the detrusor 
contracting and the sphincter relaxing in answer to the stimulus to micturition. In the 
diagnosis of all neuroses of the bladder it is most important to exclude all lesions of the 
urinary apparatus, and not to overlook the fact that vesical symptoms are often produced 
by some lesion in the kidney when the bladder on careful examination appears quite 
normal. 

(a). Irritability of the Sensory Nerves of the Bladder—Some patients experience an 
urgent. and frequent desire to pass urine, often every half-hour, though no objective 
symptoms of disease can be found, and all inflammatory lesions can be excluded ; there 
is no pain and no increased frequency of micturition during the night. The cases have 
received the name of cystalgia, hyperesthesia vesicew, and irritable bladder, and they must 
be distinguished carefully from those in which there is some lesion of the urinary organs, 
the rectum, and of the female pelvic organs. 

(b). Irritability of the Motor Nerves of the Bladder.—In this condition there is a spas- 
modic contraction of the sphincter muscle of the bladder, with resulting retention of urine 
or great difficulty in micturition. There is no stricture or urethral obstruction, as shown 
by the ease with which a catheter is passed, nor is there any prostatic enlargement. The 
neurosis is not confined to the male sex, and is seen in hysteria as well as in those nervous 
affections which affect the spinal centres, such as myelitis, lateral sclerosis, and tabes 
dorsalis. . 

(c). Paralysis of the Motor Nerves of the Bladder may affect the peripheral nerves or 
spinal elements, but the results as regards the bladder are the same. If the nerves supply- 
ing the detrusor muscle or its spinal centre be paralyzed, retention of urine occurs, and 
the patient can expel urine only by the force of the abdominal wall. If the sphincter muscle 
is affected, it becomes relaxed, and urine dribbles away. In many cases only part of the 
motor tract is affected, so that the power of the bladder is not abolished but diminished, 
and a portion of the urine is retained in the bladder after micturition. The bladder may 
be affected thus in compression of the spinal cord by fracture, or hemorrhage into the 
membranes, in myelitis, paraplegia, and tabes. 

(d). Destruction of the Spinal Centres for Micturition, by injury, softening, or com- 
pression, gives rise to incontinence without distention of the bladder. The urine dribbles 
from the urethra as fast as it enters the bladder. R. H. Jocelyn Swan. 


MOUTH, PIGMENTATION IN.—(See PicMENnTATION IN THE MouTH, p. 526.) 


MUCUS IN THE STOOLS.—This occurs in such a variety of conditions that it is 
impossible to give a complete differential diagnosis of them here. Its presence always 
indicates organic disease, usually of the large bowel, for if it comes from the small bowel 
it will, unless the motions are very fluid, be so incorporated with them that it cannot be 
seen. It occurs in malignant disease of the colon as a clear glairy mucus, often blood-stained, 


Fig. 172.—Tubular mucous cast of large intestine, much reduced “in size, from a case of muco- 
“membranous colitis. The cast measured 254 inches in length. 


and it has the same characters in intussusception, for the obstruction in both these cases 
accounts for the absence of fecal colouring. It is often seen in constipated motions, the 
hard feces having led to irritation of the large bowel, with consequent excessive secretion 
of.mucus ; if this has lain some time in the bowel it has become coagulated into white 
shreds, which can be seen attached to the motions and look like parasitic worms. In severe 
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cases a motion may consist almost entirely of these shreds; there may be little feecal 
matter. If the mucus has not lain so long in the bowel, it appears like a jelly outside the 
motion. Sometimes, especially in adult women who are constipated, complete casts of 
the bowel formed of coagulated mucus are passed ; they may be a foot or more in length 
(Fig. 172). Often, however, by the time they are passed, they have become broken into 
fragments which the patient describes as skins, and which look not unlike segments of 
tape-worm. Patients passing this variety of mucus are said to have membranous colitis. 
In the more acute varieties of inflammation of the bowel the mucus passed is jelly-like 
and semi-fluid, of varying colour according to the amount of fecal staining. In severe 
eases of enteritis the motions consist of nothing but mucus and blood. It is impossible 
to attempt to differentiate here between all the numerous varieties of enteritis. 

W. Hale White. 

MUCUS IN THE URINE is generally of little clinical significance. Many normal 
urines, particularly those of women, develop a faint or even a more definite deposit of 
mucus, which may remain in suspension or may accumulate as a light floccular deposit at 
the bottom of the specimen-glass. Such mucus is a normal product of the epithelial cells 
of the urinary passages. It is not possible by merely looking to say whether it is in excess 
‘or not. It may indicate catarrh of the mucous membranes ; but such catarrh will be 
shown more decisively by the occurrence of epithelial cells or actual pus corpuscles, or by 
a cause for catarrh such as OxALuRIA (p. 423); diagnosis depending not upon the mucus 
but upon the other substances present with it. It is important not to mistake elongated 
strands of mucus for tube-casts ; the error is particularly apt to occur if the cover-glass, 
on being pressed down on a specimen stained with methylene blue, slips slightly and draws 
out the mucus into long narrow strands. When large numbers of these are seen all parallel 
with one another, they are not likely to be mistaken for casts. Mucus stains readily either 
with methylene blue or with eosin, but exhibits no structure beyond granular particles, 
or cells that may have become entangled in its meshes. 

If a male patient has formerly suffered from gonorrhoea, a residual catarrh of the 
glands in the prostate often persists long after the cure may have seemed to be complete. 
Urine from such a case, looked at in a tall glass vessel, often exhibits numerous filaments 
or ‘ prostatic threads,’ consisting for the most part of mucus coming in the form of casts 
from the prostatic tubules. Herbert French. 


MUSCE VOLITANTES.—\(See Biack SpEcKS BEFORE THE EYES, p. 71.) 
MUSCULAR ATROPHY.—\(See Arroruy, Muscurar, p. 59.) 
MYDRIASIS.—(See Purit, ABNORMALITIES OF THE, p. 551.) 
MYOSIS.—(See Purin, ABNORMALITIES OF THE, p. 551.) 


NAILS, AFFECTIONS OF THE.—Various pigmentary and degenerative changes 
may occur in the nails as the result of occupation, as in dyers, washerwomen, jewellers, 
confectioners, and others ; or the condition known as pterygium may arise, the fold of 
skin at the proximal end of the nail adhering and growing over the nail, like a * wing.’ 
The nails are liable to attack also in such cutaneous affections as ringworm, favus, eczema, 
psoriasis, and epidermolysis bullosa. The differences between the onychomycosis due to 
ringworm and that.due to favus are described in the article on FUNGOUS AFFECTIONS OF 
THE SKIN (p. 246). In eczema, usually the first sign of involvement of the nails is pitting, 
which gives them an appearance somewhat resembling orange-rind. They become dis- 
coloured and thinned, transverse and longitudinal splitting follows, and finally exfoliation 
may occur. In long-standing cases they may be thickened to the extent of deformity. 
In psoriasis, if the matrix of the nails is attacked, they become furrowed transversely, 
and dull in colour ; later the nails split and may be shed, but not permanently. In other 
cases, instead of the matrix being affected, the nails are discoloured about the free border, 
and they become thickened as the discoloration extends downwards to the root. In 
epidermolysis bullosa there may be repeated bleb-formation at the finger-ends, causing 
atrophy of the skin and loss. of nails. The signs of nail involvement in these three 
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conditions are sufficiently distinctive to obviate confusion between them ; and the lesions 
elsewhere will aid the diagnosis. 

Trophic changes in the nails may also be consequent on acute illness or senile decay, or 
they may occur without any apparent cause: the longitudinal stris may be exaggerated, 
transverse furrows may appear, or white spots may develop, and a large part or the whole 
of the nail may become white (leuconychia). With this condition spoon-nails may be 
associated ; the nail becomes thin and hollowed, either from side to side or antero-posteriorly. 
Shedding of the nails may occur not only in distinctively cutaneous affections, but aiso in 
diabetes mellitus and syphilis, in locomotor ataxy and other nervous disorders. Either 
without definite etiology, or in connection with inflammation of the finger-tips, the nail 
may be separated from its bed without being actually shed. Onychia, or inflammation 
of the nail, is in some instances due to syphilitic or tuberculous infection ; in the latter 
case associated scrofulous lesions will often be found in the eyelid and elsewhere. Onychia, 
however, may also be due to trauma, or to contact with irritants used in industries, or 
may be idiopathic. Whatever the cause, the condition cannot be mistaken. If the 
process is acute there is great pain, with redness ; suppuration takes place beneath the 
nail, which becomes thickened and discoloured, and is ultimately shed, leaving an un- 
healthy sore. If this should fail to heal, the lymphatics may be involved, and the case 
becomes one of paronychia, or whitlow. This condition is sometimes caused by the 
pressure of tightly-fitting boots, or by irritation set up by the edge of a badly-cut nail— 
usually that of the big toe. Onychorrheais, brittleness of nails, may be either congenital 
or acquired. It is sometimes present in cheiropompholyx, and in other cases is associated 
with nervous affections and anomalies of development. In onychauzxis, hypertrophy of 
the nail, there may be overgrowth in one or in all directions, accompanied by distortion 
or discoloration, and sometimes by inflammation. In some cases the free end may grow 
to a great length, and may become twisted like a ram’s horn (onychogryphosis). This 
curious distortion is often found in connection with congenital ichthyosis. A rarer con- 
dition of modified nutrition is that known as egg-shell nail, which is intimately associated 
with hyperidrosis ; it has been met with in debilitated young women; the nail tends to 
grow upwards rather than forwards ; its connection with the distal portion of the bed is 
enfeebled ; and in typical cases the colour is precisely that of the inner face of the shell 
of a hen’s egg—a delicate combination of white and purple. It has been suggested that, 
owing to the maceration of the distal portion of the nail-bed due to hyperidrosis, there is 
interference with the normal cornification of the nail-plate. Whatever the process, the 
diagnosis is clear. Transverse ridging of the nails due to previous illness (Fig. 306, p. 769) 
is described on p. 769. (See also FINGER, SORE, p. 239.) Malcolm Morris. 


NAPKIN-REGION ERUPTIONS.— Infantile eruptions in this region, when they 
are a manifestation of congenital syphilis, are usually erythematous or papular, but they 
may also be pustular, bullous, squamous, or polymorphic ; in all cases alike they are 
distributed symmetrically on the buttocks. Frequently, around the anus and the genital 
organs the papules are moist and coalescent, and form flattish condylomata. Similar 
lesions are also found on the soles, palms, forehead, and around the mouth, and in these 
regions also the distribution is symmetrical. The eruption is as a rule transitory. The 
other symptoms of hereditary syphilis are so characteristic that the lesions here described 
are seldom liable to misinterpretation. The skin eruption is usually preceded by a chronic 
coryza (‘ snuffles’) and laryngitis. Often the nails are severely affected coincidently 
with the skin. The colour of. the lesions, approximating to the characteristic raw-ham 
tint, the loose, dry, café-au-lait skin, the senile aspect of the face, and the accompanying 
cachexia, form a distinctive clinical picture. 

A napkin-area eruption which was often mistaken for congenital syphilis is the 
infantile erythema of Jacquet. It is a process which manifests itself in: (1) Simple erythe- 
matous, (2) Erythemato-vesicular, (8) Papular, (4) Ulcerating forms. These may develop 
consecutively or coincidently. The most common are the erythematous and the papular. 
All alike are probably due in part to the irritation set up by moist or soiled napkins, but 
vasomotor irregularities and gastro-intestinal toxemia may also be concerned in the 
etiology. The preference sites of all four forms of the eruption are the convex surfaces of 
the buttocks, of the thighs, and of the scrotum or vulva. In the simple erythemas, of 
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which the usual subjects are quite young infants, the rash may be limited in mild cases 
to the genitalia, the inner sides of the thighs, and the perineum, while in severer cases it 
may extend to the lumbar region, the lower abdomen, and the calves and heels. In the 
erythemato-vesicular form there appear on the convex surfaces towards the centre of the 
erythematous areas small bright-red erosions which, forming groups of from two or three 
to a dozen or more, may become confluent ; the erosions are preceded by vesicles, which 
may usually be found near the borders of the reddened area. The erythemato-papular 
form of the eruption is met with when the erosions just described have thrown up flattened 
granulations, which give to the lesions the appearance of flat, reddish papules. In this 
stage the heels and the lower abdomen may be involved in the erythema. In the fourth 
form of the eruption the erosions, failing to granulate, develop into ulcers, with sharply 
defined borders or coalescing into vermicular lesions. They are confined to the convex 
surfaces, the folds always escaping. Attention to the appearance and distribution of the 
lesions, and the course they run, together with the absence of the more familiar signs and 
symptoms of congenital syphilis, will prevent confusion with that disease, or with the 
condition which Colecott Fox has styled vacciniform erythema of infants. 

Pemphigus neonatorum consists of an eruption of bullae on the thighs and buttocks 
in new-born infants. It is not, however, confined to this region, but attacks other parts, 
including the face, and this is true also of the bullous impetigo of older babies, which 
Adamson believes to be, like pemphigus neonatorum, a form of the impetigo contagiosa 
of Tilbury Fox. The diagnosis of these affections has been given under BuLL&, p. 96). 

The ‘seborrhceic eczema of infants’ has been styled * seborrheeic dermatitis of 
infancy ’ by Adamson, who was the first to lay stress upon its special incidence upon the 
napkin region, and who does not regard it as a form of eczema. The whole napkin region 
is occupied by a uniform bright-red rash, for the most part covered with moist or greasy 
yellowish scales, though in prominent parts the surface may be smooth and polished. The 
margins of the area are sharply defined. The rash often extends downwards to the thighs 
and calves, and upwards to the umbilicus, while beyond this area there are smaller patches 
and many pin-head, red, scaly papules. Other parts that are attacked frequently are the 
bends of the knees, the flexures of the elbows, the axillee, the side of the neck, the naso- 
labial fissure, and behind the ear. On the scalp will always be found a red, squamous 
or crusty eruption. The diagnosis rests upon the distribution and the sharply defined 
margins, with the patches and crusted papules. It is assisted by the readiness with which 
the eruption yields.to mild local parasiticidal applications. In cases of congenital syphilis 
which mimic this condition, the presence of the concomitant specific signs, as enumerated 
above, will prevent confusion between that disease and ‘ seborrhoeic eczema.’ 

In adults the same region, known as the bathing-drawers area, is liable to attack in 
a number of affections. In eczema margination (tinea marginata, as I prefer to term it), 
dhobie’s itch, and erythrasma the eruption occurs exclusively, or almost exclusively, in this 
region ; of these affections the differential diagnosis has been given under RINGWORM 
(p. 247). In pediculosis pubis the pubes may alone be affected, or the parasite may wander 
to the abdomen, the thorax, the axillse, and may even reach the beard, whiskers, and eye- 
lashes. The diagnosis of this condition can present no difficulty. In scabies the lesions 
may be very slight on the hands and wrists, and the brunt of the attack may be borne by 
the penis and scrotum, the lower part of the abdomen, and the thighs. In psoriasis the 
eruption is sometimes very severe in the bathing-drawers area, of which the surface is an 
almost uniform deep red, and is the seat of profuse desquamation, while on the special 
sites of election—the knees and elbows—the lesions may be quite insignificant. In eczema 
intertrigo and erythema intertrigo the folds in the area under consideration are only liable 
to attack in common with folds in other parts. The diagnosis of these affections has been 
given elsewhere ; but it may here be mentioned that in diabetes, eczema may begin 
on the penis or the vulva, and may spread thence to other regions. Other conditions 
which may affect this area specially are: acute traumatic erysipelas, pruritus ani, 
small-pox in the prodromal stages, and the various forms of syphilis. In syphilis 
the commonest site for the moist papule is around the anus and genitalia (see PAPULES, 
p. 490). Malcolm Morris. 


NEURITIS, OPTIC.—(See OrurHaLmoscoPpic APPEARANCES, Notes oN, p. 415.) 
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NIGHTMARES may occur at any age, but they are particularly common in children 
between four and eight, when they may be so bad and persistent as to merit the term night- 
terrors. The commonest cause for a nightmare in an adult is some indiscretion in diet, 
_ the last meal having been taken too late in the evening, or else having contained some 
injudicious article. The symptom is not otherwise of diagnostic import, though some 
individuals, particularly those of nervous inheritance, are more liable to nightmare than 
others, and the tendency is certainly increased by such excitement as the reading of 
thrilling novels or participating in unusual events. Children are particularly prone to 
night-terrors during term-time, when they are working at high pressure; during the 
holidays the symptom often disappears. Those who are keenest upon their school work 
are apt to suffer most, and similar evidence of excitability of the nervous system is 
exhibited particularly by those who have a tendency to acute rheumatism in the form of 
chorea. Night-terrors may occur in these patients without any other cause than over- 
pressure, particularly if they lie upon the back rather than upon one side during sleep ; 
but the tendency is much increased by errors of diet, such as the eating of unripe fruit and 
so forth, by the presence of intestinal worms, and by the existence of adenoids, with or 
without enlarged tonsils. Herbert French. 


NIPPLE, DISCHARGE FROM.—(See Discuarcr From THE NIPPLE, p. 181.) 


NODULES in ordinary dermatological usage are solid elevations larger than a papule 
and smaller than a tumour; the definition, however, makes no pretence to scientific 
exactitude. Nodules differ from papules not only in size but also in their greater ten- 
dency to.downward growth; the substantial difference between a nodule and one of 
the larger papules is that the one is a solid lesion extending upwards, while the other is 
a solid lesion projecting both upwards and downwards. They may be neoplastic, or 
hypertrophic and inflammatory. 

Little need be said here of the nodules met with in some malignant diseases, for the 
differential diagnosis of carcinoma and of sarcoma will be found under TumMouRS OF THE 
SKIN (p. 730). Fibroma, myoma, and cysts are also dealt with under this heading, and 
glanders in the articles on PusTuLEs (p. 559). 

The nodules of lupus vulgaris, arising in either the superficial or the deep part of the 
corium, are soft, brownish-red, and translucent, resembling apple jelly. At first buried 
in the skin, they presently appear as discrete papules the size of a pin’s head, arranged in 
groups or in irregular circles, dull red at the outset, but afterwards pale. Gradually the 
papules develop into nodules, the intervening skin meanwhile becoming thickened by 
cellular infiltration, reddened by inflammatory stasis, and raised into a patch which is 
covered with fine branny scales. Around the edge of the patch new nodules spring up, 
and thus a large area of skin may be invaded. The disease usually starts from a single 
focus, but others may arise and, spreading separately, may involve large areas of cutaneous 
surface. The patch may undergo slow involution and be followed by scarring ; but much 
more often ulceration occurs, the sore being covered with a greenish-black crust, around 
the ragged edges of which will be seen apple-jelly nodules in various stages of develop- 
ment. In parts like the nose there may be necrosis of cartilage, but there is never erosion 
of bone. The apple-jelly nodule is the chief diagnostic feature of lupus vulgaris. In 
typical cases the patch described above, with its infiltrated, raised surface, its well-defined 
edge studded with the nodules, and its covering of fine scales, can hardly admit of mis- 
interpretation. Less typical cases may require to be differentiated from lupus erythe- 
matosus, rodent ulcer, epithelioma, scrofulodermia, and syphilis. Lupus erythematosus 
begins as minute red points, not as dull-red papules, and the lesions never develop into 
apple-jelly nodules, nor do they ever ulcerate or extend to the deeper parts and erode 
cartilage. They are symmetrical in distribution, as lupus vulgaris scarcely ever is, and 
the affection seldom appears before puberty, as lupus vulgaris almost invariably does. It 
is only when the lesions peculiar to lupus vulgaris are masked by cedematous swelling that 
the two affections can be confused ; but if the skin at the spreading edge be stretched, 
small amber-coloured nodules can usually be seen. 

In rodent ulcer there is usually but one lesion, which runs a much more sluggish course 
than the nodules of lupus vulgaris ; the ulcer has an indurated border and a firm base, 


NODULES 403 


and penetrates deeply into the tissues ; and the disease is essentially one of later life (see 
ULCERATION OF THE FACE (p. 735). Epithelioma, again, is a disease of later life. The 
hard, everted edge of the growth, the foul base, frequently roughened with warty forma- 
tions or sprouting with cauliflower-like excrescences, the implication of neighbouring glands 
(which very occasionally, however, occurs in lupus), and the secondary deposits, form 
quite a different clinical picture from that of lupus vulgaris. 

In one form of scrofulodermia nodules develop under the skin, and an ulcer is formed 
which is bordered by dark bluish, thin, undermined skin that has too little vitality to allow 
of repair ; there is no infiltration as in lupus vulgaris, the nodules do not present the apple- 
jelly aspect, and other evidences of the disease will be found on the neck or elsewhere, in’ 
the form of enlarged glands or scars. As, however, the two conditions frequently co-exist, 
and the treatment is virtually the same, diagnosis between the two is of little practical 
importance. 

In the diagnosis from ‘ lupoid’ tertiary syphilis, again, the apple-jelly nodule of lupus 
vulgaris plays the chief part. The syphilitic process, further, is much more rapid, nor is 
acquired syphilis generally a disease of early life. The nodules and ulcers of late syphilis— 
neoplasms that grow by infiltration of the surrounding parts and often break down into 
ulcers which are prone to become serpiginous, and show little or no tendency to spontaneous 
cure—have in turn to be differentiated from other conditions. They may be mistaken 
for abscess, but if opened they give issue not to pus but to a gummy liquid. If the ulcer 
into which the gumma breaks down be on the leg, it may resemble callous ulcer, but its 
obduracy to ordinary treatment and its response to the iodides will reveal its true nature. 
Wassermann’s serum test will probably be positive. From syphilitic ulcer rodent ulcer 
differs in its hard edge, and red, shining, dry floor, as well as in its favourite situations ; 
from epithelioma, in that a process of new growth has preceded the ulceration ; from 
scrofulodermia, in the undermined border of the ulcers and the slow rate of the process. 

In yaws, as in syphilis, the nodule is the most characteristic lesion of the tertiary stage. 
It arises in the subcutaneous tissue, and generally leads to the formation of superficial 
ulcers which spread serpiginously, like the ulcers of tertiary syphilis. New nodules fre- 
quently appear in the neighbourhood of the older ones, and masses resembling syphilitic 
gummata may form and break down into ulcers. These late ulcers mostly appear on the 
lower part of the leg, especially around the ankle, but they are not uncommon about the 
lips, and indeed may occur in any part of the body. The clavicle, sternum, ulna, tibia, 
and the metacarpal and metatarsal bones, are often the sites of nodules which may 
occasion permanent thickening, or break down and cause ulcers. Between yaws and 
syphilis there are obvious resemblances in the tertiary stage, but there are marked differ- 
ences in the primary and secondary stages. In yaws the inoculation lesion is not indurated, 
there is seldom distinct glandular enlargement, the mucous membrane lesions of syphilis 
are absent, and the most characteristic lesion, which appears in the secondary period, is 
the frambeesial granulomatous excrescence known as the yaw (see Scass, p. 601). ‘In 
yaws, the exanthem, the alopecia, the iritis, the affection of the permanent teeth, the bone 
lesions, the polymorphism, the nerve lesions, and the gummata of syphilis are wanting. 
Yaws is never hereditary nor congenital ; yaws and syphilis confer no immunity against 
each other, and yaws may die out in a community while syphilis remains, or it may be 
universal in a community where syphilis is unknown. The minute histology of the lesions 
of the two diseases also furnishes important differences. 

From tuberculosis yaws differs (apart from the tubercle bacillus) in the absence of 
the characteristic tuberculous architecture with its giant-cells and daughter plasma-cells, 
more marked disintegration of the fibrous stroma, and complete disappearance of the blood- 
vessels. 

In leprosy the nodule (Fig. 173) marks one of the three types of that affection, the 
others being nerve or anesthetic leprosy, and mixed or complete leprosy. In nodular 
(or tubercular) leprosy the macules, which are always the primary lesion, are transformed 
into nodules by sudden increase of inflammatory infiltration. When fully developed they 
vary in size from a small shot to a filbert, or larger, are round or oval, but raised consider- 
ably above the level of the skin. They may mimic lupous nodules, syphilitic papules, 
rosacea, erythema nodosum, or sycosis. Sometimes telangiectases may be observed on 
their surface. They are elastic to the touch, are at first sometimes hyperesthetic, but 
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later very frequently become temporarily or permanently anesthetic. Nodules on the 
mucous membranes are red or grey, and may resemble syphilitic lesions. Both on skin 
and on mucous membrane they tend to break down, but in exceptional cases they either 
undergo cicatricial shrinking or reach the ulceration stage by way of suppuration. The 
differential diagnosis of leprosy in the macular stage is given under MACULES (p. 383). 
In the later stages the identification of the disease seldom presents difficulty. The nodules 
of leprosy may resemble those of lupus vulgaris and the tubercular syphilide, but the 
lupous and syphilitic eruptions are both of limited extent, and there is no anesthesia. The 
syphilide also is serpiginous, or occurs in crescentic groups. Wassermann’s serum test 
may be positive in leprosy without syphilis, and therefore cannot be relied on in differ- 
entiating the two. In the early stages of nodular leprosy the lesions may strongly 
resemble those of erythema nodosum, and, as in that affection, there may be pains about 
the joints ; but if the case be one of erythema nodosum the nodules will disappear within 
a fortnight, though successive crops 
may arise for three or four weeks 
longer. Preceded and accompanied 
by pains about the joints, by py- 
rexia and other symptoms of con- 
stitutional disturbance, oval nodules, 
ranging in size from a walnut to a 
hen’s egg, appear on the legs and 
feet and, less frequently, elsewhere. 
They are most common between the 
knees and ankles, next between the 
wrists and elbows. In colour they 
are at first bright red, but soon 
become bluish in the centre and 
purple at the periphery, exhibiting 
as they subside the changes of tint 
presented by a bruise. Erythema 
nodosum is an affection of adol- 
escence, and girls are attacked by 
it twice as often as boys. There is 
nearly always considerable pyrexia, 
and acute osteomyelitis of the tibia 
may be suspected if it is not remem- 
bered that erythema nodosum is 
nearly always bilateral, which osteo- 
myelitis seldom is. There is never 
ulceration, and this, with the pains 
and swellings about the joints, dis- 
tinguishes it from syphilitic nodules. 
The same features distinguish it also 
Fig. 173.—A typical case of nodular leprosy in a Norwegian. from an erythema of the : legs, the 
(From a photograph by Dr. Armauer Hansen.) result apparently of excessive stand- 
ing, to which young girls are some- 
times subject, and from the node-like swellings which sometimes occur in the legs of 
women suffering from varicose veins. 

The absence of ulceration and the presence of joint-pains are points which differen- 
tiate erythema nodosum from erythema induratum scrofulosorum (Bazin’s disease). Here 
the nodules, which occur chiefly on the legs, are at first subcutaneous, and can only be 
felt, not seen. They are generally discrete, but may become fused together into a solid, 
infiltrated mass, and are apt to break down into irregular ulcers. They differ from the 
nodules of erythema nodosum not only in the features already noted, but also in colour, 
being violet instead of bright red, and not undergoing successive bruise-like changes of 
tint. From gummata they differ in being less painful and in running a less rapid course, 
as well as in being more numerous, and in attacking both legs. The only effect of anti- 
syphilitic treatment is to aggravate the condition. The nodules of erythema keratodes 
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differ from those both of erythema nodosum and of erythema induratum scrofulosorum 
in that they appear only on the back of the finger-joints, while on the palms and soles there 
is overgrowth of the horny tissue, accompanied by cedema and tenderness. 

The condition which Boeck designated multiple benign sarcoid, or miliary benign lupoid, 
presents some resemblance to lupus and sarcoma. The nodules, at first rose-coloured, 
afterwards become livid, then brownish. In size they vary from a millet seed to a large 
bean. The favourite sites of the eruption, which is always symmetrical, are the face, 
shoulders, wrists, and the extensor surfaces of the upper limbs ; but exceptionally the 
scalp, the back, and the lower limbs are attacked. Occasionally the lymphatic glands 
are enlarged. The nodules never break down, but after a period, it may be of several 
years, shrink and disappear, leaving a slight atrophic scar. The affection, which often 
accompanies visceral tuberculosis, is distinguishable both from sarcoma and from lupus 
vulgaris by histological examination, as well as by the course it runs. From the latter 
affection it is distinguished also by the negative reaction in inoculation experiments. 

The subcutaneous nodules of acute rheumatism generally occur over the sheaths of 
tendons and the fascia covering bony prominences, around joints, and on the scalp. They 
may be as small as a pin’s head or as large as a bean. Within limits they can be made 
to glide on the underlying tendon-sheath or fascia. They are sometimes met with in adults 
whose hearts have not been damaged by the toxeemia, but much more frequently in chil- 
dren with distinct valvular lesions, and according to some authorities they are analogous 
to, if not identical with, the nodules that have been found post mortem on the borders of 
the mitral curtain and in the myocardium. The coincidence of nodules such as these with 
rheumatic fever can leave no doubt as to their true nature. Heberden’s nodes (Fig. 155, 
p. 343), the little knobs on the finger-joints which are caused by osteophytic outgrowths 
from the bases of the distal phalanges in certain elderly persons, are unmistakeable, and 
the same applies to the nodular pads which sometimes develop on the backs of the knuckles 
(Fig. 160, p. 347). Multiple subcutaneous cysticerci are a rarity the diagnosis of which 
may be suggested by the eosinophilia, but can only be clinched by excision and micro- 
scopical examination of one of the nodules. Malcolm Morris. 


NOISES IN THE EARS. 


(See TINNITUS, p. 722.) 


NOISES IN THE HEAD are complained of by two entirely different classes of 
patient; namely, (1) The insane, and (2) The sane. 

1. The Insane.—In these cases the noises may be of indistinct or indeterminate 
nature, but more often, in addition to mere noises, buzzings, singings, roarings, hootings, 
there are more definite subjective auditory sensations, which as a rule take the form of 
voices. They then constitute a variety of either hallucination or delusion—the former 
if there is some organic mischief at the bottom of sounds which are misinterpreted, 
the latter if the voices are pure fancy. In either case the hearing of the voices needs 
to be persistent to constitute evidence of insanity, for most normal persons have 
transitory subjective sensations of having been spoken to when they are quite alone. 
If, however, the patient persistently hears voices when there are none, other evidence of 
insanity should be looked for, though it often takes an expert psychologist to detect the 
nature of the mental malady. The voices may appear to the patient to be definitely within 
his own head; on the other hand, they often appear to be external voices, sometimes 
strange to the patient, sometimes familiar ; attributed perhaps to a non-living person, 
a dead wife, or God, or Christ ; perhaps to a living person who is far away—a straying 
daughter, an old friend, a loving mother. The voices may say different things at different 
times, or they may constantly reiterate the same sentence ; in the worst cases they urge 
the patient to this or that particular action, especially suicide or homicide. When 
they have reached this degree there can be little doubt as to their indicating insanity. 
They donot, however, belong to any one type of insanity in particular ; they may occur in 
melancholia, accusing the patient of having committed the unpardonable sin and urging 
him to suicide ; or in mania, urging to homicide for some supposed wrong ; or in general 
paralysis of the insane ; or in either the melancholic or maniacal phase of folie circulaire. 
The chief difficulty in diagnosis arises in the early stages, or when a patient hears diffused 
sounds of subjective origin, due perhaps to organic causes, but feared by the patient 
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himself to be a sign that he is going mad. In such cases much discretion may be required 
in deciding the psychological import of the noises complained of. 

2. The Sane.—Perfectly sane persons, however, may be bothered tremendously by 
subjective noises in the head—sensations resembling the blowing off of steam by railway 
engines ; crackings and groanings ; hissing or buzzing noises ; rhythmical pulsating noises ; 
clatterings and dins like hundreds of drums beating at one time ; roarings ; hammerings, 
and so on. As a rule it is possible, on careful inquiry from the patients, to differentiate 
these into two main types—namely, (1) Those in which the noises rapidly wax and wane, 
though they are never absent, the variations having a more or less rhythmical character 
related to the pulse rate ; and (2) Those in which there is no such rhythm in the subjective 
noises heard. The former group comprises cases in which the fault lies either in the blood 
itself or in the cerebral vessels through which it flows; in the latter group the cause 
usually lies in the ear itself—external, middle, or internal_—_or in the hearing centre in 
the temporo-sphenoidal lobe of the brain. In either case the patient may live for years, and 
get used to the troublesome noises ; general hearing may be quite good in spite of them ; 
and it is often very difficult to be quite certain of their cause because there is so little 
post-mortem evidence to base their pathology on. The patients do not die in hospitals, 
and in general practice post-mortem research into the causation of the noises is rare. 

The hemic and vascular conditions to think of in connection with the first group are 
the following :— 


Artertosclerosis : Granular Kidney—Evidenced by high blood-pressure readings with 
the sphygmomanometer and by albuminuria. 

Aortic Regurgitation —Evidenced by the aortic diastolic bruit and the highly pulsatile 
arteries generally. 

Atheroma of the Cerebral Arteries —Guessed at on account of the age of the patient and 
the condition of the thickened radials and the tortuous temporal arteries ; there 
need be no increased systemic blood-pressure. 

Severe Anemia (see AN&ZMIA, p. 20).—Any condition of severe anzemia may cause noises 
in the head, but it is most marked in cases of pernicious anemia (p. 24), severe 
chlorosis, and anzemia due to any sudden blood loss,—due for instance to post-partum 
hemorrhage, bleeding of a duodenal ulcer, hematemesis. or hemoptysis. 

Graves’s Disease (p. 229).—In which all the arteries may be pulsating very violently. 

Purely Functional Conditions, with or without Hysteria.—Kspecially when there is also 
undue pulsation of the abdominal aorta (p. 543) and great exaggeration of the 
knee-jerks, often visceroptosis, and mobility of the right kidney. 

Toxic Conditions.—Especially intestinal toxemia from any form of chronic constipation ; 
or from alcoholism, acute and chronic ; or from the effects of certain drugs, especially 
salicylates, aspirin, quinine, arsenic, iodide of potassium, plumbism. 


When these causes can be excluded, and there is reason to suppose that there is or 
has been trouble in the ears themselves, the various conditions that need to be considered 
are :— 


Wax in the ear. 

Inflammation of the external auditory meatus. 

Blows upon the ear. 

The effects of work carried on amid exceptional circumstances of noise, e.g., boiler- 
makers, rivetters ; or under exceptional conditions of external pressure, e.g., under 
high pressures : divers, caisson workers, workers in very deep pits; or under low 
pressures : mountaineers, those who live at high altitudes, balloonists, airmen who 
ascend to great heights. 

The effects of of chronic otitis media (otosclerosis), generally preceded by Ororrua@a 
(p. 421). 

Chronic thickening of the bones containing the ears; for instance, as part of osteo- 
porosis, osteitis deformans (p. 155), acromegaly (p. 237), chronic syphilis of the bones, 

.  leontiasis ossea. 

Chronic thickening of the meninges in relation to the petrous bone ; secondary to otitis 
media ; due to injury, age, or syphilitic pachymeningitis. 

Tumour, abscess, or inflammatory changes affecting one temporo-sphenoidal lobe. 


When the noises in the head are due to ear trouble, they are likely to be much more 
marked upon one side of the head than the other ; when due to vascular or hemic states, 
they are more likely to be symmetrical ; this general rule, however, is liable to exceptions 
either way, and in all cases a full examination of the ears is necessary, especially by means 
of the aural speculum and by the tests for hearing described under DEAFNEss (p. 164). 
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Any of the conditions mentioned in either of the main groups above may be associated 
with vertigo, so that the latter is not so useful a symptom in the differential diagnosis as 
might be supposed. Upon the whole, however, it is true that vertigo is to be expected 
more with either local ear conditions or with arteriosclerosis than with any of the others, 
so that in a case in which vertigo is prominent but the blood-pressure is not raised, the 
probability of some local affection of the outer, middle, or internal ear, especially perhaps 
of the semi-auricular canals, will be considerable. 

The Wassermann reaction should be tested in all cases in which there is any hesitation 
in the diagnosis ; if it is positive a syphilitic cause will be likely, and it is surprising how 
many nerve symptoms of obscure origin are really syphilitic. Incidentally, in regard to 
this, though it has no connection with the present subject, it is noteworthy that quite a 
considerable proportion of cases of apparently simple sciatica have been shown to be due 
to syphilis in this way. 

The great majority of patients who complain of noises in the head are adults, and 
most of them are past middle age. The symptom is quite uncommon in children. 

Herbert French. 


NOSE, BLEEDING FROM.—(See Eprisraxis, p. 220.) 
NOSE, DISCHARGE FROM. 


See DiscHarGE, NASAL, p. 178.) 
p 


NOSE, REGURGITATION OF FOOD THROUGH. 


THROUGH THE NOSE, p. 588.) 


(See REGURGITATION OF FooD 


NUMBNESS OF THE FINGERS.—(See Sensation, ABNORMALITIES OF, p. 604.) 
NYCTALOPIA. 


(See Viston, DEFECTS OF, p. 763.) 


NYSTAGMUS.—Several varieties of associated tremor of the two eyes are comprised 
under the term nystagmus. These are: (1) Searching movements ; (2) Pseudo-nystagmus ; 
and (3) Nystagmus proper. 

1. Wide purposeful and slow movements of the eyes in all directions are usually seen 
in people who are born blind or have lost the power of fixation as the result of some obstruc- 
tion of the retina or choroid at the yellow spot. The eyes appear to be seeking for some- 
thing but never rest on any definite object. 

2. Pseudo-nystagmus, which is commonly confused with true nystagmus, is the term 
applied to rapid jerking movements of the eyes when they are carried to the extremity of 
an excursion in any direction. The eyes, instead of remaining fixed on the object, rapidly 
recede from their position and return to it at the rate of four or five oscillations a second. 
This condition is a characteristic symptom in Friedreich’s or hereditary ataxy, and is also met 
with in 40 or 50 per cent of cases of disseminated sclerosis and in many cases of cerebellar 
tumour. For the differential diagnosis of these conditions see PARAPLEGIA, p. 510. 

3. Nystagmus proper is the term applied to the condition in which the eyes make 
rapid regular oscillations about a fixed point, not only at the extremity of an excursion, 
but when the eyes are otherwise at rest, and looking directly forward. The oscillations 
may be in the vertical or the horizontal meridian, or may in some cases exhibit a rotatory 
form. The condition is usually bilateral, though it is occasionally met with affecting one 
eye only, and in some rare cases the character of the nystagmus may differ in the two eyes. 

True nystagmus is caused by :— 

(a). Conditions causing defective vision in the early months of life. As a result of such 
affections, the macular region is not differentiated from the surrounding portions of the 
retina as is the usual course in the early months of infant life, and power of fixation is never 
acquired. Conditions which may thus cause nystagmus are ophthalmia of the new-born, 
congenital cataract, colour blindness, albinism, and certain cases in which there is an 
unusual distribution of the retinal pigment. The diagnosis of these various conditions 
depends on an accurate examination of the eye. 

(b). Conditions developing in later life due to constant strain from peculiar occupa- 
tions, as for example miners’ nystagmus, in which it is probably caused by continued work 
in a dim light, where the central vision necessary for steady fixation is comparatively 
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ineffective, and in which it is associated with other symptoms of failure of the central 
nervous system. As a rule it improves on the cessation of the occupation which causes it. 
(c). Aural irritation, in which it is usually associated with vertigo. 
(d). Nystagmus may also occur in about 12 per cent of all cases of disseminated sclerosis. 
(e). In certain cases of cerebellar tumours it is a marked symptom ; and it may occur, 
(f). In various rare conditions, after traumatism or poisoning, and possibly syringo- 
mvyelia. IT. L. Eason, 


OBESITY implies an excessive accumulation of fatty tissue in the body. It is not 
necessarily pathological, but even in otherwise healthy persons obesity ultimately incom- 
modes them, and is very liable to lead to cardiac symptoms due to fatty changes in and 
around the heart. The following are some of the chief causes :— 


Heredity Ovarian insufficiency 

Continued over-eating Hypothyroidism 

Continued drinking of malt liquors Hypopituitarism 

Too little exercise Cerebellar tumour 

A pre-glycosuric state Hypernephroma 

Chronic parenchymatous nephritis Adiposis dolorosa or | Deru e elicee 
Testicular atrophy or excision Diffuse lipomatosis | 


The majority of the above need little discussion. Families in which all the members 
tend to run to fat are familiar enough ; the individuals may weigh anything from 16 to 
30 stone, without necessarily being ill. Over-eating, over-drinking, and under-exercising 
are generally obvious if the patient’s mode of living is known. The pre-glycosuric state 
is particularly important from the point of view of life insurance : when a young man or 
woman under thirty-five begins to run to fat without apparent 
cause, it is clear that there is an error in his metabolism ; 
there may be no glycosuria at this time, but in quite a 
number of these cases the error of metabolism develops as 
time goes on, until presently there is glycosuria, and finally 
typical diabetes mellitus. 


Fig. 174.—A girl, aged 6, suffering from hypernephroma, which proved fatal 
from secondary deposits in the lungs: the photograph shows the premature 
development of pubic hair, which in this case appeared at the age of eighteen 
months. 


Chronic parenchymatous nephritis sometimes gives rise to 
a large, pale person, who looks, and is, fat and flabby. Part 
of the apparent fatness may be due to excess of fluid in the 
tissues, but there need be no obvious cedema with pitting on 
pressure. There may or may not be a history of previous 
acute nephritis—some of these cases arise insidiously : the 
diagnosis is not difficult, however, where renal tube casts and 


1] : B : ‘ Fig. 175.—The same case as Fig. 174 
an abundance of albumin are found in the urine, particularly — afterremoval of the pubic hair : show- 


> 5 . : ing tk . 1 
if there is a big heart, a prolonged first sound at the impulse, paitalia, withone deecon nen aa 
i=) ? 


a ringing aortic second sound, a high blood-pressure, and _ breasts. 
perhaps albuminuric retinitis. i 
Testicular atrophy or excision as a cause for undue fatness is best exemplified by 
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eunuchs ; similar fat accumulation sometimes occurs in less degree as the result of atrophy 
after bilateral gonococcal orchitis or epididymitis ; it does not follow tuberculous destruc- 
tion, for the patient then wastes instead. Palpation of the scrotum may indicate the 
diagnosis. 

Ovarian insufficiency is probably a potent cause for undue stoutness in certain women, 
but it is difficult to prove this, because many of the patients suffer from hypothyroidism 
at the same time: there is a close inter-relationship between the thyroid gland and the 
ovaries. Only a small proportion of those cases in which both ovaries have been excised 
become obese ; but when the normal ovarian activities are beginning to abate, especially 
at and immediately after the menopause, it is common for women to become very stout. 
They develop at the same time peculiar nervous symptoms, and it is remarkable how easily 
both the latter and the 
obesity may be relieved by 
relatively small doses of 
thyroid extract ; such cases 
may be termed sufferers 
from hypothyroidism, even 
though they may not have 
the typical signs of complete 
my xo dema—increasing 
stoutness, loss of strength, 
broad features, increasing 
slowness of the _ intellect, 
broadening and thickening 
of the fingers and hands, 
malar flush, and falling out 
of hair and eyebrows. The 
best test of the diagnosis is 
the effect of administering 
carefully graduated doses of 
thyroid extract. 

There are certain boys 
and girls—especially boys— 
who tend to become enor- 
mously fat long before they 
reach the age of puberty. 
The papers were full of a 
typical example of this 
malady a while ago—the 
Fat Boy of Peckham. This 
abnormal development of 
fat and size is in some cases 
associated with an affection 
of a suprarenal capsule or 
kidney— hypernephroma. 
The latter does not always Fig. 176.—Case of dystrophia adiposogenitalis. 
cause this overgrowth, how- 
ever, for in another type of patient the tumour leads merely to premature development 
of the pubic hair and external genitalia. Figs. 174 and 175 are from a girl, aged seven, 
who had had thick pubic hair since she was eighteen months old. The clitoris was 
enlarged, but there had been no menstruation. The diagnosis was confirmed post mortem, 
the congenital suprarenal tumour having produced secondary deposits in the lungs after 
seven. years. 

Recent observations seems to show that obesity may be due to affections of the pituitary 
body as well as to those of the suprarenal. We are told that when there is over-activity 
of the anterior lobe of the pituitary, acromegaly results (p. 237); and that when there is 
deficiency in either the anterior or the posterior lobe, the resultant error of metabolism 
affects not so much the bones as the soft parts; Fig. 176 indicates the kind of patient that 
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results. The diagnosis is suggested when, along with the rapidly increasing and clearly 
pathological fatness, there is persistence of the infantile type of intellect, voice, and genital 
organs, a voracious appetite, abundant stools, and a proneness to unusually long hours 
of sleep. It is not necessary that the intracranial lesion should be primarily in the 
pituitary body itself; a tumour at a distance from the latter can sometimes so interfere 
with it indirectly that the same kind of symptoms may result as if the pituitary gland 
was the chief focus of disease; this is probably the explanation of the fatness that is 
so often observed in cases of cerebellar or cerebral tumour. 

Adiposis dolorosa, diffuse lipomatosis, and Dercum’s disease all seem to be closely 
related. There are two types—the alcoholic and the congenital syphilitic; the former 
is the commoner, and occurs in older patients than does the other. Extreme fatness 
develops, but not quite universally ; the abdominal wall, especially on either side of the 
umbilicus, the neck, shoulders, arms, forearms, thighs, and legs may become enormous, 
but the hands, feet, scalp, ears, nose, and forehead escape. The patient’s muscular power, 
as tested by the dynamometer, is very small, sometimes not a tenth of the normal ; and 
when any of the fat parts are taken hold of firmly, without any pinching or other pro- 
cedure that would be unpleasant to an ordinary patient, some of these cases experience 
acute pain—the name adiposis dolorosa describing the two main symptoms of the 
malady. There are often mental symptoms at the same time; a patient of thirty may 
periodically imagine she is only eight, and behave and speak as though for the time 
being she were a child again; and so on in other cases, the types of mental symptoms 
being protean. Superficially these cases may simulate myxcedema, but a moment’s 
observation will show that there is no affection of the hands and feet, which are just the 
parts to be first broadened and thickened by myxcedema, besides which thyroid treatment 
does not bring about material improvement. Herbert French. 


OBSTIPATION.—(See Constipation, p. 121.) 
OBSTRUCTON, INTESTINAL.—(See Vomrrtinc, p. 767; and ConsTipaTION, p. 


121, and consult Index at end.) 


(EDEMA, ASYMMETRICAL.—(Cidema of one leg or arm, or of some local part of 


the head, face, neck, or trunk, may be due to any of the following causes :— 


SA Bye Blockage of lymphatics, e.g., in cellulitis, 
COpR eal | or other local inflammation ; filariasis 
| Artificial, by ligature 
| Drug cedemas, such as those caused by— 


Constriction by amniotic bands 
Communications between arteries and veins 


Acquired :— | Aspirin 
Blockage of veins : Antitoxie sera 
1. From within—non-infective thrombus, | Iodides 
varicose veins, infective thrombus, Bromides 
e.g., white leg Mercurials ; and any which cause urti- 
2. By pressure from without—by glands, carial lesions (p. 771) 
tumours, aneurysms, etc. Angioneurotic oedema. 


Congenital Causes are rare, but as a rule they are identified easily. 


Acquired Causes.—The diagnosis may be obvious: For instance, there may be tooth- 
ache with unilateral cedema of the face, or a scalp wound with boggy swelling all round 
it, or a well-marked cellulitis, with red streaks extending up the limb showing the course 
of acutely inflamed lymphatics. It is only rarely that a cellulitis presents any difficulty 
in recognition ; namely, when the inflammation is not very acute, and when there is no 
obvious source of infection, such as an abraded toe or a suppurating wound of a finger. 
Cellulitis may then be confounded with gout ; but the history, the presence of leucocytosis, 
and the absence of other gouty manifestations will indicate the real complaint. There 
may be considerable pyrexia in acute gout (Fig. 151, p. 339), so that the temperature chart 
does not serve to distinguish it from cellulitis. 

Varicose veins are a frequent cause of asymmetrical cedema, especially in the leg, and 
if there is thrombosis as well, very marked swelling results. The thrombus, however, 
does not always lie in a superficial vein, and if it is in a deep one such as the popliteal, 
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femoral, or iliac, the case may not be so clear. The thrombus in these cases is often due 
to septic infection, and the common source is sepsis in connection with the uterus following 
parturition—white leg; or it may arise in the course of a prolonged febrile illness such 
as typhoid fever, or in a case of cachexia resulting from malignant disease or other prolonged 
and debilitating malady, or from one of the blood diseases such as leukaemia. 

When none of these causes is present it is necessary to examine carefully to ascertain 
whether there is any swelling pressing on and obstructing the veins, such as an aneurysm 
in the popliteal space or a mass of malignant glands ; and not only must the whole limb 
be examined, but also the rectum, vagina, and lower part of the abdomen, and the neck 
and upper thorax in the case of the leg and arm respectively. For instance, there may 
be a tumour springing from some structure in the pelvis causing pressure on the iliac veins ; 
and swelling of the arm might be caused by an aneurysm, subclavian or thoracic, or by 
a mediastinal new growth, in which case w-ray examination may be of material assistance 
in verifying the cause. The cedema due to venous obstruction pits readily on pressure, 
but where the lymphatics are blocked the 
cedema is much more solid; this may be an 
important diagnostic point. 

Elephantiasis due to blockage of lymphatics 
by the parasite filaria sanguinis hominis is not 
common in England, though a pseudo-elephan- 
tiasis, due to long-standing lymphatic obstruc- 
tion with resulting roughening, thickening, and 
fibrotic changes in the skin and underlying 
tissues, is not uncommon, and may result from 
long continuance of a tumour, or be associated 
with a badly-united fracture, or follow some 
operation in which the lymphatics have been 
removed, e.g. after amputation of the breast 
and axillary contents for carcinoma. Probably 
the most difficult group of all cases to diagnose 
is that in which there is a thrombus of one of 
the deep veins of the leg without any obvious 
disease, and in this event the diagnosis can 
only be arrived at by a process of exclusion. 
Milroy’s Disease (Fig. 177) is diagnosed from 
the family history (see p. 414). 

Ligature—It sometimes happens that a 
patient, generally a female, presents herself 
with an cedema of a limb for which no explan- 
ation can be offered. It has to be borne in : 
mind that there are some neurotic individuals Fig. 177.—Milroy’s or Meige’s disease: A case of 


: 4 : 3 3 : unilateral hereditary trophcedema of the leg. The 

who will tie a ligature round their limbs in condition had developed spontaneously in a girl who 

; i ; y had never been out of England, and who suffered little 

order to simulate disease or to excite sympathy qi inconvenience from the affection. She was 21 when 

and who have even gone so far as to suffer the photograph was taken, and had had the swelling 

4 : ° for years. Note that the enlargement of her right 
amputation. It 1S often extremely difficult to leg ceases abruptly at the groin. 


detect the fraud; but if the possibility be 
suspected, the nurse in charge must be instructed to keep watch, and at unexpected 
times to search the patient, when a handkerchief or a piece of string may be found con- 
stricting the limb. The fact that the upper limit of the oedema is sharply defined should 
awaken suspicion. It may be difficult to differentiate this from angioneurotic wdema 
(Quincke’s disease), but the latter condition is, as a rule, transitory, and affects different 
parts of the body, e.g. the tongue, lips, eyelid, hands, ete., at different times (7g. 178, 
p. 412); the fact that the patient has had previous attacks generally points to the diagnosis, 
and the malady often occurs spontaneously in several members of the same family. 
George E. Gask. 
(EDEMA, SYMMETRICAL.— Owing to accidents of posture—such, for instance, as 
the patient sitting with one leg to the ground and the other supported upon a chair, or 
lying in bed turned well over to one side, and remaining in this asymmetrical position for 
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a long time—it is possible for cedema which would really be symmetrical to appear asym- 
metrical. Allowing for this source of fallacy, however, the causes of symmetrical cedema 
are different from those of asymmetrical oedema (see above). One may subdivide cases 
into three main groups, namely : (1) Those in which the cedema is universal 3 (2) Those cases 
of edema in which the swelling involves the face, neck, and arms, but not the legs or the lower 
half of the trunk ; (8) Those in which the cedema affects the legs, or the legs and lower half of 
the trunk, but not the arms, neck, or face. 

(idema of the legs is by far the commonest type, and by far the most important point 
in the diagnosis is to decide as soon as possible whether this edema is due to Bright’s disease, 
heart failure, or to some other cause. The broad distinction into these groups is seldom 
difficult. - The urine should be tested at once ; if albumin be present, microscopic examina- 
tion for renal tube-casts is essential, their presence indicating renal mischief, their absence 
probably excluding it, unless the renal lesion is very acute, in which case there will be renal 
epithelial cells even if there are no tube-casts ; if there be no albumin in the urine, renal 
inflammation as a primary cause of cedema of the legs is unlikely. 

It will be easy as a rule to decide whether there is failure of cardiac compensation or 
not ; if there is, the differentiation between the 
four main groups of causes of heart failure, 
namely, primary valvular, primary muscular, 
primary lung affections, and primary arterial or 
renal conditions, will be made upon the lines 
indicated upon p. 14. 

Other causes for cedema of the legs will be 
suggested by other symptoms in the case or by 
the history, but they cannot be diagnosed with 
certainty until both renal inflammation and 
heart failure have been excluded. It seems 
worth while, however, to discuss in rather 
greater detail each of the main groups indicated 
above. 

Cases in which the @dema is Universal.— 
When a patient has a tendency to universal 
symmetrical cedema, the great probability is 
that he is suffering from either primary acute 
nephritis or acute nephritis superposed upon 
chronic nephritis ; the diagnosis is indicated by 
the occurrence of albumin with tube-casts. The 
degree of cedema exhibited in different regions 

Fig. 178.—Angioneurotic oedema. of the eyelids varies partly by reason of the looseness of the 

Sa pou Depirtiass subcutaneous tissues in different places, and 

partly by means of the effects of gravity. 

Other things being equal, the cedema shows most in the legs, lumbar region (lumbar 

cushion), penis, scrotum, labia, eyelids, and face, though careful examination may show 

that there is some degree of cedema in every tissue from scalp to toes ; it is due to the 

influence of gravity that when the patient is up and about the cedema is most marked in 

the legs ; is very marked in the lumbar cushion and the genital organs when the patient 

sits propped up in bed; and is most prominent in the eyelids when the patient has been 
lying horizontally, as during sleep. 

Other causes for universal cedema are rare, but it may sometimes be due to a universal 
condition of angioneurotic edema (Fig. 178), though this is much more often asymmetrical ; 
or to overloading of the tissues with fluid—for instance, as the result of excessive trans- 
fusion or infusion, or in patients who have been swilling beer day after day until their bodies 
have become sodden. Such cases present an appearance highly suggestive of acute 
nephritis, but the absence of albumin from the urine, the history of excessive drinking over 
long periods, and the complete recovery when the drinking is stopped, point to the dia- 
gnosis. Generalized cedema, usually not of extreme degree, is apt to be complained of by 
some anemic girls, generally between 15 and 20 years of age, often in association with 
gastric symptoms, especially persistent vomiting after food, and with constipation. These 
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eases have no name; they are chiefly of importance in that they are very apt to be dia- 
enosed as nephritis, although there is no albuminuria as a rule, and they get well by them- 
selves. The cedema is doubtless toxic, but whether the causal toxin is intestinal, or derived 
from some other source, no one knows. The same applies to certain cases of acute universal 
oedema in infancy or childhood, simulating acute nephritis, but differing from the latter in 
that there is no albuminuria and spontaneous recovery occurs. Both types differ from 
true angioneurotic oedema in that the condition is not familial like the latter (p. 411). 
Similar universal cedema, perhaps toxic in origin, but unaccompanied by any evidence of 
nephritis, follows severe gastro-enieritis in children, even when no saline infusion has been 
resorted to. 

Certain poisons may produce universal oedema, though rarely ; iodide of potassium 
has been known to do so to a mild degree ; one of the effects of snake-bite also is to produce 
universal edema with or without albuminuria, though as a rule the part originally bitten 
is very much more swollen than are the other portions of the body. 

Aspirin affects certain individuals in a curious way, producing urticarial wheals and 
universal swelling, transient as a rule, or lasting little more than twenty-four hours ; though 
sometimes so severe that the whole face is swelled up and bloated to such an extent that 


‘the patient is for the time being unrecognizable. The symptoms appear to depend here 


upon personal idiosyncrasy to the drug. 

Only in very rare cases does heart failure produce cedema of the hands and arms as 
well as of the legs, and when it does so the patient usually has been ill some time, the dia- 
gnosis has already been made, and the end is not far off. 

(Edema of the Face, Neck, and Arms, but not of the Legs or Lower Half of 
the Trunk, is nearly always due to obstruction to the superior vena cava or to the main 
branches which go to form this, and the commonest cause of this obstruction are thoracic 
aneurysm, mediastinal new growths, or gumma, chronic mediastinal fibrosis, and thrombosis 
spreading to the main trunk from, for instance, an axillary vein infected from a whitlow 
or from other sources of phlebitis. When the swelling comes on acutely, as it may In any 
of the above conditions, acute Bright’s disease may be simulated on account of the extreme 
puffiness of the eyes; but further examination will show a remarkable limitation of the 
cedema to the head and upper limbs, whilst the urine will probably not contain albumin. 
If the obstruction to the superior vena cava persist, there will be evidence of collateral 
circulation in the form of varicose veins upon the chest wall (see VEINS, VARICOSE 
THORACIC, p. 750). 

It only remains to add that, instead of being asymmetrical, inflammatory lesions may 
sometimes produce almost symmetrical cedema of the face or neck, in which connection 
one may mention erysipelas, cellulitis, anthrax, angini Ludovici, the differential diagnosis 
which is based upon the history, the constitutional symptoms, the local appearances 
of the inflammation, and the results of bacteriological examination. 

Similar symmetrical swelling may be produced in the hands or arms either by .angio- 
neurotic edema (Fig. 178), or by allied vasomotor neuroses, such as Raynaud’s disease. 
Swelling of the eyes and face suggestive of oedema may sometimes be due to bouts of crying, 
prolonged attacks of coughing, as for instance in whooping-cough, or as the result of catarrh 
due to a common cold, measles, or to the effect of such remedies as potassium iodide or 
arsenic. 

(Edema of the Legs and Lower Part of the Trunk, without any of the Neck or 
Face, is suggestive of heart failure or of nephritis, and the main points that arise in the 
differential diagnosis have been discussed above. If both these main groups of causes 
can be excluded. however, it is important to remember how often the legs may swell as 
the result of poverty of the blood in any condition of anemia. This is perhaps seen best 
of all in cases of chlorosis, for patients suffering from the severer types of anzmia, such 
as pernicious anemia, lymphatic or splenomedullary leukemia, Hodgkin's disease, splenic 
anemia, pseudo-leukemia infantum, are less continuously up and about than are many 
cases of chlorosis. The same applies to the severe anemia which follows loss of blood from 
hemoptysis, haematemesis, post-partum and other hemorrhages ; or to the less acute 
anzmias that result from parasitic infections such as Bothriocephalus latus or Ankylostomum 
duodenale, or the effects of certain drugs ; or to cachectic conditions such as result from 
carcinoma, sarcoma, syphilis, tuberculosis, starvation, malaria and various other tropical 
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infections. The differential diagnosis of these conditions will seldom depend upon the 
presence of cedema alone, and each of the maladies will be found discussed under the 
heading of some other symptom. 

Obstruction to the inferior vena cava may lead to extreme cedema of the legs; if due 
to phlebitis, the clotting of the inferior vena cava itself is nearly always preceded by that 
of the veins of one leg, so that even when the final result is symmetrical, the history nearly 
always points to it having begun asymmetrically. When the inferior vena cava is obstructed 
by new growth or by the pressure of ascitic fluid, the diagnosis will depend upon the 
discovery of some abnormal mass, or upon the interpretation of the cause of the AscrrEs 
(p. 43). Much difficulty sometimes arises, as in a case mentioned on Daw ts 

The influence of the vasomotor nerves in controlling the balance of lymph production 
and lymph absorption in the legs is sometimes interfered with. One sees a good example 
of this in the cedema which develops in the lower extremities in convalescent patients 
when, having been long in the horizontal position from any cause, they first begin to 
walk about ; it is probable that a perfectly normal person kept at rest in bed for three 
months would suffer from cedema of the legs in varying degree for some days or weeks 
after first beginning to use his limbs, and the tendency is still more marked in those who 
have been laid up by gastric or duodenal ulcers, typhoid fever, fractured femur, and so 
. on. It may at first arouse a suspicion of some kidney 
lesion, though the absence of albumin, and the way in 
which the cedema disappears spontaneously in time, 
especially under the influence of massage, indicate the 
diagnosis when the history of long confinement to a 
horizontal position is known. Diseased conditions of 
the vasomotor system may produce even more marked 
oedema, as seen in elderly people, in some cases of 
Raynaud's disease; in angioneurotic cedema ; in associa- 
tion with peripheral neuritis, especially in the tropical 
variety called beri-beri, an epidemic febrile illness | 
generally seen in this country only in seaport towns as 
the result of an outbreak amongst seamen on board 
ships in which the diet has consisted largely of decorti- 
cated rice. 

There is a peculiar hereditary disease in which 
cedema of the lower extremities, occurring in many 
members of a family (Fig. 179), may be a prominent 
feature; in the early stages this cedema is asym- 
metrical, affecting one leg before the other, but sooner 


Fig. 179.—Bilateral hereditary tropheedema 
of the%legs in a girl of 21, twelve other members 
of the family being affected by the complaint 
also. She had never been out of England. 
There was no abnormality above Poupart’s 
ligament. Milroy’s or Meige’s disease. (For a 
full account see Hope and French, Quart. Jour. 


or later both legs may become involved, until, if the 
family and personal history were not known, the 
cedema of Bright’s disease might be suspected. The 
affection is known as Milroy’s disease, Meige’s disease, 


of Med., vol. i. No. 3, p. 312.) or hereditary trophedema. The sudden demarcation 


between the swollen and the non-swollen parts at the 
level of a joint—ankle, knee, or hip—is characteristic. There is sometimes a history of 
periodic acute attacks of pyrexia and of gastric disorder associated with an increase in 
the swelling, not altogether unlike those occurring in angioneurotic cedema. The swelling 
may cease at the ankles in the early stages; when a subsequent spread occurs, it may 
reach almost suddenly up to the knees, ceasing there for a variable number of years, until 
ultimately it spreads to the groins, above which it seldom extends. The diagnosis is easy 
when the family history is obtainable. 

Myzxoedema is a condition in which the swelling of the legs may simulate actual cedema 
very closely, and indeed in not a few cases the subcutaneous tissues of the feet and legs do 
pit to a certain extent on pressure. When there is actual cedema as well as myxocedema, 
considerable doubt as to whether there may not be a cardiac or other factor, as well as 
thyroid insufficiency, will arise. The urine often contains albumin, moreover, though 
generally without tube casts ; the patient is nearly always a woman of middle age (Fig. 104, 
p. 234), who has recently begun to get much stouter, and at the same time less active both 
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mentally and physically. The diagnosis of myxcedema will be confirmed if the untoward 
symptoms and the abnormal state of the subcutaneous tissues disappear under the 
influence of thyroid medication. 

It is not easy to include all the possible causes of cedema in a classified list, but the 
following include those which have been discussed above :— 


1. Universal (dema. 


Soddening from beer drinking 

Toxins (? intestinal) in girls and children 
Iodide of potassium 

Snake-bite 

Heart. failure. 


Primary acute nephritis | 

Acute nephritis as an exacerbation of chronic 
nephritis 

Angioneurosis 

Excessive transfusion or infusion 


2. @dema of Face, Neck, and Arms, but not of Legs. 


Obstruction to the superior | Erysipelas Coughing 
vena cava by: Cellulitis Measles 
Thoracic aneurysm Anthrax Common cold 


Mediastinal new growth 
Mediastinal gumma 
Mediastinal fibrosis 
Thrombosis 


Angina Ludovici 
Raynaud’s disease 
Angioneurosis 
Crying 


Ptomaine poisoning, shell- 
fish variety 

Arsenic 

Aspirin 


3. Edema of the Legs, without any of the Neck or Face. 


Heart failure secondary to: | Anemia following excessive | Inferior vena cava obstruction 
Valvular disease blood loss by: 
Myocardial affections Parasitic affections, especially Thrombosis 
Chronic lung affections Bothriocephalus latus New growths 
Renal or arterial affections Ankylostomum duodenale Ascites 
Bright’s disease Cachectic states due to: Convalescence 
Chlorosis | Carcinoma Old age 
Pernicious anemia Sarcoma Raynaud’s disease 
Lymphatic leukemia Syphilis Angioneurosis 
Splenomedullary leukemia Tuberculosis Beri-beri 
Hodgkin’s disease Starvation Milroy’s disease (hereditary 
Splenic anemia Malaria trophcedema) 
Pseudo-leukemia infantum Tropical affections Myxcedema 
Herbert French. 
OLIGOCYTHAMIA.—(See AN&m14, p. 20.) 
OLIGURIA.—(See ANurta, p. 39.) 
OPHTHALMOPLEGIA.—(See Srrapismus, p. 649; Pupir, ABNORMALITIES OF 


foe, p. 951 ; 


and DipruopiA, p. 174.) 


OPHTHALMOSCOPIC APPEARANCES, NOTES ON.—(Plates XIX and XX ‘ 
Fig. a-——A Physiological Cup may vary in size, but usually occupies the centre of 


the disc. 


the temporal slope being more gradual. 


The retinal vessels dip over the edge, which is usually steeper on the nasal side, 
At the bottom of the cup is seen the lamina 


cribrosa, which is mottled by the openings through which the retinal nerve fibres pass. 

A physiological cup is distinguished from that caused by glaucoma (fig. v) by the 
fact that it occupies only the centre and not the whole of the disc. 

Fig. b—Congenital Crescents are common, and usually situated at the lower part 
of the disc, in contrast to myopic crescents (figs. h and 7), which are seen on the outer 


side. 


cribrosa, and are often associated with hypermetropia. 
Fig. c—Pigmented Crescent in Disc Margin.—The disc margin is always more 
or less pigmented, the amount varying from a small crescent to a complete ring. The 
pigment has no pathological significance. 
Fig. d—Coloboma of the Choroid is a congenital deficiency, and it may be 
recognized by its situation below the disc, the small amount of pigment at the edge of the 


white area, and the presence of healthy retinal vessels on its surface. 


They are probably due to an uneven distribution of connective tissue in the lamina 


It may be associated 


with other congenital abnormalities, such as coloboma of the iris, optic disc, or lens. 
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Figs. e, f—Opaque Nerve Fibres exist normally in the retine of some mammals, 
e.g., the rabbit. The condition is due to the persistence of the medullary nerve sheath of 
the retinal fibres, the sheath being lost usually at the passage of the nerve fibre through 
the lamina cribrosa. The condition may be recognized by the brilliant white colour of 
the nerve fibres, the striated appearance of the white patch, and the fact that the retinal 
vessels are more or less embedded among the nerve fibres. 

Fig. g.—Advanced Syphilitic Choroiditis——In advanced choroiditis the inflamma- 
tory process has ended in the total destruction of the choroid in patches, which in some 
places have joined to disclose large bare areas of sclerotic. There are large masses of 
pigment, usually surrounding the white areas, the pigment being chiefly derived from the 
choroid. The retinal pigment is also increased in the great majority of cases, and vision 
is rendered extremely defective. Macular choroiditis is degenerative in origin, and does 
not usually appear till middle life. It probably commences in the form of macular heemor- 
rhages, which lead to destruction and fibrosis of the retina. 

Figs. h, i.—The Myopic Crescent is usually found on the outer side of the disc, and 
may vary in size and extent from a thin crescent to a large atrophic area surrounding the 
whole dise (posterior staphyloma). Usually, the size of the crescent varies with the amount 
of the myopia and increases with age. 

Figs. k, l—Recent Optic Neuritis is characterized by the swelling of the dise and 
the blurring of its outline by retinal cedema. The retina is greyish and striated in appear- 
ance, owing to oedema between the retinal nerve fibres, and the veins are extremely dilated 
and tortuous. Flame-shaped hemorrhages are also seen on the dise and in the surrounding 
retina, and numerous small retinal vessels on the disc, usually invisible, become dilated 
and apparent. In the later stages of the neuritis the haemorrhages may disappear, and 
the whole disc become greyer and paler, the condition ultimately terminating in post- 
neuritic atrophy (ig. 1). The outline of the disc is entirely lost, and in severe cases 
the disc may be so swollen as to resemble a small mushroom in shape. Radiating lines 
of white patches may also be seen in the macular region, resembling albuminuric retinitis 
(Bigs 2p 2 To). : 

Figs. m, n—Primary Optic Atrophy (fig. n) is characterized by the pallor of the 
disc, white or bluish-white, sharply defined lamina cribrosa, well-marked edge, and retinal 
vessels of normal size. In post-neuritic atrophy (Fig. m) the dise is covered with fibrous 
tissue, which fills up the physiological cup ; the colour is greyish-white, the retinal vessels 
are thin and tortuous, and the edge of the disc is irregular. In some cases of old post- 
neuritic atrophy or fibrosis, following slight optic neuritis, it may be impossible to distinguish 
the condition from primary atrophy. 

fig. o—Thrombosis of the Central Retinal Vein.—In thrombosis of the central 
retinal vein the dise is extremely swollen and cedematous, the edge being indistinct and — 
blurred. All the retinal’ veins are enormously dilated and tortuous, and the fundus is 
covered with flame-shaped and petechial haemorrhages. The oedema of the retina from 
the obstruction of the venous circulation may be so great that the vein may occasionally 
be hidden entirely. 

Figs. p, q, r—Albuminuric Retinitis is characterized by the presence of flame- 
shaped haemorrhages in the nerve-fibre layer of the retina, and white patches. The white 
patches are of two kinds. ._ Those seen in the early stages of the disease are ill defined and 
woolly, scattered about the macular region in an irregular manner. These are due to 
exudate in the nerve-fibre layer of the retina. In the later stages, smaller white patches 
may be seen usually arranged in radiating lines from the macula, which are well defined, 
and glistening or chalky white. 

Fig. s—Embolism of the Central Retinal Artery—In embolism of the central 
retinal artery the retina is generally pale grey or white, owing to the anzemia consequent 
on the obstruction of the artery. The macula itself being adherent to the choroid does— 
not share in the general pallor, and appears as a bright cherry-red spot in contrast. The 
retinal arteries are extremely small, being only fine white threads in places, and the veins 
may be nearly empty. The optic disc is white, blurred, and indistinct. 

Fig. t—Detachment of the Retina.—The detached portion of the retina is silvery- 
grey in colour, and raised above the surrounding fundus. In cases due to serous exudate, 
the detached part of the retina is transparent, arranged in billowy folds, and may float 
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about on movement of the eye. When the detachment is due to growth, the retina is 
usually smooth and opaque. The retinal vessels are small, very tortuous, and dark in colour. 
fig. v—Glaucomatous Discs.—The excavation of the optic disc may be distinguished 
from the physiological cup by the fact that it affects the whole of the disc, the edge often 
being surrounded by an atrophic ring. The retinal vessels bend sharply over the edge, 
and may disappear from view behind the overhanging margin of the disc, reappearing on 
the bottom of the cup.. The lamina cribrosa is well marked, and the disc is white and 
atrophic. 

Fig. w.—Tubercles in the Choroid are seen as ill-defined circular masses varying 
in size from a pin’s head to masses nearly the size of the optic disc. They are usually 
associated with miliary tuberculosis, grow rapidly, but rarely attain any great size owing 
to the death of the patient. It is stated that they occur most commonly in the neigh- 
bourhood of the disc, but this is due to the fact that only the posterior portion of the fundus 
is visible with the ophthalmoscope. Post mortem they are found all over the choroid. 

Fig. «—Hypermetropic Astigmatism.—In hypermetropic astigmatism the disc is 
often oval and ill defined. The physiological cup is absent, the disc red, and the margin 
ill defined. The vessels may be tortuous though not dilated, and unless the error of 
refraction is observed, the condition may be mistaken for optic neuritis. 
Herbert L, Eason. 

OPISTHOTONOS is a rare but characteristic condition, in which the muscles of the 
neck, back, and legs are contracted rigidly in such a way that the body is over-extended 
in the form of an arch, supported by the occiput above and by the heels below. This 
position may be maintained ; more often it is assumed periodically, with partial or complete 
relaxations between the tetanic seizures. Its chief cause is tetanus, but it may also be due 
to strychnine poisoning, spinal meningitis, uremia, and hysteria. 

Tetanus.—The history will often point to the correct diagnosis. If there has been a 
punctured wound recently, and if stiffness of the neck muscles and of the lower jaw (lock- 
jaw or trismus) (p. 729), has set in, to be followed within a day or so by generalized rigidity, 
with severe paroxysmal exacerbations, the opisthotonos is almost certainly due to tetanus. 
The fixed smile—risus sardonicus—is common to tetanus and to strychnine poisoning. An 
attempt will be made to obtain the drumstick bacilli (Plate XXVIII, Fig. T, p. 614) from 
the suspected wound, very often without success. In some cases there will be no obvious 
wound or contusion, but although the source of contagion will then be obscure, the early 
lockjaw and the course of the disease will point to tetanus. 

Strychnine poisoning does not give rise to lockjaw, and the paroxysms of opisthotonos 
are separated by intervals of more complete relaxation than is the case in tetanus; there 

-may be evidence of the source of the poisoning, either accidental, suicidal, or homicidal, 
in the form of a bottle, a hypodermic syringe and needle, a packet of vermin-destroyer, or 
something of that kind. In some cases the diagnosis can only be arrived at by analysis, 
either of the gastro-intestinal contents, or of the viscera post mortem. 

Spinal meningitis seldom causes difficulty in the diagnosis, for it is generally part of 
acute cerebrospinal meningitis, of which the general symptoms and pyrexia will have 
existed some days, if not a week or more, before opisthotonos is likely to occur. Optic 
neuritis may be found, and in some cases the bacteriological and cytological results of 
lumbar puncture, especially the discovery of the meningococcus, may clinch the diagnosis. 

Uremic convulsions are associated with complete coma, whereas in tetanus and in 
strychnine poisoning consciousness is retained perfectly ; the convulsions are epileptiform 
rather than tetanic; there is no persistent lockjaw ; and the urine will nearly always 
contain albumin and renal tube-casts. 

Hysteria sometimes takes a form that may for-the moment be difficult to distinguish 
from tetanus or from strychnine poisoning. Unlike malingering, hysterical contractions 
that are even violent enough to cause opisthotonos do not always make the patient perspire, 
nor do they lead to fatigue in the way that similar voluntary efforts certainly would. The 
diagnosis of hysteria is generally arrived at by watching the case. Persistent lockjaw may 
be present, as in tetanus ; but whereas in strychnine poisoning and in tetanus there is a 
great similarity between one exacerbation and the next, hysterical convulsions are apt to 
be polymorphous ; the more the writhing and the change of attitude and position, the 
less likely is the attack to be organic. The mind remains perfectly clear in tetanus and 
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strychnine poisoning, though its outward expression may be prevented by the muscular 
paroxysms ; in hysteria, the mental attitude is in one way or another abnormal for the 
time being. In arriving at a diagnosis it may be of great assistance to know full details 
of the patient’s previous history, for there may have been similar hysterical outbursts on 
former occasions. Herbert French. 
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OPHTHALMOSCOPIC APPEARANCES, NOTES ON, p. 415.) 


ORTHOPNGA, or the inability to breathe unless propped above the horizontal 
position, may be due to many causes, which may be grouped as follows :— 


Failure of the Right Side of the Heart :— 
Secondary to valvular disease of the left side of the heart : 


Mitral stenosis Aortic disease with secondary mitral regur- 
Mitral regurgitation gitation 

Mitral stenosis and regurgitation 

Secondary to affections of the heart muscle : 


Fatty heart | Some cases of pericarditis 
Fibroid heart | Primary alcoholic heart 
Adherent pericardium | 

Secondary to high systemic blood-pressure : 

Arterioesclerosis | Granular kidney. 
Secondary to lung affections : 

Emphysema Fibroid lung 

Chronic bronchitis Pneumothorax. 


Secondary to the effects of chronic poisoning : 
Especially from tobacco smoking. 


Obstruction to the Larynx or Trachea :— 


Acute oedema of the larynx Laryngeal crises of tabes dorsalis 

Acute abductor paralysis Foreign body 

Post-pharyngeal abscess Enlarged thyroid gland 

Laryngeal diphtheria Enlarged thymus gland 

Laryngismus stridulus Aortic aneurysm 

Catarrhal laryngitis, especially at the | Mediastinal new growth 
onset of certain cases of measles Malignant glands in the neck 

Acute pneumococcal, or streptococcal Lymphadenomatous glands in neck 
laryngitis Irruption of a caseous gland into the trachea 

Gidema due to potassium iodide (Esophageal tumour. 


Acute Obstruction of the Bronchi and Bronchioles :— 


Asthma 
Whooping-cough. 


Acute bronchitis 
Acute capillary bronchitis 
Some cases of acute bronchopneumonia 


Mediastinal Masses :— 


Aneurysm New growth 
Huge heart Hydrothorax. 


Enormous Distention of the Abdomen by— 


Ascites Neurosis or hysteria 
Tympanites Solid or cystic tumours. 


By far the commonest cause of orthopneea is heart failure of some kind or another, 
and the differential diagnosis of the variety of heart failure, and whether it is due to 
valvular disease, to myocardial degeneration, to arteriosclerosis, to granular kidney, or 
to the effect of difficulties in the pulmonary circulation from bronchitis and emphysema or 
fibroid lung, has to be decided upon the various grounds that are discussed on p. 14. 
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When orthopnoea is due to obstruction to the larynx or trachea, the fact is generally 
obvious on account of other symptoms, such as stridor, up-and-down movements of the 
larynx itself, sucking in above and below the clavicles and of the lower intercostal spaces, 
'the main difficulty in some of these patients being to decide whether the obstruction is 
sufficiently near the larynx to be relieved by tracheotomy, or whether it is due to mischief 
‘lower down in the trachea, bronchi, or bronchioles. The nearer the obstruction is to the 
larynx the greater will be the spasmodic up-and-down movements of the thyroid cartilage, 
and the stridor. If the evidence is that the obstruction is in the larynx itself, and if the 
orthopneea and difficulty with respiration are extreme, the probability is that tracheotomy 
will be resorted to as an urgency measure, the precise diagnosis being determined later. 
The history, or a local examination, would serve to diagnose or exclude acute abductor 
paralysis, post-pharyngeal abscess, foreign body, enlarged thyroid gland, malignant glands in 
the neck, lymphadenomatous glands in the neck. Enlargement of the thymus gland can 
seldom be more than conjectured, or 
diagnosed by a _ process of exclusion, 
unless there is definite dullness behind 
the upper part of the sternum in a 
child under ten years of age, together 
perhaps with an a-ray shadow of the 
gland (Fig. 180). Aortic aneurysm or 
mediastinal new growth obstructing the 
trachea will generally have given rise 
to other characteristic symptoms at the 
“same time; particularly in the case of 
mediastinal new growth to obstruction 
_of the innominate veins or the superior 
vena cava, with varicose distention in 
the superficial thoracic veins by way of 
collateral circulation (ig. 99, p. 208). 
The x-rays may be useful in confirming 
the diagnosis (Fig. 100, p. 209). 

In a great many cases, particularly 
in children, none of the above will be 
the least likely, and if foreign body and 
post-pharyngeal abscess have been ex- 
cluded by digital examination, the first 
‘suspicion will be that the patient is 
suffering from laryngeal diphtheria. 

This may be confirmed by the presence 
of a small quantity of membrane on 
the pharynx, the uvula, or elsewhere, 
though quite commonly when laryngeal 


Fig. 180.—Skiagram showing an enlarged thymus gland. No 


thoracic symptoms. The large thymus was discovered in the 
course of a routine x-ray examination on account of dyspepsia in 


diphtheria is extensive there is no 
obvious exudate upon any of the visible 
parts at the back of the mouth. The 


a female, aged 48. 
T. Shadow of the large thymus. 


H, Shadow of the heart. 
D, Shadow of the diaphragm. > 


(Skiagram by Dr. C. Thurstan Holland.) 
existence of cases of diphtheria in the - 


same house or in the neighbourhood may point to the diagnosis; but in every case 
swabbings should be obtained from as far back in the throat as possible, and examined 
for Klebs-Loeffler bacilli, both in direct films and by culture. Until laryngeal diphtheria 
ean be excluded by the absence of Klebs-Loeffler bacilli—mand a single negative result does 
not necessarily exclude the disease—the nature of the case will probably remain in doubt. 
Acute oedema of the larynx is nearly always due to some microbial infection, and therefore 
in a sense it includes acute pneumococcal or streptococcal laryngitis, the diagnosis of 
which depends upon bacteriological cultivations from swabbings from the throat. Cidema 
may also be due to similar infection of ulcerated places in the throat developing in the 
course of tuberculous, syphilitic, malignant, lupoid, traumatic, or post-typhoidal laryngeal 
ulceration. 'The previous history, with the results of examination of the lungs, larynx, and 
sputum, will indicate the diagnosis of these various conditions. 
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The laryngeal crises of iabes dorsalis are exceedingly rare; they might be suggested | 
if the patient were known to have no knee-jerks and Argyll Roberson pupils, but even — 
then there might be doubt as to whether they were really crises and not the result of 
syphilitic ulceration, or due to the administration of potassium iodide in these cases. Acute 


cedema of the larynx is sometimes spoken of as one of the complications of acute Bright’s 


disease, but it is very rare in this malady, rarer than acute cedema of the lungs ; it | 
is usually a terminal factor, the diagnosis of nephritis having been made previously on | 
account of general cedema and albuminuria with tube casts. Laryngismus stridulus is a 


dangerous diagnosis to make, for many cases thought to be this are really examples of 


diphtheria : if laryngismus stridulus does occur, it is to be expected in rickety children | 


who show a tendency to spasmodic muscular contractions in other parts besides the larynx, 


such for instance as convulsions from slight causes, or the carpo-pedal contractions of | 
infantile tetany (‘spasmophilia’). It is supposed that similar spasmodic contractions of | 


the muscles of the larynx produce paroxysms of laryngeal obstruction with acute dyspneea, 


orthopneea and cyanosis ; but no such cases should be diagnosed as simply neuro-muscular — 


until every precaution has been taken to exclude all other causes of laryngeal obstruction, 


especially diphtheria. Now and then one meets with a case in which an apparently healthy | 
child is seized suddenly with acute dyspncea, cyanosis, orthopncea and general respiratory _ 
distress, without any signs of laryngeal obstruction, the result of irruption of a caseous 


Sronchial or mediastinal gland into the lower part of the trachea or a main bronchus. The 


Symptoms are precisely such as one would expect if the patient had suddenly inhaled a | 
foreign body of some size, and if one can be quite sure that no such foreign body has been | 


inhaled, the correct diagnosis may sometimes be guessed at. It would be confirmed if, as 


occasionally happens, a sudden effort of coughing leads to the caseous or cretaceous mass _ 


being expectorated. 


The difficulty of being certain whether, in.a given case of severe respiratory distress | 
with evidence of obstruction, the mischief lies in the larynx or in the lungs, is sometimes — 


considerable ; in either case there may be marked cyanosis, orthopncea, dyspnoea, sucking 


in above and below the clavicles and of the lower intercostal spaces: the most important | 
point to note is whether the larynx itself remains stationary as when the mischief is in © 


ihe lungs, or whether it moves up and down with the respiratory movements as it does 
when the trouble is in the larynx. Very often both the lungs and the larynx are involved, 


and it may then be very difficult to decide which is the more so, and consequently whether | 
tracheotomy is indicated or not. The chief point on which to lay stress, besides the move- | 


ments of the larynx, is the result of a physical examination of the chest for evidence of 
acute bronchitis or of bronchopneumonia. 


True asthma is a spasmodic variety of dyspnoea, the diagnosis of which, and the | 
difficulty of distinguishing between asthma complicated by bronchitis. and bronchitis | 


simulating asthma, are discussed elsewhere (p. 535). 


Whooping-cough is seldom difficult to diagnose, for even when the patient himself — 


does not exhibit the typical whoop, he will be affected by a severe paroxysmal cough, 


possibly leading to vomiting, and at the same time relatives or friends may be affected by | 


cough which gives rise to the typical whoop. 


Mediastinal masses, such as aneurysm, a huge heart, new growth, hydrothorax with | 


marked displacement of the heart, and enormous distention of the abdomen by ascites, 
tympanites, or by large tumours, will generally have been diagnosed before they reach 


the stage of producing orthopncea. The chief reason why a very large heart or a thoracic | 
aneurysm may produce orthopnoea, even when there are no signs of failure of the cardiac | 


compensation is that when a patient sits up there is a greater distance between the sternum 


and the vertebre than when he lies back. The cause for the orthopncea is thus mechanical, . 
the patient sitting up to allow a bigger space for the accommodation of the abnormal 


mass ; hence in some of these cases he may be able to walk about and see to his business 
without distress during the daytime, and yet be unable to lie down at night. The cause of 
the orthopnoea associated in this way with a huge heart is quite different from that in 
which there is failure of the right side, the former being a mechanical means of giving a 
big mass more room, whilst the latter is due to the need of maximum assistance from the 
respiratory blood-pump. Herbert French. 
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- OTORRHGA.—Discharge from the ear may result from a variety of causes, some 
trivial, others serious. The skin of the normal external auditory meatus contains numerous 
ceruminous and sebaceous glands, the secretion of which, known as cerumen or wax, may 
lead to trouble by forming a hard solid plug which gives rise to deafness, tinnitus, and 
vertigo. Though not usually included under the heading of ‘* discharge,’ impacted ceru- 
men may be the cause of a purulent discharge-from the ear. 

When a patient complains of an aural discharge, the colour, amount, and character 
should be ascertained. Any offensive odour should also be noted. The discharge may be 
purulent, muco-purulent, or serous, but occasionally it consists of blood, either alone or 
mixed with one of the above-mentioned varieties. 

A discharge of blood from the external auditory meatus (oforrhagia) may be the result 
of an injury. The following lesions may cause this symptom :— 

Fracture of the base of the skull. When the line of fracture crosses the middle fossa it 
traverses the petrous portion of the temporal bone and opens the tympanic cavity, tearing 
the tympanic membrane. 

Injury to the external auditory meatus, usually at the junction of the cartilaginous and 
osseous portions, the result of a blow on the chin, the force being transmitted backwards 
‘along the inferior maxilla. . 

Rupture of the tympanic membrane, which may occur as the result of the introduction 
of a foreign body through the external auditory meatus, or after a fall or blow on the head 
without any injury to the base of the skull. 

Bleeding from the ear is by no means diagnostic of fracture of the middle fossa ; in 
most cases the skull is not injured. Care must be taken to make sure that the blood has 
not trickled into the meatus from some small wound of the scalp or external ear. If the 
external auditory meatus has been injured, the source of the hzmorrhage may be dis- 
covered by mopping the blood away with plugs of cotton-wool and examining with a spe- 
culum. A tear in the tympanic membrane may be visible if the hemorrhage comes from 
the tympanum. If the skull is fractured, the hemorrhage is usually profuse, while if the 
membrane alone is injured it is comparatively slight. The hearing should be tested, for if 
the base of the skull is fractured, injury of the auditory nerve is an occasional complication. 

A variety of acute inflammation of the middle ear known as acute hemorrhagic otitis is 
characterized by a discharge of blood. This trouble is usually associated with influenza, 
but may also occur in hemophilic patients. The hemorrhage is preceded by pain, and the 
membrane is markedly hyperemic, or may show petechial spots. A haemorrhage or blood- 
stained purulent discharge occurring in the course of chronic suppurative otitis media will 
probably be due to the presence of polyp? or of masses of granulations. A similar blood- 
stained discharge may be present in malignant disease of the external or middle ear. 

Very rarely erosion of the internal carotid artery may lead to a severe fatal hemorrhage 
from the external auditory meatus. The artery in its course through the carotid canal is 
separated from the anterior part of the tympanic cavity by only a thin plate of bone, which 
may be deficient. Owing to chronic suppuration, this portion of bone may be destroyed 
and the walls of the artery weakened, so that it may give way suddenly, leading to a quickly 
fatal bleeding from the ear, nose, and mouth. A similar severe or fatal heemorrhage may 
result from erosion of the lateral sinus from a similar cause. 

Cerebrospinal fluid may escape from the external auditory meatus after a fracture of 
the middle fossa, and its presence may be regarded as diagnostic of this injury. The flow 
is usually copious, and may last for some days. Liquor Cotunnii may escape when the 
labyrinth is injured. In appearance it resembles cerebrospinal fluid, but the amount is 
very small. In chronic suppurative otitis media the discharge may be serous, and bear 
some resemblance to cerebrospinal fluid, from which it may have to be distinguished in 
a patient unconscious as the result of a head injury. Apart from examination of the mem- 
brane through a speculum, this can be effected by collecting some of the fluid and testing 
for albumin, which is present in considerable quantity in the fluid from the labyrinth. A 
serous septic discharge also contains much albumin, while cerebrospinal fluid has only the 
merest trace. 

Purulent Discharges.—In by far the greater number of cases the discharge is 
obviously purulent, muco-purulent, or sero-purulent. Such a discharge may arise from 
some lesion of the external auditory meatus, from disease of the middle ear, or from 
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suppuration in some adjacent structure, the pus making its way into the external or. 


middle ear, and so draining from the external auditory meatus. 


The following lesions of the external auditory meatus gives rise to such a discharge :— | 
Eczema. 'The discharge in this case may be serous. The trouble may be caused by | 
the irritation of a plug of impacted cerumen, or it may be associated with eczema of the 
auricle or of some other region of the body. It must be remembered that eczema of the | 
external auditory meatus and of the external ear may be caused by a discharge of pus from | 
the middle ear, and hence, when the external auditory meatus is eczematous, every care | 


must be taken to make sure that chronic middle-ear suppuration is not also present. 


The presence of a foreign body, such as a plug of cotton-wool which has been inserted | 
and forgotten, or of such foreign bodies as children occasionally insert, may produce a | 
dermatitis of the meatus leading to a discharge of pus. This condition is recognized easily | 


on examination with the speculum. 


Furunculosis.—This not uncommon trouble gives rise to very acute pain and swelling | 


of the meatus, followed by a discharge of thick pus. A furuncle may usually be seen on 


otoscopic examination, and the trouble may be diagnosed from the extreme tenderness _ 


and swelling of the meatus, and the presence of an opening from which the pus escapes. 
Secondary Syphilis.—In this disease condylomata may occur in the external meatus. 


The discharge is usually serous, and may have a very foul odour. The diagnosis will © 


depend upon the presence of other secondary troubles or the history of the primary sore. 
Tertiary syphilitic ulceration may also occur at the orifice of the meatus. Wassermann’s 
reaction should be tested. 

Suppurating Sebaceous Cyst—The cutaneous lining of the external auditory meatus 
is well supplied with sebaceous glands, which may give rise to cysts; these may inflame 
and suppurate. The signs, symptoms, and appearances closely resemble those of furun- 
culosis. 

Diphtheritic Inflammation of the ear is rare, but the nature of the abundant swelling 
and muco-purulent discharge to which it gives rise may be overlooked entirely unless the 
Klebs-Loffler bacillus (Plate XXVIII, Fig. L, p. 614) is looked for by cultural methods. 

Epithelioma may occlude the external auditcry meatus. The appearance is often so 
characteristic that the diagnosis presents no difficulty ; but it may be simulated by chronic 
inflammation with granulation tissue, by lupus of the ear, or by rodent ulcer ; the duration 
of the disease may assist in the diagnosis, but histological examination of a portion of the 
affected tissue should be resorted to in cases of doubt. 

Caries or necrosis of the bony external auditory meatus will give rise to a profuse 
purulent discharge, associated with the presence of polypi or of masses of granulations. 

The diagnosis of the above causes of an aural discharge may be easy, but on the other 
hand it may be a difficult matter to make sure that there is no disease of the middle ear at 
the same time, for there is likely to be so much swelling, and probably tenderness of the 
meatus, that it is impossible to get a view of the membrane. It must also be borne in 
mind that when there is a discharge of pus from the middle ear the lining membrane of the 
canal is frequently swollen, inflamed, and eczematous. 

The most frequent cause of a purulent discharge from the ear is suppurative otitis 
media, either acute or chronic. In the former case, the discharge is preceded by acute 
pain, usually paroxysmal, with pyrexia and more or less severe constitutional symptoms. 
The discharge usually consists of thick pus, and there may be much swelling of the meatus 
preventing a satisfactory view of the membrane. When this can be seen it has a charac- 
teristic hyperemic and swollen appearance, and the perforation through which the pus 
escapes can be made out. 

A bacteriological examination of the discharge will often throw considerable light on 
the cause and also help considerably in prognosis. The most serious forms are associated 
with diplococci and the streptococcus pyogenes. The former include the meningo-coccus 
(Weichselbaum), the gonococcus, micrococcus catarrhalis, and the gram-positive pneumo- 
coccus. Staphylococcus pyogenes albus and aureus are much less virulent than the others, 
and are found in connection with furunculi as well as with middle-ear disease. The tubercle 
bacillus is often found to be the cause of otitis media and otorrhcea in children. Deafness 
and tinnitus are also present, but there is usually no pyrexia, and pain is remarkably absent. 
Examination shows a swollen dull red or pink membrane, while a perforation, often in the 


| 


it 
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anterior region, may be made out after cleansing the meatus. In this disease, rapid destruc- 
tion of the bone may also occur without pain. 

In chronic suppurative middle-ear disease the character and quantity of the discharge 
vary enormously, from only a slight serous discharge to a profuse flow of foul pus, Fre- 
quently the amount and character vary from time to time, and occasionally the flow is 
intermittent. The presence of other symptoms, such as deafness, tinnitus, pain, and 
vertigo, must always be inquired for. The membrane must be examined after syringing 
out and drying the meatus. In practically every case a perforation will be found, though 
occasionally the pus may make its way along some bony track which opens into the ex- 
ternal auditory meatus. The position of the perforation should be ascertained, whether it 
is in the membrana propria or in Shrapnell’s membrane. In the latter case the suppura- 
tion occurs chiefly in the attic, and the ossicles are likely to be carious. Generally speak- 
ing, perforations in the anterior portion of the membrana propria are of less serious nature 
than those in the posterior portion. The presence of polypi or granulations must be noted, 
and if possible the site from which they spring determined. | 

In addition to the above causes of an aural discharge, abscesses in adjacent structures 
may occasionally burst into, and lead to a copious discharge of pus through, the external 
‘auditory meatus. An acute mastoid abscess may discharge in this way through a sinus 
which opens on the posterior aspect of the meatus. In chronic mastoid suppuration pus 
may make its way from the mastoid air-cells in a similar manner. Rarely a cerebral abscess 
in the temporo-sphenoidal lobe may burst into the tympanum and discharge through the 
external auditory meatus. Occasionally, an abscess in the parotid gland may extend back- 
wards and discharge through the anterior wall of the meatus. A similar result may happen 
with an abscess which originates in disease of the temporo-mandibular joint, or even in the 
neighbouring lymphatic glands. Philip Turner. 


OXALURIA.—This term is generally used to include any condition under which 
erystals of calcium oxalate are to be found on microscopical examination of the urine. 
They occur in two forms, of which by far the most characteristic and common is familiarly 
described as the ‘ envelope’ crystal—really a regular octahedron ; when crystallization 
has occurred imperfectly, a spheroidal form with a central constriction like that of a ‘ dumb- 
bell’ may be seen occasionally (Fig. 181). Hither form is transparent, highly refractile, 
and usually quite colourless. If the precipitate is sufficiently abundant to be visible to the 
naked eye, it is generally pure white ; it often comes down after more or less mucus has 
already gone to the bottom of the specimen glass, so 
that a dense white layer is seen lying on the top of a 
less white flocculent mass ; this appearance has been 
described as that of the ‘powdered wig.’ 

The crystals are soluble in any mineral acid, but 
they are insoluble in water or ordinary acetic acid 
solution. They may be found in any urine, whether 
acid or alkaline, but are commonest in acid urines. 
They may be in the urine when it is voided; more 
often they form as the urine stands in the specimen 
glass, and it is important to remember that if a slide 
is prepared from the centrifugalized deposit of a urine ae: &. : 
and allowed to stand for a while before it is examined ik Mei ast anae oaks 
under the microscope, numbers of very minute calcium 
oxalate crystals may appear even when none are to be found in a similar specimen 
examined at once. 

The deposition of calcium oxalate is by no means necessarily pathological ; indeed, 
upwards of 20 milligrams are excreted in the urine daily, even 35 milligrams not being 
beyond the normal limit. So long as the oxalic acid is combined to form soluble salts such 
as those of sodium or potassium, no envelope crystals appear, but it is common for the 
proportion of oxalic to other acids on the one hand, and of calcium to other bases upon 
the other, to be such that the insoluble oxalate of lime is formed and precipitated, either in 
the urinary passages or after the specimen has been voided. 

Certain patients presenting symptoms of gastric or intestinal indigestion have a curious 


424 OXALURIA 


tendency to suffer from alternating oxaluria and phosphaturia ; in their dietetic efforts to 
obtain comfort they cause marked variations in the reaction of their urine ; at one time it 
is markedly acid, and oxalates are precipitated, at another it is alkaline and an abundant 
deposit of phosphates forms. No special significance attaches to this alternation. 

Circumstances which cause an absolute increase in the amount of oxalic acid excreted 
will naturally increase the tendency to visible oxaluria. The best-known exogenous sources | 
of oxalic acid are certain vegetable products, of which the following in particular may | 
be mentioned: tea, cocoa, rhubarb, spinach, gooseberries, figs, coffee, chicory, chocolate, | 
peas, beans, beetroot, artichokes, tomatoes, and beer. It is probable, however, that there 
is also an endogenous source for oxalate of lime, for even a starving person still excretes _ 
oxalates in his urine. The source of these is still obscure, but it is held by many that uric 
acid, creatinin, and possibly other allied substances, may be a source of oxalate. The fact 
that uric acid crystals and those of oxalate of lime are to be seen not infrequently, either 
together, or alternating with one another on different days, would seem to favour this view, 
and gouty persons are perhaps more liable than others to oxaluria. Calcium oxalate 
crystals may be found in the urine at any age, however, from infancy onwards. 

In great part, oxaluria is physiological and dietetic ; nevertheless there is a decided 
tendency now-a-days to revert ‘to the older view that when a patient’s metabolism is such 
as to cause a constant deposition of calcium oxalate crystals in the urine, it is also apt to 
lead to a group of symptoms of which nervous dyspepsia, neurasthenia, and even hypo- 
chondriasis are the chief. The discovery of calcium oxalate crystals in the urine of such 
patients therefore might be of assistance in determining the nature of the dietetic and other 
treatment that should be adopted for the cure of the other general symptoms. 

There are at least three other ways in which the knowledge of the existence of oxaluria 
may be important :— 

1. Concerns patients who present Symptoms that may be due to renal or vesical cal- 
culus. Microscopical examination of the centrifugalized urinary deposits in such a case 
may serve to detect not only pus cells and red blood-discs, but also caleium oxalate crystals 
that, instead of being all separate from one another, as is the rule in a dietetic or neuras- 
thenic case, may be obviously agglomerated into minute calculi; if there are clinical sym- 
ptoms of stone, the discovery of microscopic aggregations of crystals is highly suggestive of 
there being a larger calculus present somewhere in the urinary system. 

2. If oxalate crystals are deposited in numbers in the urine whilst it is still in the 
bladder, irritability of the latter is apt to follow, with a tendency to undue frequency of 
micturition ; such oxaluria is not altogether infrequent as the cause for persistent nocturnal 
enuresis in girls and boys. 

3. In some ways this is one of the most important features of oxaluria. The same 
irritation by oxaluria that:may produce the nocturnal enuresis in girls and boys may lead 
to the urine of adults containing a considerable excess of nucleo-proteid, and, in the male, 
numbers of spermatozoa. There may be no symptoms whatever, and in that case the only 
importance of the condition lies in the fact that the nucleo-proteid may be mistaken for 
albumin ; for if the boiling test is applied to a specimen containing nucleo-proteid in excess, 
a cloud of phosphates may come down, and then when acetic acid is added to dissolve up 
this cloud, a residual haze may remain behind because the acetic acid, at the same time that 
it dissolves the phosphates, precipitates some of the nucleo-proteid. This source of fallacy 
may be obviated in either of two ways: the haze of nucleo-proteid will clear up on addition 
of a drop of nitric acid, whereas a similar haze, due to albumin, will remain ; or, to make 
quite certain, three test-tubes may be used: into the first, put plain urine without any 
boiling ; into the second, urine plus acetic acid without boiling ; and into the third, urine 
plus acetic acid, the mixture being thoroughly boiled. If the haze is due to a nucleo- 
proteid only, it will be equally marked in the second and third tubes, whereas if there 
is albumin as well, the haze in tube three will be denser than that in tube two. 

Just as oxaluria may lead to nocturnal enuresis in adolescents, so in a few adult males 
it has been regarded as a factor in the causation of excessive nocturnal emissions or sperma- 
torrhoea. Herbert French. 


PAIN, ABDOMINAL (General).—Most abdominal pain is local, e.g., that due to a 
renal or biliary stone or to appendicular colic. The most serious cause of general abdominal 
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pain is acute general peritonitis. If this be perforative, at first the pain is local at the 
seat of perforation, and the abdomen is retracted ; but soon, whether the peritonitis is or 
is not perforative, the abdomen becomes distended from paralysis of the bowel, and the 
pain becomes general. Increase in the rate of the pulse, rigidity, and immobility of the 
abdominal wall on breathing are most important signs for diagnosis. Quickly the pulse 
becomes more rapid and wiry, the patient looks ill, the temperature is raised a little, the 
bowels are constipated, and there is some nausea, perhaps vomiting. In cases of doubt it 
is a good plan to count the pulse-rate at intervals of ten minutes ; a progressive rise in the 
successive pulse-rates often points to the need for urgent laparotomy. There may be a 
rapidly progressive leucocytosis. It is often said that the drawing up of the knees on to the 
abdomen is of importance ; sometimes it is very striking, but in many patients with acute 
general peritonitis the legs are not drawn up, and they may be drawn up in other condi- 
tions. The early diagnosis of acute general peritonitis is of the utmost importance. It 
has been estimated that in many cases each hour’s delay in opening the abdomen means 
that the chances of death are increased 5 per cent. Morphia should never be given when 
it is thought there is even a remote possibility that any illness is acute general peritonitis, 
for it makes the subsequent diagnosis so difficult. The onset of pneumonia is sometimes 
announced by an abdominal pain so acute that the patient is thought to have acute general 
peritonitis ; the relatively rapid respiration rate may point to the lesion being in the 
chest, but in some of these cases it is only by anxious watching that one can decide whether 
the disease is primarily thoracic or abdominal. Sometimes it is both—for instance, in 
pneumococcal septicemia. 

Chronic General Peritonitis.—This usually causes a dull feeling of heaviness rather than 
a general acute pain. The chief points to be observed in arriving at a diagnosis are the 
chronicity of the trouble, the presence of fluid in the peritoneal cavity, and the fact that 
masses of thickened peritoneum can often be felt. The most usual is the puckered, thick- 
ened omentum, forming a tumour lying transversely at the middle of the abdomen ; some- 
‘times other lumps can also be felt. It must not be forgotten that. an infiltration of the 
stomach with new growth will give rise to a tumour lying transversely across the abdomen, 
and so may a diseased colon. The presence of these peritoneal thickenings often gives 
the abdomen a dough-like feel. The commonest cause of chronic peritonitis is tubercle. 
Often there is no discoverable tubercle elsewhere to help us to a diagnosis, but the hectic, 
irregular temperature may be a guide. As the fluid increases, the umbilicus becomes 
flattened out (see AsciTEs, p. 43), and in tuberculous peritonitis sometimes red. 

Intestinal Colic-—This is due to many causes which lead to painful contraction of 
the intestinal muscles. The pain is always paroxysmal and usually recurrent, so that a 
severe attack consists of frequently recurring paroxysms. ‘There are all degrees, from 
quite a slight pain to one that causes the patient to shriek and break out into a cold sweat. 
The temperature is usually normal, but is occasionally slightly raised. The pulse is usually 
of normal rate unless the temperature be raised. The abdomen is generally distended, 
and in a bad case peristaltic movements of the coils of intestine may be seen. Often the 
abdominal muscles are reflexly contracted and rigid. The pain may come on without 
warning, or may be accompanied by nausea, eructations, and borborygmi. It is usually 
felt at the umbilicus, from which region in a severe case it spreads over the whole abdomen. 
The patient tosses about in the severity of it, and finally selects a position in which he can 
bring pressure to bear on the abdominal wall ; in peritonitis this, so far from relieving the 
abdominal pain, increases it. Intestinal colic is usually brought on by eating some 
indigestible article of food, so the history will help us; but it may be due to obstruction. 
‘In children, intestinal colic is recognized by their cries, restlessness, and the drawing up 
of the legs. 

Acute or subacute Intestinal Obstruction is a common cause of general abdominal pain, 
and requires most careful diagnosis (see VomITING, p. 767). 

Lead Colic.—This is diagnosed by the symptoms of colic, as given above, by the 
history and occupation, and by the presence of other signs of lead poisoning (p. 34), of 
which the most characteristic is a blue line on the gums. 

Gastric Crises may cause general abdominal pain, but they will be recognized by the 
absence of knee-jerks and other signs of tabes dorsalis. 

Abdominal Neuralgias.—This phrase is applied to severe abdominal pains unassociated 
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with any organic disease. The greatest caution must be exercised, and a diagnosis of | 


abdominal neuralgia must be looked upon with great suspicion, for there is no doubt that 

such a diagnosis is often wrong, the patient really having organic disease. The pain may 

be local, e.g., those neuralgias of the kidney which resemble renal calculus, or it may be 

general. Disease of the spine must be excluded carefully. Often these patients have 
neuralgia elsewhere. The cases last a long 
while ; they are commoner in women than 
men. In a few, opening the abdomen has 
shown that the small intestine or colon is 
spasmodically contracted (enterospasm), and 
indeed, it may be felt through the abdominal 
wall as a swelling like a thick cord. These 
patients are often given morphia, but this 
should not be done.- It is not infrequent to 
find that severe abdominal pain is appar- 
ently due to the administration of mor- 
phia, for the pain ceases when the drug is 
withheld. I have seen two such cases 
recently. 

General Visceroptosis often causes a 
general dull, dragging abdominal pain. It 
can easily be diagnosed by feeling the dis- 
placed liver or kidney, by looking at the 
abdominal outline seen from the side when 

the patient stands up (see Fig. 56, p. 1278 


Fig. 182.—Skiagram to show the normal appearance of the 
rectum, colon, and cecum after injection of the bowel with a 
bismuth enema. Note that food has passed the ileoczezal 
valve and entered the small bowel. Male, aze 14. 


(Skiagram by Dr. C. Thurstan Holland.) 


see also CONSTIPATION, p. 121), and by 


observing the displaced stomach or intes- 
tines by the a-rays after the administration 
of bismuth. (Compare Fig. 182 with Fig. 


183.) W. Hale White. 


PAIN, BEARING-DOWN.—This form 
of pain is very frequent in diseases of 
women, and is an associate of many pelvic 
conditions. It is impossible in many in- 
stances to dissociate it from chronic aching 
pain; but it is not every chronic pain 
which has the bearing-down character. It 
is usually the result of impaction of some 
pelvic structure, and owes its character 


: . Fig. 183.—Skiagram after a bismuth meal. showing ptosis 
more particularly to pressure on the rectum, of the ascending and transverse colon. Twenty-five hours 
and someti \ i 2 after the meal, Female, age 19. rect posture. 

‘i ‘ etimes on the bladder 5 Displace (Skiagram by Dr. C. Thurstan Holland.) 
ment of pelvic organs, or even simple con- 


gestion of them, will sometimes produce it. 

Its source is not always strictly gynecological, as it may be the result of rectal disease, 
such as cancer, ulcer, or hemorrhoids. It is thus closely associated with rectal tenesmus. 
The commonest cause is, perhaps, backward displacement of the uterus, and it is most 
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marked in retroversion of the pregnant uterus, especially if impaction of the organ occurs. 
Impaction of a pelvic tumour may produce it, uterine fibroids, ovarian tumours, and pelvic 
hematocele being the chief swellings which give rise to it. These produce pain of a 
different character in addition, due to pressure on nerves ; but the bearing-down character 
is more particularly referred to the rectum, hence it is commonly believed to have some 
relation to pressure on the rectum. A pelvic abscess of peritoneal origin is an unusual 
impacted swelling, which gives rise to very severe bearing-down pain: impacted, because 
it is bound down by peritoneal adhesions, and exercising pressure because of the tension 
in it. The bearing-down character becomes most marked if the abscess involves the 
rectal wall, as it so frequently does, causing a flow of mucus and much irritation of the 
rectum. 

The differential diagnosis of the causes of this type of pain can be made only after a 
complete pelvic examination by abdominal palpation, and bimanual examination by the 
vaginal and by the rectal touch. Further, it may be necessary to examine the bladder 
by the cystoscope, or the rectum by the finger or sigmoidoscope. The differential diagnosis 
of the pelvic disorders mentioned is discussed under SWELLING, PELVIC (p. 688). 

T. G, Stevens. 


PAIN IN THE ANKLE.—(Sce Jornts, AFFECTIONS OF THE, p. 337.) 
PAIN IN THE ARM.—(fee Paty iy THE Extremity, Uprer, p. 442.) 


PAIN IN THE BACK.—From occiput to anus, a pain referred to the spinal axis is 
a frequent complaint, and the diagnosis of its cause is very often a most troublesome 
problem. We start with the broad generalization that a pain in any area must be due 
to irritation, either of the trunk or the terminals of the sensory nerves supplying the spot, 
or, it may be, of a nerve which is in immediate anastomosis with that to the painful area. 
Pain referred to any one spot and due to central (cerebral) irritation is so rare as not to 
require mention here (except that arising from gross cerebral trouble, which will be referred 
to by the patient as Hrapacue, p. 298) ; and applying this principle to the spinal axis, we 
find that the sensory divisions of the spinal nerves, from the first cervical to the coccygeal, 
all divide into branches for (a) the skin, (b) the bones and meninges of the spinal canal, 
(c) the muscles lying on the vertebral column, and (d) the viscera contained in the cranium, 
neck, thorax, abdomen, and pelvis. Consequently, to interpret rightly the meaning of a 
pain in the back, we must look not only to general conditions affecting the blood (fevers of all 
sorts are often associated with a general backache as a prominent feature), but to the 
condition of the organs contained in that spinal segment (or the one immediately above 
or below it) in which the pain is complained of. 

Another very useful generalization is this. We may draw a distinction between a 
pain complained of spontaneously in a spot not associated with tenderness on firm pressure, 
and one in which such tenderness is present. In the latter case, the tender spot is located 
in all probability at or near the seat of the trouble ; in the former case it is probable that 
the pain is one referred by the brain to the spot, but not really arising there—a ‘ referred 
pain,’ as it is termed; and this is the more likely if we find that the skin over the area 
is very sensitive to light stimulus, but not more sensitive—perhaps even less so—to a 
stimulus which is rather rougher, a pressure rather firmer than a light touch. Carrying 
this to its extreme, we have the paradoxical phenomenon of severe pain being complained 
of in an area the skin over which is absolutely anesthetic ; this indicates a complete 
lesion of the trunk of the nerve concerned. 

Coming now to the practical diagnosis of a pain in the back, we can pretty easily and 
accurately eliminate those cases owning a pyrexial origin by observing that the patient 
not only complains of a pain in the back but looks acutely ill ; if he does so, take his 
temperature, and if this be found to be raised above 100° F., we may be sure that we have 
to deal with a zymotic disease at its onset, or perhaps it may be with a meningitis or a 
myelitis or even acute rheumatism, and in all of these the pain in the back is only an 
obtrusive symptom, to which will very soon be added some of the signs distinctive of the 
disease. 

Often, however, we have to deal with cases in which the patient, except for the pain 
in the back, is comparatively well, and he is concerned to know what it means. Two or 
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three questions immediately arise in such a case, the answers to which will throw light on 
the nature of the trouble. The first thing is to ask him to locate the pain; the next to 
enquire how did it arise, i.e., did it come suddenly after a blow? after some unusual 
exertion ? after some unintentional movement, say of the head and neck, or a slip off a 
pavement ? And then again, how long has he had it, and has he ever had a similar pain 
before ? Again we proceed to ask, is it constant or intermittent ? If the latter, what 
action on the patient’s part will cause it to return, or what position will ease it when it is 
present ? 

It is but seldom that we have not by these questions arrived at a provisional 
diagnosis in our own minds, but we must never omit to make a careful physical examina- 
tion for points which will corroborate or correct this diagnosis. 

Inspection may reveal skin conditions, such as a patch of herpes, which may be 
either the real cause or an outward manifestation of a cord or bone lesion ; swellings or 
redness may be apparent, or undue prominence of a spinal process ; bruises or purpura 
may be seen, or a pulsating tumour proving aneurysm; glands may be visible in the 
posterior triangle of the neck. It will also reveal any trace of lateral curvature, a frequent 
source of backache in young people. 

Palpation may reveal great tenderness on pressure, either of muscles or bone ;_ it 
may show fluctuation (remember that this fluctuation must be vertical, not lateral, to 
be reliable) ; it may prove the absence of tenderness, and may also show hyperesthesia 
of the skin, suggestive of pain referred from a viscus. <A very useful hint is frequently 
derived from the observation of the results of palpation ; sometimes these can better be 
seen when a special stimulus such as an electric current or persistent rubbing is applied 
to the skin; thus it may be found that over one small area a blush is raised more easily, 
or is more persistent, than elsewhere ; this is strong evidence pointing to visceral disease 
as the cause of the pain; it is due to, and proves disorganization of, the sympathetic 
nerve distributed to the viscus. This method will also reveal hyperesthesia or anesthesia 
if testing be conducted with a light touch and a pin. 

The next step is to apply tests for disease of the bony walls of the canal ; tap each 
spinal process in turn with a percussion hammer, and note whether pain is elicited at any 
spot ; jar the heels alternately with the leg held rigid from the hip ; letting the patient 
come down on the heels himself is more risky and less satisfactory ; also test for pain on 
resisted movements of the limbs or trunk. 

We may then find if pain is aroused by movements of any kind—flexion, extension, 
and rotation. 

Lastly, with the patient lying on his back, a careful examination must be made from 
the front in the ordinary way for evidence of any visceral disease, or of growth of any kind. 

If the cause of the trouble should still remain obscure, or perhaps in any case for 
future reference, two or three a-ray photographs of the painful area will be taken. 

We may now consider the reverse order of procedure, and ask what ere the local 
diseases associated with pain in the back, and what are their distinguishing points. We 
may enumerate these according to the structures involved, thus: 


Skin.—Uleers, herpes, ete. ; obvious on inspection. 

Muscles.—Abscesses, trauma, acute inflammations ; so-called rheumatism, stiff 
neck, lumbago, etc.; simple debility ; overwork. 

Joints —Rheumatism ; implication in caries or in rheumatoid arthritis, ete. 

Bones.—Caries, aneurysm, growths eroding ; trauma. 

Meninges.—Inflammations ; growths. 

Cord itself—Tumours ; inflammation; trauma. 

Viscera in front—Aneurysm ; gastric or duodenal ulcer ; dyspepsia ; gall stones ; 
‘uterine or ovarian trouble; appendix; rectum; bladder and vesicule 
seminales ; kidneys. 


It would be impossible within the limits of this article to give a complete differential 
diagnosis of all the above, but the procedures of investigation which we have already 
noticed will almost certainly enable us to come to some conclusion, and it remains here 
only to indicate a few of the more special points in differential indications, and a few of 
the commoner mistakes. 
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Lumbago v. Tumours.—If a patient complains of ‘lumbago’ of some standing, it is 
essential to test the nervous system, the knee-jerks and other leg reflexes, and to contrast 
them on the two sides ; to look for wasting of muscles, especially on one side, to investigate 
the power of the muscles in walking and in simpler movements ; to examine the pelvic 
organs and the abdomen for growths of any kind. Only when all these points yield nega- 
tive results can we permit ourselves to think that it is simple lumbago. Lumbago is 
almost always on both sides; a tumour most frequently gives one-sided symptoms first, 
though they may spread to the other side later. Rectal examination should never be 
omitted, and in suitable cases vaginal examination should be made also. 

Aneurysm in Thorax v. Indigestion, etc—It cannot be said that this is a common 
mistake, but it is a very serious one. The difficulty is that an aneurysm is extremely hard 
to recognize when it arises from the descending arch ;. bruits are usually absent, and it is 
perhaps only when a pulsating tumour in the back appears that the diagnosis is made. 
The severity, the dull, aching character, and the persistence of the pain are the main 
features that may help to suggest such a serious cause. The patient should be investigated 
by the w-rays. 

Occipital Headaches v. Caries of Spine-——Owing to the frequency with which delicate 
patients, particularly women and young subjects, complain of pain in the neck, it is well 
to draw special attention to this locality, though diagnosis is fairly easy. The occipital 
headache due to a tumour is unmistakable by its severity, and the almost invariable 
association of vomiting and optic neuritis. The dull, constant, wearing pain of caries, 
worse on any slight jar, and the fixed position in which the patient holds the head, are 
sufficient to arouse suspicion ; the x-rays will almost certainly clear up the diagnosis. A 
simple stiff neck is acute in its onset, and generally preceded by a definite history of sitting 
in a draught. A ‘ crick in the neck,’ possibly the equivalent for the rupture of a few 
ligamentous or muscular fibres, can be recognized by its sudden occurrence in the midst 
of health with no history of previous pain. 

Debility in Youth, or Lateral Curvature v. Caries.—The shapes of the curves are usually 
sufficient ; but care must be taken to examine the integrity of the bones by the tests 
given above, and one must not be satisfied until all the bone tests have been tried and 
found negative. Local rigidity over the painful area, best tested by making the patient 
stoop and rise again, whilst the physician feels the spine with the fiat of the hand, is strong 
evidence, if persistent, of caries. 

Pelvic Organ Trouble v. Lumbago.—This mistake is of course more frequent in women 
than in men. The only rule to be laid down is always to think of these organs when a 
woman complains of ‘lumbago’ or ‘backache,’ and to enquire carefully into the history 
of confinements and menstruation, and to make a thorough examination. More mistakes 
are made in the diagnosis of a pain in the back from want of thought and from careless- 
ness in examination, than from any inherent difficulties in the diagnosis, at any rate in 
so far as the more serious causes are concerned. Fred J. Smith. 


PAIN IN THE BREAST.—When pain in one breast is the chief symptom that a 
patient complains of, the first and most important step in arriving at a diagnosis is to make 
a most tho.ough examination of both breasts by inspection and palpation, with a view to 
detecting any abnormality at all which might suggest an early carcinoma. The methods 
of such examinations are described on page 685. Unfortunately pain is not by any means 
an early sign, however, in cases of carcinoma of the breast, and generally by the time it is 
pronounced there is an obvious stony hard tumour already infiltrating the skin. 


Other causes of pain in the breast that will generally be obvious upon inspection or 
palpation are :— 


Cracked nipple | Submammary abscess | Epithelioma of the nipple 

Inflammation of the Mastitis, acute, subacute, or | Tuberculous disease of the 
nipple | chronic | breast. 

Cyst of the breast | Galactocele | 


The diagnosis between these various conditions is discussed under the heading of 
SWELLING, MAMMARY, p. 685. 
Pains in the breast due to intra-uterine or to ectopic pregnancy will generally be 
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bilateral and associated with the other signs of pregnancy ; in unexpected cases suspicion 
may be aroused by the dark brown colour of nipples which should be pink, and by the broad 
secondary areola and swollen Montgomery’s glands developing around it. 

The pains in the breast that are associated sometimes with menstruation are also 
bilateral, and their cause may be indicated either by their development synchronously with 
the first menstruation or by their periodic recurrence at each menstrual period in an older 
person. | 

The chief difficulty in the diagnosis occurs in patients whose breasts may be irritated 
perhaps by a hard upper border to their stays, or who may have had a breast pain caused 
by some forgotten injury, but who, perhaps from the occurrence of other cases in their own 
family or amongst their friends, become terrified by the thought that the sensation which 
they have is an indication of incipient cancer of the breast. Once this fear has started 
the pain may assume larger and larger proportions without any existing cause at all; 
whether to label such a pain in the breast hysterical or a neuralgia or something else is 
difficult to decide, but the function of the physician or surgeon will be to examine the breast 
with extreme care, not only once but at intervals, in order to convince himself, and sub- 
sequently the patient, that no tumour at all is forming there. He may very likely be in 
some doubt himself for a while, but in the absence of any trace of even a minute nodule 
he will be justified in waiting for a re-examination at short intervals of say a week ; should 
the slightest nodule become palpable he will generally be justified in advising its removal 
for microscopical examination, even though he has little doubt that it is non-cancerous, 
but if week by week nothing whatever can be found abnormal in the breast, the diagnosis 
of functional breast pain will be established ; and when the patient’s mind is set at ease 
by the absence of any further developments, the pain, previously to her mind severe, will 
generally disappear. ITerbert French. 


PAIN IN THE CHEST is common in all sorts of disorders. Except in the case of 
highly intelligent persons, or of patients who have had large experience of chest-pains 
due to various causes, no great help in diagnosing the cause of such pains can be obtained 
by enquiring into their individual characters; More assistance is furnished by investi- 
gating the circumstances in which the pain is chiefly felt, and the conditions that ease or 
aggravate it. Thus chest-pains due to disease of the heart will be increased by anything 
that makes the heart beat more rapidly ; those due to lung-disease by anything causing 
the patient to breathe faster or cough; those caused by disorders of the stomach will 
generaily be aggravated by or soon after taking food. For pains in the back wall of the 
chest, see PAIN IN THE Back (p. 427) and Pain, INTERSCAPULAR (p. 461). For clinical pur- 
poses, pains in the chest are best classified according to their pathology, and the nature 
and situation of the disorders to which they are due. 


1. Pains due to Diseases of the Tissues composing the Thoracic Walls: the pain is 
in most cases a direct pain :— 


Inflammation of the skin and subcutaneous | Neuralgia: mastodynia 


tissues ; mastitis Herpes zoster 
Adiposis dolorosa ;  neurofibromatosis Pressure on nerves 
Myalgia : pleurodynia: stitch | Disease of the bones of the chest. 


2. Diseases of the Thoracic or Abdominal Viscera; the pain is in most cases 
a referred pain :— 


Pleurisy : empyema Pericarditis 
Pneumothorax Aneurysm: dissecting aneurysm 
Pneumonia Mediastinal new growths 
Pulmonary embolism Mediastinitis 
Heart disease—Valvular disease, aortitis ;| Csophageal obstruction 

angina pectoris, true and false Diseases of the spinal cord. 


Diseases of the Thoracic Wall.—Pain in the chest due to inflammation of its super- 
ficial tissues should not be hard to diagnose. The pain will be confined to the inflamed 
parts and their immediate neighbourhood, and the other three cardinal signs of inflam- 
mation—heat, redness, swelling—will not be absent. In most cases a superficial wound 
or abrasion will be found ; in others, the inflammation will have spread to the surface 
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from some deep-seated lesion, caries of a rib, for example, or an empyema or hepatic 
abscess, or a metastatic abscess arising in the course of pyemia. The diagnosis must be 
made on general] lines in these unusual cases. Mastitis or mammary carcinoma will be 
diagnosed by palpation. The inflammatory phenomena of herpes zoster are considered 
below. 

The very rare condition known as adiposis dolorosa, or Dercum’s disease, is character- 
ized by symmetrical and painful deposits of fat about the body and limbs. It occurs 
mainly in middle-aged women of full habit, though males are not exempt; chronic 
alcoholism is its usual precursor. Neurofibromaicsis is characterized by the growth of 
multiple benign faise neuromata on the nerves, which give rise to pain; but they are not 
tender on pressure, and so contrast with the single false neuromas, which equally give rise 
to pain over the area or distribution of the nerves on which they are situated. 

When pain is felt in the intercostal or other muscles about the chest, and can be 
referred to nothing more definite than ‘ muscular rheumatism,’ the condition is referred 
to as one of myalgia or pleurodynia. ‘Tenderness of the affected muscles is the only 
physical sign present, and it is important that graver mischief, such as pleurisy or pneu- 
monia, should be excluded befcre the diagnosis of pleurodynia is mede. The sudden 
pain in the side familiar to untrained athletes as stitch comes on after sudden exertion, 
and is in all probability due to overstrain of the fibres of part of an intercostal muscle. 
All these muscular pains are relieved by rest or pressure, and aggravated by exertion. 

Pains in the chest may be due to neuralgia, a term which is theoretically applied to 
pain felt in a nerve that shows no evidence of active or old disease. Practically, how- 
ever, neuralgia is the name also given to nerve-pains that follow organic disease both in 
the nerve itself (herpes, neuritis, etc.) and in other parts of the body (gout, tabes, etc.). 
In intercostal neuralgia the pain is felt along the course and distribution of one or more 
of the intercostal nerves. There is marked tenderness on pressure in the affected inter- 
costal space, with three points of maximum tenderness corresponding to the posterior 
primary, lateral cutaneous, and anterior cutaneous branches of the nerve, given off near 
the vertebral spines, the mid-axillary region, and the costosterna] articulations. The 
pain is increased by movement or breathing. Unilateral intercostal neuralgia often 
follows herpes, and must be distinguished carefully from pains that may be felt in organic 
disease, such as tabes, aneurysm or mediastinal tumour, and vertebral caries, in which 
the intercostal nerve is directly or indirectly involved. In phrenic or diaphragmatic 
neuralgia, a rare condition, the pain is felt in the lower part of the thorax along the line 
of insertion of the diaphragm, which may be tender on pressure ; coughing and breathing 
are acutely painful, but there will be no physical signs of disease except the tenderness 
on pressure. The diagnosis must be made from diaphragmatic pleurisy or peritonitis, 
acute hepatic or splenic disorders, and spinal caries, on general lines. Mastodynia, 
mammary neuralgia, or the ‘ irritable breast’ of Astley Cooper, occurs in women during 
pregnancy or lactation, or in connection with pelvic disease. The pain is constant, with 
paroxysmal exacerbations, and its severity may lead to the fear of cancer. Local changes 
—redness, swelling, tenderness—may be found about the breast and nipple. 

Pains in the chest are habitually felt in herpes zoster of the intercostal nerves, some- 
times before, always during, and often after the attack: the third, fourth, and fifth inter- 
costals are those most often involved. Groups of vesicles arise over the area of distribution 
of the affected nerve, filled with serum and implanted on an inflamed base ; they are most 
marked about the exits of the posterior primary, latera! cutaneous, and anterior cutaneous 
branches. The axillary glands become enlarged if the herpes is above the seventh dorsal 
nerve, the inguinal if it is below it. In about a week the eruption scabs over ; in all but 
the mild cases, small whitish scars remain as permanent evidence of the attack. The 
diagnosis is obvious in cases presenting the eruption or its scars, but may be difficult until 
the herpetic vesicles have appeared. It is especially in older patients that severe neuralgic 
pains are likely to remain for months or years as a legacy from herpes, and they may be 
very intractable. 

Pains in the chest will be felt whenever there is pressure on an intercostal nerve; in 
many cases such pressure is bilateral, when the patient will complain of girdle-pains. 
Injury or fracture of the spinal column may involve the posterior nerve-roots or the inter- 
costal nerves, either at once by the pressure of fractured bone or of effused blood, or later 
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by the pressure of callus; abscesses, aneurysms, or primary or secondary new growths, 
may press on the nerves and give rise to severe pain in their areas of distribution. In 
the great majority of cases there will be other physical signs or symptoms to point to the 
diagnosis ; but where there are none, and the pain is due, perhaps, to a minute carcinoma 
in the spinal canal, or to a small thoracic aneurysm that strikes backwards and presses 
on an intercostal nerve, there is no little danger lest the patient be treated for functional 
disorder or malingering. The pains are very severe, and persist for months in spite of 
treatment, while the patient is likely to lose health, weight, and strength. It is true that 
these phenomena may also be observed in functional cases ; but the diagnosis of functional 
disease or neuralgia should not be made until the most careful physical examination, 
including the use of the w-rays, has excluded organic disease of all sorts. 

Chest-pains are, of course, common in inflammation or injuries of the bones of the 
chest—coccal infections, tuberculosis, hydatid disease, etc.—or of the joints connected 
with these bones. In few such cases will the diagnosis of inflammation present difficulty. 

Diseases of the Viscera.—Pain in the chest is extremely common in the various 
diseases of the thoracic viscera, inflammatory or otherwise. In acute pleurisy the onset 
is often insidious, and the pain felt most acutely in the mammary or axillary region, being 
made worse on breathing deeply or coughing. The pain is stitch-like, lancinating, 
described as resembling ‘a knife,’ ‘ stabbing,’ ‘tearing’; it is relieved by anything 
that assists in immobilizing the affected side. The intercostal spaces are tender to pressure 
in pleurisy, just as they are in intercostal myalgia. The diagnosis turns on the discovery 
of other physical signs of pleurisy, whether with or without effusion, particularly of pleural 
friction-sounds. In diaphragmatic pleurisy, the pain is felt in two chief sites: one near 
the costal margin, corresponding to the attachment of the diaphragm ; the other about 
the crest of -the shoulder, corresponding to the cutaneous distribution of the fourth 
cervical nerve ; this is a referred pain, due to afferent stimuli coming up the phrenic nerve 
to the spinal centre of the fourth cervical nerve. The pleuritic friction sounds often fail 
to make themselves heard in diaphragmatic pleurisy, and the diagnosis of intra-abdominal 
disease (cholecystitis, appendicitis, peritonitis) has often been made and acted upon in 
such instances. The pain in empyema is much like that of pleurisy ; it should be noted 
that the appearance of a pleural effusion, whether serous or purulent, often coincides with 
a diminution in the amount of pain felt, because the two inflamed pleural surfaces become 
separated by the fluid and cease to be rubbed together by the respiratory move- 
ments. Chronic pleurisy and. old pleural adhesions give rise to much of the chronic 
pain in the chest and shoulders and root of the neck that occurs from time to time in 
patients with pulmonary tuberculosis. Pain and tightness in the chest are common in 
bronchitis, with or without emphysema ; here the diagnosis will not be difficult if pleurisy 
can be excluded, and much of the pain is probably due to overstrain of the intercostal 
muscles. 

In pneumothorax, about half the cases show an acute onset, with the sense of some- 
thing tearing or giving way in the chest as the patient coughs, and sudden very severe 
pain in the side, aggravated by breathing. In addition the patient exhibits dyspneea, 
prostration, cyanosis, and rapid and feeble action of the heart. The onset in more than 
half the cases is insidious, and the condition subacute or chronic, with comparatively little 
complaint of pain.. The diagnosis, if not made from the history, should be manifest on 
consideration of the physical signs. The affected side of the chest moves very little on 
respiration, and is increased in measurement ; vocal fremitus is absent; the note on 
percussion is usually tympanitic, in rare cases dull; and the voice- and breath-sounds 
are absent on auscultation. If the pneumothorax is at all extensive, the heart will be 
displaced. considerably towards the sound side. Examination with the a-rays will show 
that the diaphragm is immobile on the affected side, and the air-containing pleural cavity 
extremely translucent (Fig. 226, p. 531); the lung forms a shrunken and Opaque mass near 
the middle line and against the spinal column. After a few days, more or less evidence 
of pleural effusion at the base of the pleural cavity will usually be found. 

In pneumonia, chest-pain is extremely common, and is due to pleurisy. If the 
physical signs characteristic of pneumonia delay their appearance, as is sometimes the 
case, and if the pleural friction escapes detection, the diagnosis of some relatively harmless 
condition such as pleurodynia or intercostal neuralgia may incautiously be made. This 
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mistake should never occur; nor is it likely to do so if due attention be paid to the 
patient’s temperature, aspect, pulse, and pulse-respiration ratio. 

Pain in the chest is common in acute pericarditis, and is referred to the precordia 
generally, or to the lower part of the sternum. In many cases no complaint of pain is 
made; in a few instances the pain is exceedingly severe, resembling that of angina 
pectoris. The diagnosis will turn on the discovery of other signs or symptoms of 
pericarditis, particularly of pericardial to-and-fro friction-sounds ; the patient is often 
pale and anxious-looking, and very short of breath. It should be remembered that the 
friction-sounds often remain unchanged when a dry pericarditis has been converted into 
a wet one by the effusion of fluid. Pericardial friction-sound is characteristically a super- 
ficial grating, rubbing, or creaking, usually double or to-and-fro ; in rhythm it is often 
not synchronous with either systole or diastole, beginning in one and being carried on 
into the other. It can often be altered by pressure with the stethoscope or by changing 
the patient’s position ; often it varies from day to day; and it is not conducted well in 
any direction beyond the precordia, being heard within an area that often does not 
correspond with the areas of audition of valvular murmurs. These characters should 
suffice to distinguish pericardial friction-sounds from the murmurs of valvular disease ; 
but it may be very difficult in certain cases to distinguish pericardial from pleuropericardial 
friction-sounds—that is to say, friction-sounds generated in pleurisy by the heart’s move- 
ments. If there is pleurisy of the thin anterior edge of the left lung that comes between 
the parietal and pericardial pleure, the beating of the heart will readily give rise to 
friction-sounds that have a cardiac and not a respiratory rhythm, but are due to pleurisy 
and not to pericarditis. Pain in the chest will be felt in either case ; the two may generally 
be discriminated by the influence of deep inspiration and expiration on the friction- 
sound. In pericarditis, expiration will strengthen and inspiration will weaken (but not 
abolish) the friction-sounds. Pleuropericardial friction will in all probability be altered 
profoundly by respiration, being much increased in one phase (whether inspiration or 
expiration), much diminished, or lost, in another. 

Pain in the chest is common in cases of heart disease, taking in general two forms : 
(1) Precordial pain; and (2) Paurrrarion (p. 484). There is nothing characteristic about 
the precordial pain felt in heart-disease, except the fact that it is brought on most often 
by exertion or excitement. Very similar pain may be experienced by patients with sound 
hearts who are suffering from flatulent dyspepsia ; here the pain is usually felt after meals, 
but may be brought on by exertion if the latter is made soon after food has been taken. 
The diagnosis must be based on the general signs and symptoms exhibited by the cardiac 
patient. In aortic incompetence, the precordial pain is sometimes exceptionally severe, 
taking the character of angina pectoris, and radiating down the left arm or through to 
the back. The sensory nerves of the heart are connected with the spinal cord from the 
first to the eighth dorsal nerve roots ; the first and also the most painful impressions are 
usually received at the second dorsal roots, which are described as being most central to 
the paths of pain from the heart. The painful impressions received from the heart at 
these root-centres are referred to the corresponding areas of cutaneous nerve distribution. 
Those from the ventricle ascend from the second to the fifth ; from the auricle, the fifth 
to the eighth ; from the ascending aorta, the third and fourth cervical, and the first to 
the third dorsal root-centres. These anatomical connections explain the distribution of 
the pains in the chest and elsewhere felt in diseases of the heart and aorta. Severe pain 
in the chest, often of anginal character, is felt in acute or chronic aortitis occurring in young 
syphilitic or rheumatic patients, with or without valvular disease ; the pain is most 
marked when the base of the aorta and the coronary orifices are involved. 

Pains in the chest, together with mental anguish, are the outstanding features of true 
angina pectoris, and are in most cases brought on by exertion. The pain is in the region 
of the heart, and suggests that the heart has been caught in a vice, so excruciating is it. 
A sense of impending dissolution, or of a pause in the operations of nature, has been 
described as added to the physical torture. Radiations of the pains through to the 
shoulder, down the left arm’s inner side to the little and ring fingers (less often down the 
right arm), up the neck, into the supra-orbital region, are very common. The patient 
becomes faint and collapsed, pale, and clammy ; the pulse changes ; flatulence and the 
passage of abundant pale urine follow the attack, which may last for a few seconds or minutes, 
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or may continue, with varying intensity, for hours. The diagnosis will rest on the extreme 
severity of the pain, its association with valvular disease or arteriosclerosis, or both, and 
the fact that the attacks are almost always brought on by exertion or severe emotion. 
The true must be distinguished from false angina pectoris, also called pseudo-angina or 
vasomotor angina pectoris. This commonly has a neurotic, less often a toxic (tobacco, 
tea, coffee) basis ; it is less severe, and is never fatal. It is far commoner in women than 
in men; often comes on when the patient is at rest, or at night ; may occur at any age, 
and is not associated with cardiac or vascular disease. Attacks of false angina last for 
an hour or two. True angina is perhaps ten times commoner in men than in women, and 
occurs between the ages of forty and sixty as a rule; false angina is perhaps five times as 
common in women as in men, and occurs in younger patients. Typical cases of the two 
conditions will be distinguished readily from one another, but every gradation is met with, 
and it may be impossible to refer intermediate cases—for example, patients with severe 
heart-attacks and valvular or myocardial lesions—with precision to either one class or 
the other. 

Chronic or recurrent pain in the chest is a very variable Symptom of aortic aneurysm. 
In some patients, a large aneurysm may erode rib-cartilages and intercostal spaces, and 
present itself at the surface of the body without having made itself felt. In others, 
agonizing pain (true angina pectoris) may be occasioned before an aneurysm at the root 
of the aorta has grown large enough to produce any physical signs at all; in these the 
pain is no doubt due to aortitis or mesaortitis for the most part, or to obstruction at the 
coronary orifices. Speaking generally, the pain of aortic aneurysm may arise in two ways : 
(1) From. changes in the aortic wall, already considered ; and (2) From pressure on 
neighbouring structures, particularly the walls of the chest. Pressure-erosion of the 
sternum or costal cartilages may be comparatively painless in fortunate cases. Erosion 
of the vertebral bodies commonly gives rise to intense and continuous boring pains in 
the chest that wear the patient out and make life insupportable ; girdle-pain may result 
from pressure on the intercostal nerves (direct pain), and referred pains up the neck or 
down the inner side of either arm may also be felt. Pressure on the cesophagus may give 
rise to dysphagia and pain, the pain being increased by swallowing. Compression of the 
lung may lead to pulmonary collapse and inflammation, when pain from pleurisy will 
probably be felt. It appears that no particular complaint of pain follows compression of 
the trachea, bronchi, phrenic or vagus nerves, or heart. An acute and severe pain, on 
the other hand, may arise should the aortic aneurysm perforate and allow blood to escape 
into the adjoining parts. Such perforation may take place into the air-passages, ceso- 
phagus, large intrathoracic pulmonary or Systemic veins, pericardium, heart, pleura, 
peritoneum, or spinal canal. The appearance of the appropriate physical signs will suggest 
the diagnosis of such a perforation. If the effused blood is limited in amount, the patient 
will appear more or less blanched and collapsed ; if a great quantity escapes, rapid or 
sudden death may occur. ‘Particular mention may here be made of the pain due to the 
formation of a dissecting aneurysm. The arteries are acutely sensitive to pain, as may be 
seen when an artery is ligatured in a conscious patient ; the establishment of a dissecting 
aneurysm is a terribly painful experience, and is equivalent to an attack of true angina 
pectoris. If the escape of blood is limited by the walls of the aorta, recovery is likely to 
occur. The diagnosis of such an.incident could only be made on grounds of probability. 

Pain in the chest is usually an early symptom of mediastinal new growth, and varies 
in its nature and distribution with the cause and site of its origin. If the growth is in the 
anterior mediastinum, the pain will be behind the sternum : if in the posterior mediastinum, 
pressure on or erosion of the vertebra will set up the severe continuous boring pain referred 
to above as occurring in aortic aneurysm; if one side of the chest is involved, the pain 
will be felt in the side, and down the arm if the brachial plexus is pressed upon. It is 
often of a darting and lancinating character, shooting up into the neck and head, or down 
into the abdomen. It. may be constant, intermittent, or paroxysmal; in some eases it 
is a discomfort rather than a pain, the complaint being of fullness or tightness in the chest. 
Other symptoms of mediastinal tumour are, first and foremost, continuous or paroxysmal 
dyspnoea ; evidences of pressure on the air-passages, cesophagus, or nerves; cough, 
expectoration, hemoptysis, alterations in the voice or cough ; disturbances in the action 
of the heart, and evidence of venous obstruction. Anemia or even cancerous cachexia 
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are not rare. The general diagnosis of mediastinal tumour (including aneurysm) is seldom 
difficult once pressure-symptoms of any sort have appeared, for these are very rarely 
caused by other lung-conditions associated with pain in the chest, such as bronchitis, 
bronchiectasis, or pulmonary tuberculosis. But it may be very difficult to decide between 
aortic aneurysm and mediastinal new growth in certain cases. Aneurysm is commoner 
in men than in women, and rare in persons who have not had syphilis; the patients 
commonly give a positive Wassermann reaction ; anginal pains and the very severe pain of 
bone-erosion are commoner in aneurysm than in mediastinal new growth ; anzemia, cachexia, 
and irregular pyrexia are in favour of new growth ; and so is the discovery of new growth 
in other parts of the body and of secondarily-infected lymphatic glands. Examination 
under the 2-rays will prove of the greatest help (fig. 100, p. 209, and Fig. 184), the rays 
being passed through the patient’s thorax in a number of horizontal directions succes- 
sively ; if this be done, the presence of an aneurysm and its connection with the aorta can 
almost always be established when one is present, to the exclusion of mediastinal new 
growth. 

In acute mediastinitis and mediastinal abscess—both of them rare disorders and due 
to syphilitic, tuberculous, or other infection of the mediastinum—pain behind the sternum 
is commonly the chief complaint, with marked superficial tenderness and a tendency to 
radiation through into the back or shoulder. 
Local signs of fullness and inflammation may 
develop, particularly about the intercostal spaces 
in front and the episternal notch; and medias- 
tinal crepitations resembling pleural friction have 
been heard about the sternum. 

In chronic mediastinitis or mediastino-peri- 
carditis, another rare condition due to inflam- 
mation arising in the mediastinum, or spreading 
to it from the pericardium, and seen in youth or 
early adult life, chronic pain behind the sternum 
and a sense of tightness and dragging in the chest 
may be present. The main symptoms will be 
cardio-vascular, valvular disease of the heart and 
adherent pericardium leading to cardiac troubles, 
and the mediastinitis causing venous obstruction. 
Shortness of breath, with sudden and _ severe 
attacks of dyspnoea, lividity, anasarca, ascites, 
and progressive distention of the thoracic veins ; 
new growth being excluded by the duration of 


Fig. 184.—Skiagram of an aneurysm of the innominate " 
the case. artery (A), with dilated aortic arch (B). 


Deep-seated pain within the chest and at (By Dr. Alfred C. Jordan.) 
the bottom of the sternum may be felt in 
diseases of the wsophagus, being evoked by the act of swallowing. In cicatricial stricture 
or carcinoma of the tube, pain is less prominent than Dyspuacia (p. 194), and progressive 
emaciation is the rule. In younger and neurotic patients, on the other hand, spasmodic 
stricture of the cesophagus may give rise to difficulty in swallowing, with much complaint 
of pain and constriction in the throat and chest. This condition, termed ceesophagismus, 
or cardiospasm (Fig. 98, p. 198), occurs in hysterical young persons and in hypochondriacal 
old ones; it is improved or cured by the passage of a bougie ;_ is associated with other 
evidences of the neurotic temperament ; and must be diagnosed from organic cesophageal 
stenosis. 

Pain in the chest is met with frequently in diseases of the abdominal viscera, particu- 
larly of the stomach. ‘ Pains round the heart,’ often accompanied by or productive of 
PALPITATION (p. 484), are the common basis upon which patients build when they come 
complaining of ‘ heart-disease’ or ‘ weak heart,’ while as a matter of fact. they are 
suffering from the less serious condition of gastritis, or flatulent dyspepsia. The pain is 
felt at the bottom of the sternum and in the epigastrium; it is often of a dull 
boring character, and radiates out towards the left breast and through to the back between 
the blade-bones. It is definitely connected with the taking of food, and relieved by 
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vomiting or the eructation of wind; and these are the characters by which it must be 
diagnosed. In other instances, the complaint is of * heart-burn,’ a burning pain felt 
over the lower part of the sternum, and probably due to the regurgitation into the ceso- 
phagus of the gastric contents during digestion. It is a referred pain felt in the area of 
distribution of the fifth dorsal nerve, and is often associated with pyrosis or water-brash, 
the regurgitation of acrid weterv gastric contents into the mouth. For the most part, 
however, pain due to gastric disorders (such as ulcer, new growth) is referred to the upper 
part of the abdomen rather than the chest. 

Pains in the chest are not rare in various diseases of the spinal cord. Girdle pains or 
girdle sensations are common in tabes dorsalis, the patient feeling as if constricted by a 
hot or painful girdle. They occur early in the disease, and so are often set down vaguely 
to gout or rheumatism, when a more careful examination would yield early evidences of 
tabes. In transverse myelitis, or fracture of the dorsal column with injury to the cord, girdle 
pains round the chest may be felt at the level of the cord lesion, with loss or abolition of 
sensation below it. A.J. Jex-Blake. 


PAIN IN THE EAR.—(See Earacuer, p. 202.) 
PAIN IN THE EPIGASTRIUM. 


A. Sudden, severe epigastric pain may result from the rupture of a gastric or 
duodenal ulcer, of a gangrenous appendix, or from acute pancreatitis. The pain in such 
a case is attended by severe shock and signs of collapse, and it may be difficult to say to 
which of the above causes it is due. The past history of the patient and a careful study 
of the other signs present, may guide one to a correct conclusion ; but as all the conditions 
mentioned require immediate surgical treatment, the differential diagnosis is made by 
laparotomy. 

When the diagnosis of an abdominal emergency has to be considered, if the history, 
symptoms, and signs do not exactly fit acute intestinal obstruction, or stomach or duodenal 
perforation, perforating appendix, or acute cholecystitis, and yet have some resemblance 
to each of them, pancreatitis is the most probable cause. 

The pain of acute intestinal obstruction may be referred chiefly to the epigastrium. 
Vomiting is usually a prominent Symptom in such a case. (See CONSTIPATION, psi2is 
METEORISM, p. 388 ; VomITING, p. 767.) / 

During an attack of biliary colic the pain may be chiefly epigastric. The restlessness 
of the patient in such a case is often of diagnostic value. 


B. Chronic or recurrent pain in the Epigastrium may be due to a variety. of 
causes :— 

(1). It should be remembered, in the first place, that epigastric pain may be due to 
eatra-abdominal causes. Amongst these are spinal caries (especially to be thought of in 
children), pleurisy, and intercostal neuralgia. The first two of these can be distinguished 
by the usual signs ; intercostal neuralgia is to be diagnosed by the presence of tender 
points along the course of the nerve, and by the absence of all signs and symptoms of 
organic disease. An x-ray examination of the chest should be resorted to to exclude gross 
intrathoracic changes, such as aneurysm, before intercostal neuralgia is diagnosed finally. 

A dilated right ventricle may also be the cause of severe epigastric pain, which may 
even simulate the pain of gastric ulcer or gall-stones. In cases of emphysema or heart 
failure this should be borne in mind. In such eases the pain is aggravated by exertion. 

Small epigastric hernie may cause recurring attacks of severe epigastric pain. They 
can be detected by careful palpation, usually in the linea alba. 

Affections of the abdominal muscles, e.g., strain from coughing, or rheumatism (in 
children), may also cause pain in the epigastrium. 

(2). Assuming these to be excluded, the cause of the pain may be looked for in the 
following organs :— 


(a). Stomach.—The chief causes of gastric pain are carcinoma, ulcer, hyperchlorhydria, 
and gastralgia. (See INDIGESTION, p. 315.) 
The pain in carcinoma is usually more or less continuous, although apt to be aggravated 


temporarily by food. A tumour may be felt. Vomiting is usually present, and the 
gastric contents show absence of free HCl in most cases, 
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In cases of ulcer the pain is sharper and more definitely related to the taking of food, 
and often passes through to the back. Vomiting is usually a feature, with or without 
hematemesis. There is localized deep tenderness on pressure, often over quite a small 
and well-defined area. The gastric contents usually show the presence of an excess of 
acid. 

In cases of hyperchlorhydria the pain is less severe than in either of the above condi- 
tions ; it occurs in the late period of digestion, and is relieved temporarily by the taking 
of food. There is an absence of other signs and symptoms, and of local tenderness ; and 
a test-meal shows the presence of an excess of acid. 

Gastralgia should only be diagnosed when all other possible causes of gastric pain 
have been excluded. The patient is usually a young woman; the pain may occur even 
when the stomach is empty, but is aggravated by food, even by liquids. Vomiting is 
usually absent, and on physical examination there is diffuse deep tenderness over the 
whole of the gastric area. 

Epigastric pain may also be felt to a greater or less degree in all conditions of the 
stomach associated with flatulence, and in that case it is relieved by the bringing up of 
wind. (See FLATULENCE, p. 240.) 

The gastric crises of tabes may be attended by severe epigastric pain, and as these 
may occur in the pre-ataxic stage of the disease, before other signs are present, the 
diagnosis may be in doubt. The characteristic features are the sudden onset of the pain, 
and the fact that it is usually attended by urgent vomiting. There is no rise of tempera- 
ture, but during the attack the blood-pressure is raised ; whereas in all other forms of 
acute abdominal pain (except lead colic) it is lowered. Absence of the knee-jerk, and 
the characteristic pupil signs of tabes are not necessarily present. 

Perigastric adhesions are a possible cause of epigastric pain, but are difficult to diagnose 
with any certainty. If the pain is much influenced by muscular movements, or change 
of posture, it is in favour of adhesions being the cause ; but except for this, it has no other 
eharacteristic features. 

(b). Duodenum.—The characteristic ‘ hunger-pain’ of duodenal ulcer (p. 271) may 
be referred to the epigastrium. 

(c). Liver and Gall-bladder.—Epigastric pain may be produced by congestion of the 
liver, either active (hepatitis), or passive, as in mitral disease. It is also produced by such 
conditions as hepatic abscess and carcinoma (see LivER, ENLARGEMENT OF THE, p. 366). 

Stone in the gall-bladder may sometimes be the cause of epigastric pain, which may 
even be definitely related to meals, or to the taking of a particular article of food. 
Pressure over the gall-bladder will often elicit tenderness ; and if the patient is made to 
take a deep breath whilst the pressure is applied, there will be a painful catch in the breath 
as the diaphragm descends. In a doubtful case, in which the diagnosis lies between gall- 
stones and gastric ulcer, the following points are in favour of gall-stones ; (i) The occur- 
rence of the pain at rather long intervals, with comparative freedom from symptoms 
between ; (ii) Long duration of the attack of pain; (iii) Continuance of the pain in spite 
of vomiting ; (iv) The occurrence of slight shivering and rise of temperature with the 
attacks ; (v) A comparatively low degree of acidity of the gastric contents. Gall-stones 
are relatively commoner in women ; ulcer in men. 

(d). Pancreas.—Pancreatic calculi, chronic pancreatitis, or new growth, may all be 
the cause of epigastric pain. An accurate diagnosis of these conditions is difficult, and 
often impossible ; but other signs of disturbed function of the pancreas may be present, 
such as fatty diarrhoea, or a ‘ pancreatic reaction’ (p. 100) in the urine. A tumour also 
may be felt. Glycosuria may be present, but is not invariable. In cases of chronic pan- 
creatitis there is usually a history of gall-stones. 

(e). Abdominal Aorta.—An abdominal aneurysm may cause pain in the epigastrium. 
but the pain is more marked in the back. The patient is usually a young man with a 
syphilitic history, and a pulsating expansile tumour can be felt on deep palpation. The 
x-rays will confirm the diagnosis. 

Abdominal angina, which is associated with arterial atheroma and a high blood- 
pressure, is an occasional cause of severe epigastric pain, which comes on in paroxysms, 
especially upon exertion. The pain in such a case tends to radiate like that of true 
angina, and is often attended by flatulence, tenesmus, and other abdominal symptoms. 
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There are usually signs of atheroma in the peripheral vessels ; and the diagnosis may be 
confirmed by the yielding of the pain to vascular depressants, and especially to diuretin. 

(f). Colon.—Spasmodie contraction of the transverse colon (enterospasm) may be a 
cause of epigastric pain, which may simulate gastric pain by being induced by the taking 
of food. Such pain, however, tends to be relieved by pressure, and by the passage of gas 
per anum. Obstinate constipation is usually a feature of the case, and there are often 
mucus and shreds of membrane in the motions (muco-membranous colitis). A similar 
pain may be due to plumbism, for the diagnosis of which see p. 34. Robert Hutchison. 


PAIN IN THE EXTREMITY (LOWER).\The causes of pain in the lower limbs 
are so numerous that much space would be required if any attempt were made to discuss 
them in full. Fortunately the majority are detected easily when attention is paid to the 
site, nature, and history of the pain, and the painful spot is examined. An attack of gout 
in the big toe, an ingrowing toenail, a flat foot, a synovitis of the knee or ankle, phlebitis 
of a varicose vein, a tumour of one of the long bones, and many other localized pathological 
processes require only an elementary medical knowledge, and the enlightened use of eyes 
and fingers for a correct diagnosis to be made. On the other hand, there are many con- 
ditions of which pain of a more or less diffused type is a prominent symptom, and which 
require very careful investigation if mistakes are to be avoided and diagnostic traps escaped. 
The fact that the nerves of the leg spring from the lower part of the spinal cord in the dorso- 
lumbar part of the vertebral column, and that they have a somewhat lengthy course within 
the lumbo-sacral vertebral canal and the pelvic cavity, where they are comparatively in- 
accessible, before they reach the limb, explains why the origin of some pains referred to 
the lower extremity is rendered obscure. Moreover, some of the painful conditions met 
with are connected only indirectly with the nervous paths, and are more directly associated 
with morbid conditions of other structures, such as joints, blood-vessels, etc. 

The classification of the various painful conditions in the lower extremity which need 
our attention from the point of view of diagnosis is no easy matter. One may consider 
first those which are primarily nervous in origin, and use them as a basis for comparison 
with those due to disease of other tissues. 

1. Pains of Neuralgic or Neuritic Origin. 

Sciatica.—This name is applied commonly to a condition of the sciatic nerve which 
may sometimes be described as a neuralgia and sometimes as a neuritis, according to the 
severity of the attack and the amount of alteration in nervous function to which it gives 
rise. It is characterized by pain of a neuralgic type referred to a part or the whole of the 
course of the sciatic nerve and its branches, from the sciatic notch to the sole of the foot. 
Usually the pain is most severe along the back of the thigh and along the outer side of the 
leg. Tenderness is found on, pressure over the gluteal region, over the sciatic notch, and 
generally all along the nerve. Exacerbation of pain is produced by stretching the nerve, 
for instance by forcibly flexing the thigh on the trunk with the knee fully extended. The 
pain is intensified by muscular exertion, and is often severe at night, especially when the 
patient lies on his back. Sciatica is often associated with lumbago, pain and tenderness 
in the muscles of the lumbar region. In long-standing cases the nutrition of the affected 
leg suffers and the muscles appear generally smaller than those of the other limb, but 
localized atrophy picking out individual muscles suggests that there is something more 
than a simple neuralgia or neuritis at work. Numbness, and even slight cutaneous 
anesthesia, may be found on the dorsum of the foot, in the distribution of the musculo- 
cutaneous branch, in cases of simple sciatic neuritis. The knee-jerk is never affected in 
sciatica, but the ankle-jerk is often diminished or lost, and may remain absent for a long 
period after the pain has disappeared. The plantar reflex is of the flexor type. 

Before making a diagnosis of sciatica or sciatic neuritis in a patient who complains of 
pain in the course ofthat nerve, the physician must satisfy himself that there is no gross 
disease in the hip-joint, pelvis, or spinal column which could give rise to the symptoms. The 
mobility of the hip-joint must be investigated carefully, and, if doubt exists with regard to 
its integrity, the joint should be skiagraphed. The pelvis should be examined externally 
and internally per rectum or per vaginam. The writer has seen a case of sarcoma of the 
innominate bone mistaken for sciatica, when a glance at the pelvis as a whole was sufficient 
to demonstrate the swelling on the affected side. In the same way the mistaken diagnosis 
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of sciatica has frequently been made when a rectal or vaginal examination would detect a 
pelvic inflammatory or malignant mass pressing on the nerve. Even a retroverted uterus may 
sometimes cause pain in the sciatic distribution. Tuberculous, gummatous, or malignant 
disease of the lumbo-sacral vertebree, tumour, or meningitis involving the lower part of the spinal 
cord and cauda equina, are also capable of producing pain which resembles that of sciatica. 
In such cases, inquiry into the action of the sphincters of the bladder and rectum may 
suggest the position of the lesion, and should always be made in patients complaining of 
sciatica. Skiagraphy of the lower part of the vertebral column may help to disclose disease 
of that structure. Lumbar puncture may be necessary for diagnosing syphilitic meningitis. 
In most cases of this kind, however, a careful scrutiny of the lower limb will show that the 
pain is not limited to the distribution of the sciatic nerve, that the latter is not acutely 
tender on pressure, that there are atrophy and paresis of certain groups of muscles, some 
of which are supplied by other branches of the lumbo-sacral plexus, that there are patches 
of anesthesia corresponding to root rather than nerve areas, or that the knee-jerk is lost 
and perhaps the plantar reflex altered in character. It should also be remembered that 
sciatica is nearly always unilateral, whereas growths or inflammation within the 
vertebral anal tend to produce signs and symptoms in both legs at a comparatively 
early stage. 

The frequency with which sciatica is diagnosed when some much more serious disease 
is really present, is sufficient excuse for laying emphasis on the above points, and every 
practitioner would do well to make it his invariable rule, when faced with a case apparently 
conforming to the picture of sciatica, to inquire into the action of the sphincters, to inspect 
carefully and palpate the pelvis and spine, to make a rectal examination, and finally to 
keep a sharp look-out for signs of present or past malignant disease in other parts of the 
body. In all cases of neuralgic or neuritic pain the urine should be examined for the 
presence of sugar. 

Anterior Crural Neuralgia and Anterior Cruritis—Neuralgia in the distribution of the 
anterior crural nerve is much less common than sciatica, and precautions similar to those 
just mentioned must be adopted before the diagnosis is made. In this condition, the pain 
and tenderness involve the front of the thigh as far as the knee, and the knee-jerk is some- 
times diminished. In some cases the pain extends along the saphenous branch to the 
ankle, inner. aspect of foot, and big toe. There is often considerable wasting of the quad- 
riceps extensor muscle, which may also exhibit reaction of degeneration. Occasionally 
the affection is associated with sciatica. 

Obturator Neuralgia.—Pain in the distribution of the obturator nerve is rarely of simple 
neuralgic origin. Disease of the hip-joint and obturator hernia are two of the conditions 
which may give rise to it. 

Meralgia Paresthetica is the name given to a variety of pain which is referred to the 
course of the external cutaneous nerve of the thigh. The relations of this nerve to the 
psoas muscle and the fascia lata render it liable to stretching or pressure in standing or 
walking, with the result that the neuralgia is intensified by the maintenance of the erect 
posture. In certain instances of great obesity, prolonged sitting has been supposed to 
play a part in producing this type of neuralgic discomfort. There is sometimes a painful 
pressure-spot just below the anterior iliac spine. A flat-foot is met with not uncommonly 
in these cases. 

Metatarsal Neuralgia, or Morton’s Affection of the Foot.—This neuralgia is of the 
paroxysmal type, and is described as dull throbbing pain in the base of the fourth—some- 
times of the second—toe, and spreading up the leg. There is tenderness on pressure over 
the metatarsus. In a certain number of cases the pain is probably related to the wearing 
of tight or ill-fitting boots, or to the presence of flat-foot. 

Calcanodynia is another form of pain liable to occur in neuralgic subjects who are 
doing much walking. The pain is often bilateral, worse in the evening and at night, and 
tends to spread from the heel to the base of the toes. There are no objective signs of disease. 
One patient who consulted me for this condition returned a year or two later with a typical 
brachial neuralgia. In all obscure cases of painful feet the possibility of a gonorrheeal 
bursitis or fibrositis should be kept in mind; and also of calcification in the posterior 
end of the long plantar ligament producing a spine-like projection beneath the os calcis, 
visible to the w-rays (Fig. 185). 
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Multiple Neuritis.—The lower extremities are often the site of multiple neuritis giving 
rise to great pain, but the diagnosis is rarely difficult owing to the association of atrophic 
palsy of the muscles, the electrical reaction of degeneration, dulling of cutaneous sensibility 
below the knees, and loss of the knee- and ankle-jerks. Perhaps the most characteristic 
and constant phenomenon in such cases is the presence of marked tenderness of the muscles 
on pressure. The nerve trunks are sometimes hypersensitive also, but not so constantly 
as are the muscles below the knees.. The pain in multiple neuritis is often acute, worse at 
night, and aggravated by movement and the pressure of bed-clothes. 

Labes Dorsalis——The pains of tabes are more often complained of in the legs than in 
any other part of the body. Unlike the neuralgias, they are usually bilateral and not 
referred to the distribution of any particular peripheral nerve. The ‘ lightning’ pains 
are so characteristic that they can hardly be compared with pains of any other origin. 
Whether trivial and ‘ niggling,’ or so intense as to draw Sweat and cries from the most 
heroic of sufferers, they are always short and lightning-like in duration, often rapidly 
repeated in the paroxysms, irregularly periodic in their attacks, and fleeting or hovering in 
their Jocalization. It is a practical point of importance to remember that many patients, 
when asked if they suffer from pains, emphatically deny it, but readily admit to ‘ rheu- 
matics,’ and then describe in a graphic manner the lightning pains of tabes. The idea of 
rheumatics is evolved from the 
fact that these pains are often 
provoked by changes in the 
weather. In addition to light- 
ning pains, sufferers from tabes 
often complain of dull aching or 
boring pains, which are more 
continuous and less intermittent 
than those just described. Ta- 
betic pains may precede all other 
signs and symptoms of the dis- 
ease, in which case their dia- 
gnosis may be. difficult. The 
following points should be _ in- 
vestigated carefully when -pains 
answering to the description 
given above are complained of : 
(1) A history of syphilis, con- 
genital or acquired. The writer 

has known a woman, probably 

Fig. 185.—Skiagram of a ‘ spine’ on the under surface of the os calcis, , 5 rahe 

causing painful heel. (By Dr. Lindsay Locke.) the subject of congenital syphilis, 
to suffer from lightning pains 
from early childhood up to forty years of age, when she presented other signs of tabes ; 
(2) The presence or absence of a positive Wassermann serum reaction, though this test 
may be negative without tabes dorsalis being excluded ; (8) The presence or absence of a 
lymphocytosis in the cerebrospinal fluid ; (4) The reaction of the pupils to light; (5) The 
condition of the knee- and ankle-jerks ; (6) The presence of deep and superficial analgesia 
over the legs; (7) A history of gastric crises; and (8) The condition of the sphincter 
vesice. Particular attention is drawn to a valuable sign of tabes which is not referred 
to so commonly as are Argyll Robertson pupils and absent knee-jerks, i.e., the impaired 
pain-sensibility in the calf and other muscles when they are squeezed. 

Acroparesthesia.—(See p. 444.) 

2. Pain in connection with Disturbances of the Circulation. 

Intermittent Claudication.—This term is applied to a condition the pathology of which 
is still obscure, but which certainly depends on an insufficient blood-supply to the muscles 
of the lower extremities when they are called into activity during locomotion. It may 
lead eventually to gangrene. The malady occurs chiefly in men over forty years of age, 
and particularly in those who have indulged freely in tobacco, who have contracted syphilis, 
or who have thrown strain upon their legs over a long period of time. The patient com- 
plains of pain in one or both legs, generally in the calf muscles, coming on after walking 
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a certain distance, and disappearing with rest. The pain becomes so intolerable that he 
is obliged to stand or sit still until it passes off. As time goes on the distance he can walk 
in comfort becomes progressively shorter. Examination of the affected limbs reveals 
nothing obvious ; they are well nourished, powerful, and normal in regard to sensation 
and reflexes. -Probably, however, the observer will fail to detect pulsation in the arteries 
of the foot, and perhaps he may not feel the popliteal artery behind the knee-joint. The 
femoral artery can usually be felt to pulsate in a normal manner. After the exertion of 
walking, the foot may appear unduly pale. With rest, the returning flush of normal colour 
spreads gradually over its surface. In several cases of this kind the writer has noticed 
myokymia of the calf muscles; that is to say, slow worm-like contractions of individual 
muscle bundles without any movement of the foot. The ankle-jerk may be diminished 
or absent. The condition is not very uncommon, and its diagnosis is not difficult if the 
characteristic history of pain coming on during the act of walking is borne in mind and 
leads to the search for the signs referred to above. The importance of its recognition 
needs no emphasis in view of its tendency to go on to gangrene. 

Raynaud’s Disease-—The pain attendant on the local syncope and local asphyxia 
which characterize this disease may be severe, but the diagnosis is obvious owing to the 
onset of symmetrical pallor or cyanosis of the toes preceding the acutely painful stage 
(see GANGRENE, p. 255). The hands are nearly always affected at the same time. 

Erythromelalgia.—In this condition, which may affect various parts of the body, but 
which is seen most commonly in the feet, pain may precede any other phenomenon. The 
pain is more or less continuous, with paroxysmal exacerbations, and it is aggravated by 
the dependent position of the limb as well as by warm applications. The raising of the 
foot to, or above, the level of the body, and the application of cold, are attended by 
alleviation. Local patches of cutaneous flushing follow, or sometimes precede, the pain, 
and are often found about the ball of the big toe or along one edge of the foot. These 
patches are generally rose-pink, but may become purplish-red in severe paroxysms. The 
local temperature is raised, and pulsation of the vessels may be observed. Superficial and 
deep tenderness is also present, but no changes in the reflexes are noted. In long-standing 
cases a certain amount of cedema results. Erythromelalgia occurs in persons who are 
apparently healthy in other respects ; on the other hand, it may be an early symptom of, 
or be associated with, some disease of the spinal cord, such as disseminated sclerosis, tabes 
dorsalis, or syringomyelia. 

The following table is drawn up with a view to summarizing the chief points in the 
differential diagnosis of intermittent claudication, Raynaud’s disease, and erythromelalgia : 


| Se ae. OLDE RAYNAUD’S DISEASE ERY THROMELALGIA 
| CATION | 
Age | 40 and over All ages ' 20 to 60 
Sex Males more than females | Females more than males Males more than females 
: | 
Site ' As a rule symmetrical in | Symmetrical in toes ' Asymmetrical in feet, rarely 
[| calf muscles bilateral 
Onset while walking During syncopal phase or) Precedes vasomotor pheno- 
) absent | mena 
| Unaffected by position Ageravated by dependent 
/ posture 
Pain Worse in cold weather May be excited by cold Cold beneficial 
| Only with exercise Paroxysmal More or less continuous, 
| ' with exacerbations 
No sensory change Anesthesia and analgesia Superficial and deep tender- 
> during paroxysm ness 
No change or slightly pale | Pallor and lividity Pink to purplish flush 
- Absence of pulsation in| Ischemia and_ local cold Increased pulsation and 
Vasomotor : lahat: 
; «| arteries. Feet some- ocal heat 
changes | ; 
|, times cold | 
(| Gangrene occasional Gangrene common | Gangrene rare 
econ ( | Arteriosclerosis General vasomotor dis- Functional and organic dis- 
; ane Tobacco turbances _ ease of the central nervous 
| Syphilis system 
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3. Referred Pain in Visceral Disease.—In the lower extremity the referred pain of 
visceral disease is not recognized so often as is that of cardiac disease in the upper extremity. 
Disease of the rectum, bladder, prostate, or uterus may, however, give rise to pain and 
cutaneous tenderness, chiefly in the fifth lumbar and sacral areas. Head quotes a patient 
who suffered from prostatitis and whose complaint was as follows: ‘‘ My life is a burden, 
for I cannot stand owing to the pain in the soles of my feet, I cannot walk owing to the 
pain in my calves, or sit on account of the pain over the ischial tuberosities and in the 


perineum, or even lie owing to the pain in my loins and side.’’ A careful examination of 

the abdominal and pelvic viscera is necessary, therefore, in all cases of pain referred to 
el 2 

the legs without obvious local cause. E.. Farquhar Buzzard. 


PAIN IN THE EXTREMITY (UPPER).—Pain in some part or other of the upper 
extremity is a common complaint, and one for which relief is often sought. This article 
makes no pretence to deal with the diagnosis of cases in which there is some obvious local 
source of pain, such as acute arthritis or a tumour, but is intended to serve as a guide for 
the diagnosis of cases in which the pain is more obscure in origin. 

First, it is always essential to inquire into the character of the pain, its exact site, its 
duration, and, if paroxysmal, its usual time of onset, its relation to movement, rest, etc. 
Secondly, a careful examination must be made, not only of the offending limb, but of the 
functions of various organs and of the nervous system in particular. It must be remem- 
bered that the arm is innervated by branches of the brachial plexus, and that the latter 
is made up of nerve fibres derived from the fifth cervical to the second dorsal spinal seg- 
ments through their corresponding roots. Consequently, complete examination may 
necessitate an investigation of the spinal functions, and an inquiry into the condition of 
the cervical vertebral column and the cervical meninges ; it may even be desirable to take 
a skiagram of the neck or to make a lumbar puncture for the purpose of a correct diagnosis. 
Attention may be drawn especially to the fact that pain in any situation may be a fore- 
runner, the first symptom of a nervous or spinal lesion which ultimately leads to more 
serious disorders of function, such as paralysis, loss of sensibility, and alteration of reflexes. 

The following are various pathological conditions of which pain in the arm is often a 
prominent symptom :— 

Brachial Neuralgia.—This, like neuralgia in other parts, is characterized by pain 
and tenderness in the distribution of one or more nerves. The pain may be referred to 
the course of all the branches of the brachial plexus, but sometimes is limited to that of 
one or two nerves, such as the ulnar, musculo-spiral, or internal cutaneous. It may occur 
only in paroxysms, but more commonly there is a constant aching discomfort, with occa- 
sional severe exacerbations excited by exertion, cold, or mental worry. The patient is 
generally glad to rest the limb or to carry it in a sling, in order to avoid the more acute 
attacks ; on the other hand, the continuous aching drives him to find temporary relief in 
frequent changes of position. Pressure over the affected nerves is accompanied by tender- 
ness, especially over the brachial plexus in the posterior triangle of the neck, over the 
musculospiral as it winds round the humerus, and over the ulnar along its superficial course 
in the region of the elbow.. The tenderness so produced may be associated with pain or 
tingling referred to the more peripheral course of the nerve. The skin may be hyper- 
esthetic and show vasomotor changes in the way of flushing or hyperidrosis. 

I making a diagnosis of brachial neuralgia it is desirable to seek for some cause to 
which it can be ascribed, such as a rheumatic or gouty diathesis, or a history of some pre- 
ceding toxic condition, such as influenza, malaria, or alcoholism. In some eases no satis- 
factory explanation beyond unusual worry or work in a neuropathic individual is forth- 
coming. The urine should be examined for sugar, as neuralgia is sometimes of diabetic 
origin. The presence of muscular atrophy or anesthesia removes the case from the 
category of neuralgia, and the diagnosis of neuritis or of some more gross organic affection 
must be substituted.. On the other hand, it must not be forgotten that a cervical rib 
(fig. 187) may produce many of the symptoms of brachial neuralgia without any definite 
muscular atrophy or sensory loss. In contradistinction to some of the conditions about 
to be described, brachial neuralgia is practically always unilateral. 

Brachial neuralgia may be diagnosed, therefore, if there is pain and tenderness in. 
the distribution of the brachial plexus without paralysis or sensory loss, and if no gross 
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lesion can be found to account for the symptoms. So-called muscular rheumatism differs 
from brachial neuralgia in that the pain is generally less acute and the points of local tender- 
ness are to be found over muscular insertions rather than over the nerve trunks. At the 
same time it must be admitted that the muscles as 
well as the nerves are hypersensitive in severe cases of 
neuralgia. 

Brachial Neuritis—When muscular atrophy and 
sensory loss are found in addition to pain and _tender- 
ness, the condition must be regarded as one of neuritis. 
Unilateral brachial neuritis is very uncommon except as 
a result of some gross lesion, such as pressure on, or 
irritation of, the nerve-trunks. Bilateral brachial 
neuritis is common enough, but is then a part of a 
multiple peripheral neuritis due to alcohol, arsenic, lead, 
diabetes, etc., in which the lower extremities also are 
generally involved. 

Before making a diagnosis of one-sided brachial 
neuritis, careful search must be made for evidence of 
such conditions as cervical rib, tumour in the posterior 
triangle of the neck, glands in the axilla, aneurysm of the 
subclavian artery, malignant disease or caries of the 
cervical vertebrae, cervical pachymeningitis, spinal tumour, 
or spinal gliosis. Neuromata or fibroneuromata are ; : : 

: s A Fig. 186.—Skiagraph showing cervical 
generally widely distributed about the peripheral nerves, _ ribs in the case of a child. 
but cases have been recorded in which they have been (Seo amily Ee ee oe 
limited to the brachial plexus and have given rise to a 
brachial neuralgia or brachial neuritis. Such tumours may be so small as easily to 
escape observation unless looked for. Adiposis dolorosa (p. 410) is another rare condition 
which may give rise to neuralgic pain in the arm, but it is not limited to one limb. 

Cervical Ribs.—A SUP eLUUncraly, seventh cervical rib, unilateral or bilateral, is a 
frequent congenital 
abnormality. In a 
small proportion of 
cases it may give rise 
to symptoms, especi- 
ally in adults who use 
their arms and hands 
continually in the 
course of their em- 
ployment. .Women 
suffer more often than 
men. Pain radiating 
from the root of the 
neck to the tips of 
the fingers, more often 
than not along the 
ulnar border of the 
arm, is usually the 
first, and may be the 
only, symptom. The 
pain is of an aching 
or dull boring char- 


Fig. 187.—Skiagram of cervical ribs in an adult. On the left side of the skiagram the rib acter, and is much 
is fully developed ; on the right side only a part is bony, so that it forms a false or buttress A 
rib continued by a fibrous cor rd, which does not show with the 2-rays. influenced by rest 


(Skiagram by Dr. S. Gilbert Scott.) and position. Ronin 

stance, if a woman, 

who has been suffering much when at work, takes a holiday, and ceases to use her arms 
for scrubbing, lifting, ete., she may lose the pain altogether until she resumes her occupation. 
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Similarly the pain is worse at night after a day’s work, and may be influenced favourably 
by keeping the arm in certain positions. Lying in bed with the hand behind the head is 
a favourable attitude in many cases. Very occasionally the pain spreads into the scapular 
region along the course of the suprascapular nerve. There is rarely any tenderness along 
the peripheral parts of the nerves, but pressure in the posterior triangle of the neck, just 
above the inner part of the clavicle, may give rise to pain radiating down the arm. 

In addition to pain there may be disturbances of motor, sensory, and vasomotor origin. 
Atrophie palsy of the intrinsic hand muscles and of the flexor muscles in the forearm are 
the common motor disturbances, and may lead to deformities such as CLAW-HAND (p. 109). 
Anesthesia along the ulnar border of the forearm, and perhaps extending on to the inner 
fingers, is sometimes observed. In one bilateral case the writer has observed intense vaso- 
motor disturbances without definite muscular atrophy or sensory loss. Both hands were 
the seat of a painful cyanosis involving the fingers, and almost amounting to the condition 
seen in cases of Raynaud’s disease. Sometimes there is a diminution in the radial pulse 
on the affected side. The diagnosis of cervical rib or ribs depends on the use of the a-rays 
(Figs. 186, 187) to reveal their presence, but it must be borne in mind that the pressure 
on the trunk or trunks of the brachial plexus is usually exerted by a fibrous band passing 
from the tip of the cervical rib to the first dorsal rib, and that therefore the size of the rib 
shown by skiagraphy affords no guide as to the importance of its effect. The most 
rudimentary rib is as important from this point of view as one which is fully developed. 

Acroparezsthesia.—This term is applied to a fairly common complaint, usually made 
by women between thirty-five and fifty-five years of age, who are continually using their 
hands, and especially by those whose hands are frequently immersed in waters of different 
temperatures... Charwomen, domestic servants, needlewomen, and washerwomen are 
particularly liable to suffer. Many of the victims indulge to a moderate extent in spirit- 
drinking. They complain of a burning pain, associated with tingling and numbness, in 
the fingers and palms of their hands. It is noticed chiefly in the latter part of the day after 
work is over, and becomes intensified when they are warm in bed. In the early morning 
their fingers are numb and clumsy, but the discomfort passes off while they are at work, 
only to return again towards evening. As a rule there is little to see on examination, but 
there may be redness or pallor of the affected parts, associated with a subjective feeling 
of heat and swelling. Sensibility is unimpaired if allowance is made for the cutaneous 
thickening usually present in persons whose hands are much exposed to moisture and 
friction. There is no definite palsy or muscular atrophy. Acroparesthesia as a rule affects 
both hands, and very occasionally is accompanied by a similar condition in the feet. 

Similar pareesthesiz are sometimes complained of by patients suffering from tabes 
dorsalis, but in. those cases the pains are of the lightning character, and never limited to 
the hands. Other tabetic signs, such as Argyll Robertson pupils, ulnar analgesia, impaired 
sense of position, and absence of tendon-jerks, serve to make a diagnosis. In the early 
Stages of subacute combined degeneration of the spinal cord, pareesthesiz, sometimes of a 
markedly painful character, are referred to the hands and feet. The presence of some 
ataxia or spastic paraplegia, with increased tendon-jerks and extensor plantar reflexes, 
differentiate this disease from the ordinary acroparesthesi. 

Radicular Pain.—Under this title may be included all pains in the arm which radiate 
through the peripheral distribution of the posterior spinal roots from the fifth cervical to 
the second dorsal. These pains extend from the neck towards the periphery of the limb, 
and are usually of a sharp, lancinating type. In the large majority of cases they are pro- 
duced by some gross morbid process involving the roots within the spinal canal or in their 
course through the intervertebral foramina. The morbid processes most commonly 
responsible are intravertebral tumour, cervical pachymeningitis, cervical caries, and malignant 
disease of the cervical vertebre. In all these conditions the radicular pain may precede all 
other symptoms, with the result that the diagnosis is often difficult and sometimes impos- 
sible until further phenomena develop. The pain is occasionally unilateral, more often 
bilateral ; there may be tenderness on pressure over the vertebrz, especially in the case 
of vertebral caries or malignant disease. Movements of the neck will intensify the pain 
in the latter conditions. The diagnosis is arrived at by careful attention to the following 
points: (1) Evidence of deformity, rigidity or tenderness of the cervical vertebre, supple- 
mented by an #-ray examination ; (2) The presence of other root symptoms, such as localized 
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atrophic palsy, anesthesia, and loss of tendon-jerks in the arms ;. (3) Evidence of pressure 
on the spinal cord, producing spastic paralysis of the trunk and lower limbs, together with 
anesthesia, loss of abdominal reflexes, increased knee-jerk, ankle-clonus, and extensor 
plantar reflexes ; (4) The occurrence of oculo-pupillary phenomena when the eighth cervical 
and first dorsal roots are involved ; and (5) The condition of the cerebrospinal fluid obtained 
by lumbar puncture (p. 3804). 

In addition to the gross extrinsic processes affecting the spinal roots, there are other 
cases in which a spinal root is the site of an intrinsic inflammatory or vascular lesion. Herpes 
zoster is a common result of such a lesion, and may be found in the peripheral distribution 
of any of the posterior roots which go to form the brachial plexus. Pain in the upper 
extremity often precedes the eruption, and post-herpetic neuralgia is sometimes long per- 
sistent and associated with marked hyperesthesia in the corresponding root area. Uni- 
radicular pain, followed by atrophy of the muscles supplied by the efferent root fibres and by 
sensory loss in the region innervated by the afferent fibres, with or without the development 
of an herpetic rash, also occurs in rare instances as the result of an inflammatory or vascular 
lesion of the spinal nerve in the neighbourhood of the posterior root ganglion. 

Referred Pain in Visceral Disease.—In disease of the heart and aorta, especially 
-with syphilitic disease of the aortic valves, or with atheroma or aneurysm of the first few 
inches of the aorta, attacks of pain in the left arm are often complained of. These may 
be confined to the arm, or may be associated with fully developed angina pectoris (p. 433). 
The pain is radicular in distribution, referred to the first and second dorsal root areas—the 
ulnar border of the arm—sometimes extending into the little finger. During the attacks 
cutaneous hyperesthesia may be present over the same areas. In all cases of paroxysmal 
pain referred to the left arm a very careful examination of the thoracic viscera is therefore 
indicated. | 

Occupation Neuroses.—The upper limb is the common site of occupation neuroses 
—termed writer’s cramp, typist’s cramp, and so on, according to whether it has to do with 
writing, typing, needlework, telegraphy, hair-cutting, etc. These neuroses are mainly 
characterized by some form of muscular spasm, but pain of a cramp-like character is a 
frequent accompaniment of the spasm. The diagnosis is easy, because careful inquiry 
will elicit the fact that the pain and spasm are evoked by the employment of the limb in a 
particular occupation, and that other manipulations involving the use of the same muscles 
may be carried out with impunity. The acute pain associated with the spasm may be 
followed by a dull aching for some hours after the occupation has been indulged in. 

Finally, the term Psychalgia may be applied to pain referred to the arm, as well 
as to other parts of the body, by patients whose nervous and mental resistance is under- 
mined or exhausted. Neurasthenic pain of this kind is rarely limited to the arm ; it is 
referred more commonly to various parts of the head and to particular regions along the 
course of the vertebral column. 


E. Farquhar Buzzard. 
PAIN IN THE EYE is not by itself pathognomonic of any particular lesion ; but it 
may be complained of under very diverse circumstances, which may be ranged into the 
following groups :— 
1. Pain associated with Visible Inflammatory Changes, due to— 


Foreign body Uleeration of the | Interstitial keratitis | Glaucoma 
~ Entropion cornea | Iritis Ocular herpes. 
Conjunctivitis 


The differential diagnosis between these is discussed in the article on EyE, ACUTE. 
INFLAMMATION OF (p. 231). 

2. Pain without Visible Changes in the Eyeball, but with Acute Loss of Sight in 
one eye only, in both eyes together, or in one eye after the other : Retrobulbar neuritis. 

The pain is generally referred to the back rather than to the front of the eye. The 
diagnosis is suggested at once if considerable loss of sight comes on acutely in an eye which 
on examination proves not to be affected by glaucoma, intra-ocular hemorrhage, detach- 
ment of the retina, or any visible or palpable lesion, especially if the degree of vision power 
waxes and wanes, owing to varying degrees of engorgement of the vessels in the optic nerve 
where it is inflamed between the eyeball and the brain. After a day or two, or a few days 
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the pain may disappear and sight return to normal ; on the other hand, in severer cases, 
the inflammation in the optic nerve may come forward to the back of the eyeball and 
become visible as optic neuritis (Plate XIX, Fig. k, p. 416). The cause of the mischief 
may be difficult to determine ; often it remains obscure ; sometimes it is traced success- 
fully to plumbism (p. 34), syphilis, or to some acute infection such as influenza. 

3. Pain without Inflammation and without Blindness, but associated with errors of 
refraction: Eyestrain. 

The commonest cause of eyestrain is some error of refraction, especially hypermetropia, 
astigmatism, or presbyopia, and it arises mainly in persons whose occupation entails much 
reading of small print, fine needlework, or close attention to minute details near to the 
eyes; or in those whose work has to be carried on in too dim or too strong a light 
—especially electric or strong sunshine. It is not so much the big degrees of error of 
refraction that cause the mischief—for these are generally so obvious to the patient that 
they have been corrected already by appropriate glasses; it is rather the minor or even 
quite small degrees of hypermetropia or astigmatism that are responsible, for these have 
very likely not by themselves led the patient to seek ocular advice ; and they need consider- 
able care in their detection even at the hands of a skilled ophthalmic surgeon The patient 
may consider that he has exceptionally good sight, especially in the case of minor degrees 
of hypermetropia, which may none the less cause not only severe pains in the eyes, but 
also serious headaches and attacks simulating migraine. Frequently it is only when the 
patient has become tired from excessive work that the strain of accommodating for near 
objects begins to tell; and the symptoms may be attributed to overwork when this is but 
partly true ; or presbyopia may produce pain in eyes which were not subject to eyestrain 
when the faculty of accommodation was more lissom in youth, notwithstanding the error 
of refraction. Pain in the eyes from eyestrain becomes more common as age advances,. : 
and some elderly persons are scarcely able to read or work at all on this account, even 
when glasses have been prescribed. 

On the other hand, work carried out under exceptional circumstances of light or 
closeness may cause eyestrain even in those whose ocular refraction is normal or fully 
compensated by glasses ; microscopists are apt to suffer in this way -for instance, or those 
who are exposed to the glare of sunshine upon snow; and so on. The circumstances of 
the case are likely to suggest the diagnosis. 

4. Pain in the Eyes due to Febrile or other Constitutional Causes.—The most 
familiar example of cases which come under this heading is afforded, perhaps, by influenza. 
The pain is generally referred rather to the backs of the eyeballs than to the eyes them- 
selves, but nevertheless the complaint is one of pain in the eyes. The trouble occurs both 
as an early symptom of the disease and as a sequela when the fever has subsided. The 
diagnosis is made from the course of the pyrexia and the general symptoms; it depends 
little upon whether there is pain at the back of the eyes or not. But influenza should not 
be regarded as certain without bacteriological confirmation, for it is usually guessed at 
rather than diagnosed—and often wrongly. In a similar way, pain in the eyes may form 
a part of the general clinical picture in many other fevers, notably small-pox, typhus, 
typhoid fever, measles,secondary syphilis, and malaria. The diagnosis is influenced very 
little by the fact that the patient complains about his eyes, except when there is coryza as 
well as pain, for instance in the early stages of measles. In other conditions there is PHoro- 
PHOBIA (p. 524) rather than pain in the eyes, and reference may be made to the article upon 
that symptom. Herbert French. 


PAIN IN THE FACE.—The distinction between pain in the face and pain in the 
head, though to some extent artificial, is sufficiently marked in most instances ; the latter, 
with its diagnostic significance, is discussed under HEADACHE (p. 293). There are certain 
etiological points, however, at which faceache and headache overlap ; for example, the supra- 
orbital pain and the headache which may both originate from ocular errors of refraction. 
Pain in the face, as elsewhere, may be due to very obvious causes, which need no discussion, 
such as an inflamed parotid gland, a gumboil, or an acute conjunctivitis. On the other 
hand, pain in the face may be complained of when superficial, and perhaps minute, examina- 
tion fails to discover an adequate basis. Guidance towards the correct diagnosis of such 
cases may be obtained by a consideration of the course, signs, and symptoms of the following 
clinical types of facial pain. 
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Major Trigeminal Neuralgia (tic douloureux or epileptiform neuralgia) may be 
regarded as a distinct disease, owing to the general similarity of one case to another. Its 
pathology is unknown, but in each case the pain is attributed in its early stages to some 
local defect, such as a carious tooth, and many sound, as well as many diseased, teeth are 
removed in a vain endeavour to arrest the malady. Beginning usually after thirty-five 
years of age, tic douloureux is characterized by paroxysms of acute pain in the distribution 
of one or more of the divisions of the trigeminal nerve, usually of one side only. The 
intervals between the paroxysms vary from seconds to months, and may be influenced 
in their length by many factors, such as the general state of health, mental worry, and 
exposure to cold. The intervals tend to become shorter and the paroxysms more severe 
and more extensive in their distribution. The pain is described as beginning in spots 
beneath the skin, and radiating along the peripheral branches of the nerve. These spots 
correspond to points where the nerve bundles penetrate the deeper tissues to reach the 
superficial structures, and may be recognized as places pressure upon which is particularly 
liable to start an attack. In severe cases, the lightest touch, a breath of wind, attempts 
at articulation or mastication, and even the act of defsecation may be sufficient to provoke 
an agonizing spasm in which the violent reflex contraction of the muscles of the cor- 
responding side of the face affords some evidence of the suffering endured. During the 
paroxysm the patient may endeavour to obtain relief by firm pressure with his hand over 
the starting-point of the pain. The attack may be accompanied by cutaneous flushing, 
photophobia, lachrymation, and salivation, as well as by a subjective sensation of swelling 
in the affected tissues. When the tongue is affected a metallic taste is sometimes described 
by the sufferer. Trophic changes in the hair and skin are also observed as a result of 
repeated attacks. The diagnosis of major neuralgia depends chiefly on the following 


*. points: (1) The age of onset ; (2) The absence of relief or only temporary alleviation, 


afforded by removal of possible exciting causes, such as defective teeth ; (3) The presence 
of definite starting-points of the pain corresponding to exits of branches of the fifth cranial 
nerve, and the spread of the pain along the corresponding nervous paths; (4) The 
paroxysmal character of the pain, its intense severity, and its unilateral distribution ; 
(5) The excitability of the attacks by peripheral stimuli ; and (6) The various reflex, vaso- 
motor, secretory, and trophic phenomena to which the attacks of pain give rise. From 
a practical standpoint the most important task in diagnosis is to discriminate between 
eases of idiopathic major neuralgia and those which belong to the next group. 

Trigeminal Neuralgia due to Organic Lesion of the Nerve or its Roots.—This 
form of neuralgia may simulate tic douloureux in every particular, and its diagnosis can 
be made only by careful systematic examination of the patient, with the possibility of an 
organic lesion being the source of pain before the physician’s mind. Tumours at the base 
of the brain in the middle fossa, tumours growing from the base of the skull in the neighbour- 
hood of the foramen ovale and foramen rotundum, as well as twmours of the cranial nerves 
themselves, are amongst the causes of trigeminal neuralgia. Guwmmatous meningitis and 
gummatous periostitis may be mentioned in the same connection. In every case of trigeminal 
neuralgia, therefore, headache and vomiting should be enquired after, and optic neuritis 
looked for. Examination of the functions of each cranial nerve must be carried out, and. 
in particular those of the fifth nerve carefully tested. Any impairment of sensibility in 
the cutaneous territory of this nerve must be regarded as evidence that the case is not one 
of idiopathic neuralgia, and the same may be said when there is impaired motor power 
in the muscles of mastication. In several cases of severe trigeminal neuralgia I have 
found atrophic palsy of the masseter and temporal muscles on the same side, with slight 
anesthesia on the face, and these cases have always proved to be instances of growth 
involving the structures at the base of the skull. In one patient the neoplasm originated 
in the sphenomaxillary fossa. 

Trigeminal neuralgia may also occur as the result of intrinsic disease of the Gasserian 
ganglion, e.g., in cases of herpes zoster. This condition is fairly common in the distribution 
of the first division of the trigeminus, much less common in that of the second and third. 
The pain usually precedes the herpetic eruption by some days, and is associated with con- 
stitutional malaise and sometimes with pyrexia, two important points in diagnosis. The 
latter becomes clear with the development of the rash, but even then it is necessary to 
bear in mind the possibility that the Gasserian ganglion may be affected by gross external 
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disease, such as neoplasm or gumma, or an extension of bony disease. In persons over 
fifty years of age it is found frequently that pain of a neuralgic character persists after 
the herpes has disappeared, and may last for months and even years. Careful examina- 
tion may discover cutaneous marks corresponding to the site of the previous vesicular 
eruption. . 

Neuralgia Minor.—Under this heading may be classed the varieties of facial pain 
which are secondary to disease of various local structures, such as the teeth, the eye, the 
ear, the nose, and the tongue. The pain can be distinguished by certain features as belong- 
ing to one or other of two types. The first is a true neuralgia, that is to say a pain which 
is distributed along the course of one or more divisions of the trigeminal nerve, usually 
starting in the neighbourhood of the diseased structure. The second is a visceral pain, 
referred to some spot which may be at a distance from the disease, and which is usually 
the site of superficial hyperzesthesia or tenderness. 


Fet.---Ld / 


Fig. 190. Fig. 191. 
SENSORY AREAS OF THE FACE, HEAD, AND NECK 


Fr. N, Fronto-nasal; Fr. T. Fronto-temporal; H, Hyoid; Inf. L, Inferior laryngeal; M, Menta ; Man. 
Mandibular ; Max, Maxillary ; Mid. O, Mid-orbital ; Na. L, Naso-labial; Oc, Occipital; P, Parietal; R, Rostral 
Su. L, Superior laryngeal; T, Temporal; V, Vertical. 


The history of a decaying tooth affords an example of how these types of pain may 
arise. In the early stages of caries the pain is limited to the tooth. With inflammation 
and destruction of the pulp, pain is referred to a segmental area on the surface of the face 
varying with the particular tooth implicated ; thus a diseased canine tooth is associated 
with pain and tenderness in the naso-labial area (Mig. 188, Na.L). Finally, after the pulp 
is dead, local suppuration may start a neuralgia which may not only spread along the nerve 
branch which supplies the tooth socket, but may extend into neighbouring branches and 

' into other divisions of the trigeminal nerve. The maximal points in the segmental areas 
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referred to are shown in the accompanying diagrams, and the general relationship between 
individual teeth and their segmental areas may be described as follows :-— 


Uprer JAw. 
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The value of this knowledge in relation to diagnosis lies in the fact that pain, with 
tenderness, referred to any one of these segmental areas should lead the observer to seek 
for its cause in disease of the corresponding viscus. 

The headache, sometimes called neuralgia, which results from errors of refraction, 
especially astigmatism, is referred to the mid-orbital area, where superficial tenderness 
may often be discovered on examination. This form of pain comes on in the morning as 
soon as the eyes are opened, and is intensified by reading or sewing. It disappears under 
the use of atropine, and wears off of itself if the eyes are not used for near work. Occa- 
sionally it takes on a paroxysmal character without any particular relationship to the 
use of the eyes. In iritis and glaucoma, referred pain may be intense, and it is usually 
situated in the temporal and maxillary segmental areas as well as in the eyeball itself. The 
occurrence of referred pain in chronic glaucoma without pain in the eyeball is a point which 
may be of great diagnostic importance, as it may draw attention to the unsuspected ocular 
disease. 

In ear disease the hyoid area is that to which pain is referred and in which hyperesthesia 
of the skin may sometimes be found. In the more severe types of disease, such as sup- 
puration in the middle ear, the pain may also be referred to the vertical and temporal areas. 

Lesions of the tongue may produce, in addition to local pain in the organ itself, referred 
pain in three other areas: the mental area when the disease affects the anterior portion of 
the tongue ; the hyoid area when the lateral portion is involved ; and the occipital area 
when the dorsum is the site of the lesion. 

In inflammatory affections of the nose and frontal sinuses, pain is referred to the fronto- 
nasal and mid-orbital areas on the forehead. 

The various forms of pain in the head associated with disease of the thoracic and 
abdominal organs are discussed under HEADACHE (p. 293), and the same article deals with 
the aches which accompany general constitutional diseases. 

In tabes dorsalis pains are sometimes described: in the face, and have the same charac- 
teristics as those in other parts of the body. They are paroxysmal, sudden, severe, and 
lightning-like. They are rarely limited to the face. They may be accompanied by a more 
continuous dull, boring kind of pain. The diagnosis is easy if a systematic examination 
of the nervous system is carried out. 

Pseudo-neuralgias, or psychalgias, which are complained of by hysterical and 
neurasthenic individuals, are vague in their distribution, not limited to the trigeminal 
area, and often bilateral. They tend to disappear when attention is drawn in other direc- 
tions, and are less intense during eating and talking. They are diagnosed by the method 
of exclusion of other causes. E. Farquhar Buzzard. 


PAIN IN THE FOOT.—(Sece Pain 1n THe Extremity, Lower, p. 438.) 
PAIN IN THE FOREARM.—(See Parin iw tue Extremity, Uprer, p. 442.) 
PAIN, GIRDLE.—(See Girpie Pain, p. 260.) 

PAIN IN THE HAND. 


PAIN IN THE HEAD.—(See Heapacne, p. 293.) 
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(See PAIN IN THE EXTREMITY, UPPER, p. 442.) 
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PAIN IN THE HYPOCHONDRIUM (LEFT).—Pain in the left hypochondrium may 
proceed from :— 

The Stomach.—Any painful condition of the stomach may cause pain to be felt 
below the left costal margin. In particular, a new growth or an ulcer towards the cardiac 
end may produce it. For the differential diagnosis, see INDIGESTION, p. 315, and PAIN 
IN THE EPIGASTRIUM, p. 436. Flatulent distention of the fundus may also be a cause, 
which can be diagnosed by the fact that the pain disappears on eructation. 

The Gall-Bladder.—In cases of cholelithiasis the pain is sometimes referred to the 
left hypochondrium (see PAIN IN THE EPIGASTRIUM, p. 486). 

The Spleen.—Some eniargements of the spleen are painful (see SPLEEN, ENLARGE- 
MENT OF, p. 628); or the pain may be caused by perispienitis, in which case a friction- 
sound can sometimes be heard on auscultation over it. 

The Left Kidney.—Stone in the left kidney may cause pain which has the characters 
described in the section on pain in the right hypochondrium (see below). A movable 
left kidney is rarely a cause of pain. <A perinephric abscess may cause pain, as it does in 
the right hypochondrium (see p. 451). ; 

The Colon.—A new growth in the splenic flexure of the colon, or obstruction of it 
lower down, may cause pain in the left hypochondrium. In the former case a tumour 
can usually be felt on bimanual palpation ; in the latter, signs of chronic obstruction will 
be present (see CONSTIPATION, p. 121). Apart from growth, a mere accumulation of feces 
in the transverse and descending colon may cause a feeling of pain and weight in the left 
hypochondrium. The disappearance of the pain efter the administration of a few large 
enemata will establish the diagnosis. 

Pleurisy,. Intercostal Neuralgia, and Herpes Zoster may all cause pain in the left 
hypochondrium. In the first of these a friction-sound will be heard; in intercostal 
neuralgia there will be tender points over the course of the intercostal nerve. In the case 
of herpes, the cause of the pain will be cleared up by the appearance of the eruption, but 
pain may persist long after this has disappeared. 

Subdiaphragmatic Abscess.—(See p. 451.) Robert Hutchison. 


PAIN IN THE HYPOCHONDRIUM (RIGHT).—The differential diagnosis of the 
cause of pain in the right hypochondrium is often a matter of great difficulty, or even of 
impossibility, as it may proceed from any of the following organs: (1) Liver and gall- 
bladder, (2) Duodenum, (8) Head of the pancreas, (4) Right kidney, (5) Appendix vermi- 
formis, (6) Colon, (7) Uterine appendages. Intrathoracic disease, affections of the spine 
or chest wall, and subdiaphragmatic abscess may also cause pain in this situation. The 
diagnosis is rendered still more difficult by the fact that disease may easily be present in 
more than one of these situations at the same time. 

Liver.—Various forms of enlargement of the liver are apt to be attended by pain 
in the right hypochondrium, e.g., hepatitis, passive congestion, hepatic abscess, and 
carcinoma (see LivER, ENLARGEMENTS OF THE, p. 366). 

Disease of the gall-bladder must also be thought of, e.g., gall-stones, cholecystitis, and 
carcinoma. In these it will usually be found that there is tenderness on pressure over 
the gall-bladder, with the characteristic catch in the breath when the patient is asked to 
take a deep inspiration while the fingers of the observer are pressed in over the organ. In 
acute cholecystitis there will be pyrexia, and probably rigors. 

The pain of biliary colic may be felt chiefiy in the right hypochondrium, but tends to 
radiate through to the back and up towards the right shoulder. It may be simulated 
closely both by the kinking of a movable kidney and by renal colic (see below). When 
the attacks occur during the night as well as in the day, this is in favour of biliary colic. 

It must be noted specially that the absence of jaundice in no way contra-indicates 
a diagnosis of gall-bladder disease. 

Duodenum.—A duodenal ulcer may cause deep-seated pain in the right hypochon- 
drium, which usually has the character of hunger pain (p. 271). It must be remembered, 
however, that pain due to chronic cholecystitis, or appendicitis, may also have this 
character, and an exact differentiation of them may not be possible without exploration. 
The pain in duodenal ulcer, however, occurs in more definite attacks with intervals of 
freedom ; it is often nocturnal, waking the patient in the small hours of the morning. 
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Duodenal ulcer is commoner in men, disease of the gall-bladder in women, whilst 
appendicitis may occur with almost equal probability in either sex. The percentage of 
free HCl in the stomach contents is more persistently high in duodenal ulcer than in either 
appendix dyspepsia, or gall-stones. A history of melena, or the presence of occult blood 
in the feeces, would determine one in favour of ulcer. 

Pancreas.—Malignant disease of the pancreas may cause pain in the right hypochon- 
drium. In such a case a deep-seated tumour may be felt, and there is often jaundice 
along with a distended gall-bladder. On the other hand, when gall-stones lead to jaundice, 
the gall-bladder is not usually distended (see JAUNDICE, p. 324). 

Right Kidney.—A freely movable right kidney may, by ureteral kinking or dragging 
on the bile-duct, cause sudden attacks of pain in the right hypochondrium which may 
exactly simulate gall-stone colic. Indications of intermittent hydronephrosis should be 
looked for, e.g. the appearance of a renal tumour, and the occasional discharge of large 
quantities of urine; urinary symptoms, however, may be entirely absent. The attacks 
tend to occur by day, whilst biliary colic often begins in the night. 

Stone in the right kidney may cause chronic pain in the right hypochondrium and 
back. The kidney is often found to be enlarged and tender on bimanual palpation in 
such a case, but it must be remembered that the urine may furnish no diagnostic indication. 
The a-rays, however, may make the diagnosis clear (Fig. 133, p. 279), although a negative 
result does not exclude the possibility of stone. 

The pain of renal colic may be difficult to diagnose during an attack from gall-stone 
colic, lead colic, or appendicitis, but it begins below the lower ribs and has a characteristic 
tendency to pass downwards into the groin. It may be attended by vomiting and fever. 
During or after the attack there may be blood and gravel in the urine ; but it must be 
remembered that the urine may be heavily loaded with urates after an attack of biliary colic. 

Pyelitis may also be the cause. The urine will then furnish diagnostic indications 
{see Pyuria, p. 574, and Bacrertunta, p. 69); and the kidney may be felt to be enlarged 
on bimanual palpation. The patient is often a pregnant woman, and the pain may begin 
ecutely, starting in the loin and right hypochondrium and passing downwards towards 
the iliac fossa and pelvis. There is a high temperature, rigidity of the muscles, and hyper- 
zesthesia both in the loin and in the right side of the abdomen. 

A perinephric abscess may cause pain in the right hypochondrium and lumbar region. 
A tumour will be felt, and the loin may be filled out, and there will be the usual signs of 
deep-seated suppuration. 

Appendix.—The pain of chronic appendicitis may be felt chiefly in the right hypo- 
chondrium, and, as already remarked, may be of the nature of a hunger pain. Tenderness 
over McBurney’s point should be looked for. When an acute attack of appendicitis simu- 
lates gall-stones, it may be of help to remember that indicanuria is common in the former, 
but is usually absent in the latter. 

Colon.—New growths in the neighbourhood of the hepatic flexure may cause pain 
in the right hypochondrium ; but in that case a tumour can usually be felt, and signs of 
chronic intestinal obstruction are present. 

Uterine Appendages.—Salpingitis, a twisted ovarian pedicle, and a ruptured eatra- 
uterine gestation, may all cause pain in the right side of the abdomen which, however, has 
usually its maximum intensity rather below the hypochondriac region. A careful pelvic 
examination will usually make the diagnosis clear. 

Pleurisy, Intercostal Neuralgia, and Herpes Zoster may be causes of pain in the 
right hypochondrium. 

Subdiaphragmatic Abscess.—In this case there will be a_ history pointing to 
precedent gastric or duodenal ulcer, appendicitis, or hepatic abscess. The onset of the 
pain may be sudden or gradual. There will be pyrexia and leucocytosis, pointing to deep- 
seated suppuration. There is usually an abdominal swelling, which does not move with 
respiration. The note over this may be tympanitic, from the presence of gas in the abscess, 
and in that event the coin-sound will be obtained on percussion. There are usually indica- 
tions of pleurisy at the base of the corresponding lung, but the liver is not, as a rule, 
pushed down. The use of the a-rays may help in locating the abscess ; but the exploring 
needle should not be used except when the patient is on the operating-table, and one is 
prepared to open the abscess at once if found. Robert Hutchison. 
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PAIN IN THE ILIAC FOSSA (LEFT).—Although many of the causes of pain 
complained of mainly or entirely in the left iliac fossa are the same as those which cause 
similar pain in the right iliac fossa, there are certain differences, as will be seen on 
comparing the table on p. 454 with the following :— 

CAUSES OF PAIN IN THE LEFT ILIAC Fossa. 


1. Causes of Acute Pain :— 


Acute diverticulitis Pelvic abscess | Coli bacilluria 

Ureteral calculus Retained left testis Local injury 

Acute ureteritis Suppurative periostitis of the | Stitch 

Twisted left ovarian ilium Volvulus of the sigmoid colon 
cyst pedicle Appendicitis (exceptional Strangulated retroperitoneal 

Salpingitis cases) hernia. 

Odphoritis 


2. Causes of Subacute, Chronic or Recurrent Pain :— 


Most of the conditions mentioned under Group 1, and also :— 


Carcinoma of the | Sacro-iliac joint disease Periproctal abscess 

sigmoid colon Tuberculous hip Periprostatic abscess 
Carcinoma recti Osteo-arthritis of the spine Dysentery 
Massive impaction of | Infective arthritis of the lum- | Ulcerative colitis 

feeces bar spine Aneurysm of the left iliac 
Chronic diverticulitis | Herpes zoster artery 
Spastic constipation | Inflamed iliac glands Tumours of the left iliac bone 
Psoas abscess | Tuberculous iliac glands Tuberculous left kidney. 


Acute Lesions.—What is said on p. 454, et seq., in regard to wreteral calculus, acute 
ureteritis, twisted ovarian cyst pedicle, salpingitis, oophoritis, pelvic abscess, retained testis, 
suppurative periostitis of the ilium, injury and stitch, applies in the case of the left iliac 
fossa as it does to the right, so that here we need discuss only acute diverticulitis, appendi- 
citis, colt bacilluria, volvulus of the sigmoid, and strangulated retroperitoneal hernia. Of 
these, the last two call for immediate operation on account of urgent symptoms of intestinal 
obstruction—especially persistent constipation and vomiting, which becomes feeculent if 
operative measures are not adopted soon. The precise nature of the obstruction may 
not be certain until the abdomen has been opened. Abdominal distention is apt to be 
general, and there is visible peristalsis of the oblique or transverse type in the case of 
strangulated retroperitoneal hernia, a rare condition in which a coil of small intestine 
becomes herniated through the normally small retrosigmoid pouch of peritoneum ; whereas 
in the case of sigmoid volvulus the distention is at first much more marked in the left iliac 
fossa, before general colonic dilatation with vertical peristaltic waves appear. In either 
case the abdominal wall remains supple as a rule until, if the case should be left unoperated 
upon, general peritonitis supervenes. 

Coli bacilluria is much less commonly a cause of pain in the left iliac fossa than it is 
of corresponding pain on the right side (p. 455) ; and when it does cause left-sided pain, 
it nearly always causes an even worse pain on the right side also. It is a clinical fact that 
coli bacilluria affects the right kidney and ureter very much more commonly than the 
left, especially perhaps in pregnant women, in whom its incidence on the right side first or 
solely is an almost constant rule; why this should be so is not clear, although various 
theories have been put forward to account for it. 

Appendicitis is perhaps almost the last thing that occurs to one as the cause of acute 
pain referred entirely to the left iliac fossa, just as it is the first thing in one’s mind when the 
pains are on the right side ; but it should not be omitted altogether from consideration : 
first, because in some cases, in which the vermiform appendix is very long, and inflammation 
starts at its tip and spreads to the left, as it sometimes does, the symptoms and even the 
swelling may be to the left of the middle line instead of in the right iliac fossa as usual ; 
secondly, because in a few cases pains produced on one side of the body are referred to 
the corresponding region on the other side—just as some patients with a right renal 
calculus complain of pain in the left loin, so do some with appendicular trouble confined to. 
the right side complain of pain in the left iliac fossa ; and thirdly, because very occasionally 
one comes across a patient with transposition a the viscera, in whom the caecum and. 
vermiform appendix are on the left side. 
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Acute diverticulitis has been described as ‘ left-sided appendicitis,’ and this nickname 
is a good one in that, if one imagines acute appendicitis developing in the left iliac 
fossa, one has a very good idea of what the symptoms of acute diverticulitis, and its degrees 
and results, may be. In some it causes an acute abscess needing surgical measures for 
its cure ; on the other hand, there may be an acute attack without suppuration, sponta- 
neous resolution occurring just as it often does in the case of acute appendicitis. The 
patient is seized almost suddenly with acute pain in the left iliac fossa, and generally 
vomits. It hurts him to walk, so he lies down or goes to bed. His temperature and pulse- 
rate rise, appetite fails, the tongue is coated, there is generally either diarrhcea or constipa- 
tion, or the two may alternate. Micturition is often frequent because there is pain if the 
urine is held long ; locally there are acute tenderness and pain, with rigidity of the muscles 
over the lower left quadrant of the abdomen, generally palpable fullness in the same 
region, and often an actual tumour difficult to define well ; on rectal or vaginal examina- 
tion pain is complained of when the examining finger is pressed upwards and to the left. 
After a day or two these symptoms may begin to abate, and within a fortnight they may 
have disappeared ; on the other hand, they may increase rapidly, and call for urgent 
surgical measures; or they may subside considerably without clearing up altogether, 
and may recur after a few weeks or months. At the operation the cause of the persistence 
of symptoms will be found to be a local thick-walled abscess in the left side of the pelvis, 
possibly suggesting a pyosalpinx if the patient is a woman. General peritonitis may 
supervene at any stage, just as it may with any form of appendicitis. The cause of the 
disease, which is not so very uncommon, though it is not always recognized, is the 
development of exaggerated sacculations of the colon with narrowing of their mucus- 
aspect orifices, so that if the interior of the intestine is seen it looks as if it had been 
punched with a series of small holes into which the end of the little finger may just pass, 
each such hole leading into a more or less dilated pouch or sacculus, generally with an 
appendix epiploica attached to its free end ; such a diverticulum seems liable to inflamma- 
tion just as the vermiform appendix is, and the result is spoken of as acute diverticulitis. 
Long continued constipation, together with chronic colitis, seem to be predisposing factors 
in the origin of these diverticula, and acute diverticulitis is a disease of the second half of 
life rather than the first. Either sex may be attacked. 

Subacute or Chronic Lesions.—Carcinoma of the sigmoid colon or of the rectum may 
cause pain in the colon generally, owing to its distention with accumulated faces ; some- 
times this pain is complained of chiefly over the descending colon, and thus in the left 
iliac fossa. As a rule increasing constipation will be a more prominent symptom, or 
alternatively a constantly repeated desire and necessity to defecate without satisfaction 
in the result. If blood and mucus are passed per rectum, if the patient is over forty, has 
had no bowel symptoms at all until the last two or three months, and has been losing 
weight, the carcinoma and its locality will suggest themselves at once, and an actual 
tumour may be felt in the left iliac fossa ; the chief difficulty arises in cases who have 
long been habitually constipated, so that it is difficult to assess the importance of the 
increased difficulty complained of. Rectal examination, the sigmoidoscope, v-rays after 
a bismuth meal (Fig. 58, p. 125) or after a bismuth enema (Mig. 54, p. 126), may all be 
needed to exclude simpler conditions such as impacted faces or spastic constipation, which 
are discussed under CONSTIPATION (p. 121). 

Chronic diverticulitis is referred to under the heading of acute diverticulitis above ; 
when it has given rise to a chronic thick-walled abscess in the left side of the pelvis, it 
may produce symptoms very like those of carcinoma of the pelvic colon on the one hand, 
and of other forms of pelvic abscess on the other, especially pyosalpinx, or periproctal or 
periprostatic abscess. Vaginal and rectal examination should be made, and then perhaps 
a primary source for one or other of these may be found ; but not infrequently even when 
operative measures are resorted to, a chronic diverticular or a chronic periproctal abscess 
and its resulting matting and thickening are mistaken for new growth, and the patient 
is regarded as dying of a cancer unless a full post-mortem examination is undertaken to 
verify the diagnosis. . 

All the other conditions mentioned in the table above are discussed in the article on 
PAIN IN THE In1Ac Fossa (RicuT) (p. 454), and what is said there applies as much to the 
left iliac fossa as to the right. Herbert French. 
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PAIN IN THE ILIAC FOSSA (RIGHT).—When a patient complains of pain in the 
right iliac fossa, probably the first thing that occurs to one as a possible if not even probable 
diagnosis, is appendicitis. As, however, there are a large number of other conditions 
which may produce the same symptom also, it is important to consider the possibility of 
each before concluding that the patient really has appendicitis. The pains may be either 
acute and severe, or they may be subacute or chronic ; they may be complained of by a 
patient now for the first time, or there may have been previous attacks. These characters, 
however, do not distinguish any one cause with certainty from the rest, though they may 


serve as a basis for classification as follows :— 


CAUSES OF PAIN IN THE RiGurT IuiAc Fossa. 


1. Acute and severe pain may be produced by :— 


Acute appendicitis 
Acute salpingitis 
Acute distention of 
the caecum with gas 
Calculus impacted in 
the right ureter 


Acute-ureteritis 

Coli bacilluria 

Twisted pedicle of right ovar- 
ian evst 

Pelvic abscess 

Retained right testis 


Suppurative periostitis of 
the ilium 

Acute stitch 

After local injury. 


2. Subacute, chronic, or recurrent pain in the right iliac fossa may be caused by :— 


Most of the _ con- 
ditions already 
enumerated in 
Group 1. 

Tleo-czecal kink (Lane) 

Peri-appendicular 
adhesions 

Peri-czcal adhesions 

Psoas abscess 

Sacro-iliac joint dis- 
ease 

Tuberculous hip 

Inflamed iliac 
phatic glands 


lym- 


j 
| 


Tuberculous iliac 
glands 
Tuberculous caecum 
Actinomycosis of the cecum 
Carcinoma of the caecum 
Movable right kidney 
Tuberculous right kidney and 
ureter 
Intestinal obstruction at a 
point further on in the 
intestines, due to any cause, 
such as carcinoma of the 
sigmoid flexure, etc. 
Obturator hernia 


lymphatic 


Osteo-arthritis of the lum- 
bar vertebre 

Infective arthritis of the 
lumbar vertebre 

Dysentery 

Ulcerative colitis 

Typhoid fever 

Aneurysm of the right 
iliac artery 

Sarcoma, osteoma or 
chondroma of the iliac 
bone 

Lobar pneumonia, pleur- 
isy, or other chest con- 
ditions. 


Herpes zoster 


Formidable though the above list may seem, in the great majority of cases, when a 
patient complains of pain in the right iliac fossa, the first point to be decided if possible is 
whether that patient has appendicitis or not. In an acute case, in which the pains have 
come on rapidly and have become severe, are associated with an increased pulse rate, and 
some rise of temperature ; vomiting at the beginning; a coated tongue; local rigidity 
over the right iliac fossa ; perhaps with, in addition to a sense of resistance, a diffuse palp- 
able fullness in the right iliac fossa, or even a more or less localized tender swelling, together 
with tenderness of the right side of the rectum on rectal examination ; the great probability 
will be that the patient has acute appendicitis, and although the circumstances of the case 
may prohibit operation, in most instances surgical measures will be employed to cure the 
condition, and at the same time the cause will be verified. The pain in cases of acute 
appendicitis is often associated with a remarkably localized acute tenderness referred to 
McBurney’s spot, which is situated at the outer point of. trisection of a line joining the 
umbilicus to the right anterior superior iliac spine. Another sign which is sometimes 
helpful is the presence of congestion of the right superficial circumflex iliac vein ; this 
may be obvious at a glance, and it is suggestive of active inflammation of the underlying 
appendix. 

Occasionally, when acute appendicitis has been the apparent diagnosis before operation, 
some other focal suppuration will be found when an operation is performed, and it is 
generally in this way that acute suppurative periostitis of the inner surface of the ilium is 
discovered, a somewhat rare but very important condition which simulates acute appendi- 
citis very closely, and which can only be cured by immediate surgical treatment. 

A ureteral calculus generally becomes impacted in the lower end of the ureter close to 
the bladder (Fig. 192), and it sometimes gives rise to little pain ; occasionally, how- 
ever, it produces acute ureteral colic, the pain being referred to the right iliac fossa in a 
way which simulates the pain of appendicitis closely ; there may be local rigidity of the 
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muscles but no tumour can be felt, and as a rule the patient is much less ill than he is with 
appendicitis. In a first attack of such pain, however, an operation for supposed appendi- 
citis may very easily be performed ; it is when the patient has had recurrent attacks, 
associated perhaps with transient hematuria, that the real cause is suggested, or more 
often still perhaps, the diagnosis is arrived at as the result of routine examination, including 
the use of the aw-rays. The only conditions likely to simulate a stone in the ureter when 
the w-rays are employed are either calcareous iliac glands or a phlebolith in formerly 
thrombosed iliac veins. Sometimes it is possible to tell the difference between these three 
conditions by the relative situations of the shadows ; more often there will remain some 
doubt, however, as to what the w-ray appearances signify, and it may be necessary to use 
the cystoscope and a ureteral bougie or catheter to determine whether there is a stone in 
the ureter or not. 

Acute ureteritis produces symptoms almost exactly like those of an actual stone in 
the ureter, and in some instances 
at any rate it is due to inflam- 
mation of the lower end of the 
ureter resulting from a_ stone 
which has already passed. Oc- 
easionally, however, it arises 
apparently as a primary con- 
dition or as part of a bacillus 
eoli infection of the urinary pas- 
sages, and in some such cases 
operation for supposed appen- 
dicitis has been performed ; the 
vermiform appendix proving 
perfectly normal, but the ureter 
being seen to be thickened and 
miillamed. “There can. be no 
doubt that some such eases, 
diagnosed and operated upon for 
appendicitis, escape recognition 
altogether, for it is not always 
easy to tell whether the lower 
end of the ureter is inflamed 
when the tube is inspected 
merely from outside, but the 
writer’s post-mortem experiences 
show that the lesion is com- 
moner than might be expected. 

Coli bacilluria is now a 
familiar difficulty in the differ- 
ential diagnosis of appendicitis ; 


: : Fig. 192.—Skiagram of calculus impacted in lower end of right ureter. The 
although theoretically the pam diagnosis was confirmed at operation by Mr, Thelwall Thomas. 


would be referred mainly to the (Skiagram by Dr. C. Thurstan Holland.) 


kidney, generally the right, it is 

quite common for patients suffering from this condition to refer their pain not to the 
back or loin at all, but to the front of the lower part of the abdomen, and particularly over 
the right iliac fossa,in such a way that acute appendicitis is simulated very closely. Even 
though the urine be examined and a haze of albumin found, together with an excess of 
leucocytes, the acuteness of the condition may be such that the surgeon may not feel justi- 
fied in waiting for cultures of a catheter specimen of the urine to be made, to see whether 
bacillus coli communis is present in pure culture ; and not a few patients of this kind are 
unavoidably operated upon for acute appendicitis when the appendix is perfectly normal. 
The condition of coli bacilluria is recognized most readily when one has become familiar 
with previous cases ; the main features of the condition are described on page 69, and 
Fig. 193 is a temperature chart from a case in which appendicitis was simulated so closely 
that operation was performed and the diagnosis of coli infection of the right urinary 
passages, including the kidney, confirmed by the surgeon. 
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Twisting of the pedicle of an ovarian cyst upon the right side generally produces 
symptoms analogous to those of strangulated hernia, and the diagnosis may only be 
established when urgent laparotomy is performed, unless the patient is already known to 
have an ovarian cyst. Asa rule the pain starts in the lower part of the abdomen before it 
becomes general, and in the case of a cyst upon the right side it may be referred particu- 
larly to the right iliac fossa, so that appendicitis may be simulated, especially as the patient 
may be very tender in the right lower quadrant of the abdomen, and a diffuse swelling may 
be felt here. Effusion of fluid into the general peritoneal cavity takes place rapidly, so 
that there may be dullness in the flanks, though the peritonitis which produces this is 
generally non-suppurative. The emergency is one which calls for laparotomy at once, 
and the diagnosis is confirmed after the abdomen has been opened. 
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fig. 193.—Temperature chart (four-hourly) from a case of acute coli bacilluria ; it shows one recrudescence of 
the acute trouble after an apyrexial interval. 


Acute salpingitis or inflammation of the right ovary are generally secondary to some 
other pelvic inflammation which has been diagnosed on account of other symptoms such 
as a vaginal discharge (p. 185), or pain in the pelvis (p. 467), or some menstrual irregularity 
such as menorrhagia (p. 885). The skilled gynecologist may, by vaginal palpation, be 
able to determine the cause, though doubts may very often persist as to whether the con- 
dition is one affecting the right uterine appendages on the one hand, or the vermiform 
appendix on the other, unless laparotomy is performed. This procedure, as a rule, is 
much less urgent in the case of salpingitis or ovaritis than with appendicitis, and the 
doubts may therefore remain unresolved even for a period of months. Should the pains 
in the right iliac fossa be relatively slight in the intermenstrual periods, but severe at the 
time of the periods themselves, this fact will suggest that the mischief is pelvic and not 
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appendicular ; but even this conclusion is open to fallacy, because when there has been 
preceding appendicitis with extensive adhesions which may very likely include the uterine 
appendages, the pains, though primarily the result of appendicitis, may be recurrently 
worse at each monthly period. An important point, however, is that salpingitis and 
ovaritis, though possibly unilateral, are much more commonly bilateral, so that the 
distribution of the pains is likely to be much wider in the case of ovarian or Fallopian, tube 
mischief than it is with or after appendicitis. 

Acute stitch generally affects the flank in the lower costal region on one side or the 
other, but sometimes the muscles over the right iliac fossa are involved instead of the 
abdominal muscles higher up, or the diaphragm, and acute pain results in the right iliac 
fossa and the patient may fear appendicitis. The general character of the pain, however, 
the fact that it appears to be definitely in the abdominal wall, and that it is unassociated 
as a rule with acute hyperesthesia or with any swelling or pyrexia will generally serve to 
distinguish stitch from appendicitis. 

Distention of the colon with feces or with gas seldom produces very acute pain in the 
right iliac fossa, but rather a severe grumble; and although in a first attack appendicitis 
may be feared, recurrence of similar attacks without any obvious illness on the patient’s 
part, and the way the pains are almost immediately relieved if the patient can pass flatus 
abundantly, or has his bowels evacuated, either naturally, by medicines, or by means of 
an enema, will generally serve to exclude acute appendicitis at any rate, though doubt may 
remain as to whether there may not be appendicular or perityphlitic adhesions. In some 
such cases examination of the bowel with bismuth and the a-rays may serve to show the 
distended condition of the cecum, or on the other hand evidence of deformity from 
adhesions. 

Retention of the right testis is a thing which should not be forgotten, especially when 
a lad at about the time of puberty complains of acute pain in the right iliac fossa, suggest- 
ing appendicitis. The testis at this time swells, and if it is situated at the upper end of 
the inguinal canal, distention of it may cause acute pain of a character very similar to that 
of appendicitis, especially as at the same time there may be local resistance suggesting a 
swelling in the iliac fossa. It is important therefore to examine the scrotum to see whether 
both testicles are present there or not. There is no pyrexia. 

Injury to the right iliac fossa may be followed by acute pain. In most instances the 
history will indicate the diagnosis clearly, especially if there is local evidence of bruising. 
Sometimes, however, the patient may have injured himself when he was unaware of doing 
so, for instance during times of great excitement, or perhaps when he was under the influ- 
ence of drink, or again during a nocturnal attack of epilepsy, and it may then be very 
difficult sometimes to tell whether the pains are due to injury or not. The absence of 
pyrexia and of an increased pulse-rate will be points against acute appendicitis, though 
there may be local swelling from a deep haematoma, and the injured muscles may be rigid. 

Passing on now to a consideration of the differential diagnosis of conditions which may 
produce subacute, chronic, or recurrent attacks of pain in the right iliac fossa, it is clear 
that most of the conditions described above need to be borne in mind again, though one 
need not recapitulate what has already been said in regard to them. Many, if not all, of 
the additional causes mentioned under the second heading, however, may simulate or be 
confused with subacute or recurrent appendicitis. 

The ileocecal kink of Sir Arbuthnot Lane is now familiar to most physicians and 
surgeons as a cause of constipation by interfering with the free passage of the intestinal 
contents from the lower end of the ileum into the czecum, and as a result of this kink dis- 
comfort, or a dull grumbling pain, or even an occasional acute pain, may result in the right 
iliac fossa ; it may be very difficult to tell whether there is not some degree of appendicular 
trouble at the same time, but the diagnosis of the kink itself is relatively easy if a serial 
examination of the alimentary canal is made with the a-rays after the administration of 
bismuth. The actual narrow point between the bismuth kept in the lower end of the 
ileum beyond its proper time and the bismuth which has got past the kink into the caecum 
can generally be seen very clearly ; though it is important in making the examination 
that the patient should not have any paraffin, aperient, or enema during the period of the 
successive a-ray examinations. 

Adhesions round the appendix itself, or round the cecum, may be very difficult to 
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diagnose unless the patient has recurrent pains in the iliac fossa subsequent to a preceding 
attack of appendicitis but without any recurrence of signs of inflammation, pyrexia, or 
raised pulse-rate. In some such cases, however, it is only when operation is performed 
for the relief of the symptoms that the adhesions can be diagnosed with certainty. 
Tuberculosis of the cecum is being recognized nowadays with increasing frequency 
(Fig. 194); it is nearly always associated with chronic phthisis, of which there will be 
either definite physical signs or a-ray shadows, and the sputum will generally contain 
tubercle bacilli. When the phthisis is active and extensive the number of bacilli swallowed 
are generally so numerous that if ulceration of the bowel occurs at all the ulcers are diffused 
widely through the ileum, caecum, and ascending colon ; but even in such a case the post- 
mortem evidence shows that the maximum incidence of the bowel tuberculosis which 
results from the swallowing of tuberculous sputum is in the region of the ileocecal valve, 
‘presumably because some delay occurs here in the passage of the motions and gives the 
bacilli a better opportunity of attacking 
the mucous membrane. In cases which 
are much less acute the bowel tuberculosis 
is sometimes confined entirely to the ileo- 
cecal valve region, involving perhaps the 
last inch or two of the ileum, the ileocecal 
valve itself, the caput ceci, and the first 
inch or two of the ascending colon. There 
may be diarrhea as a result of this chronic 
ulceration, but as a rule there is none, and 
the patient has become so accustomed to 
his lung condition that he presents himself 
to the physician complaining of a sense of 
dull pain in the right iliac fossa with oceca- 
sional exacerbations. There may or may 
not be pyrexia owing to the phthisis. On 
examination an indeterminate fullness or 
even a definitely palpable mass may be felt 
in the right iliac fossa, and the first im- 
pression will probably be that the patient 
has chronic appendicitis, or even possibly 
carcinoma of the caecum. It is the con- 
comitant lung trouble which gives the dia- 
gnosis, and possibly tubercle bacilli may 
also be detected in the faeces by the anti- 
formin process. A certain number of these 
cases have now been cured of their bowel 
Fig. 194.—Photograph of chronic tuberculosis of the lower trouble completely by excision of the 
essa i's cies of chron phils with stianteaeeeemy affected parts, accompanied by anastomosis 
chronic appendicitis. Patient alive and well seven vears after between the healthy lower end of the ileum 


the operation. 
A. Normal ilium. B, Dense tuberéulous infiltration of the and the healthy large bowel beyond the 
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Actinomycosis of the cecum is rare, but 
it is a well recognized condition which, when it does appear, often baffles diagnosis. In 
some cases the nature of the mischief in the right iliac fossa is suggested by the fact that 
the patient has a chronic inflammatory, suppurative or ulcerative condition either of the 
jaw or cheek, or of the pleura and chest wall, or of the liver at the same time, for these, 
in addition to the cecum, are the sites most usually involved by actinomycosis. The 
chronicity of the affection is generally pronounced, but the ultimate diagnosis depends upon 
the discovery of ray fungi from the affected part (Plate XXVIIT, p. 614). Were the caecum 
involved primarily the symptoms would be more or less like those of either chronic appeu- 
dicitis or of carcinoma of the cecum, and laparotomy would probably be resorted to, 
though if the nature of the malady were suspected large doses of iodide of potassium 
would be prescribed with or without actinomycotic vaccine treatment, cure possibly 
resulting without operation. 
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Inflamed iliac lymphatic glands may cause both pain, tenderness. and obscure swelling 
in the right iliac fossa, and appendicitis may be simulated. There will generally be pyrexia ; 
if the inflammation in the internal glands is due to spread from the femoral or inguinal 
glands there will generally be some sore place upon the skin in the area drained by the latter 
to indicate the diagnosis, but the inflammation of the iliac may also occur independently of 
the inguinal lymphatic glands when the source of the infection is in the pelvis or secondary 
to periproctal or periprostatic inflammation. Rectal examination will assist the diagnosis. 

Tuberculous iliac lymphatic glands generally form part of tabes mesenterica or of 
tuberculous peritonitis (p. 47), but sometimes the tuberculous depos:ts occur mainly, or 
even solely, in the glands in the region of the caecum, in which case it may be very difficult 
to be sure without operation that the patient has not got chronic appendicitis or alterna- 
tively tuberculous lesions in the cecum itself (see above). It is only when one can feel 
multiple small but firm, tender swellings, as is sometimes possible in a thin person, that 
the diagnosis of tuberculosis of these glands may be guessed at; as a rule the patient is a 
child suffering from general delicacy, and the condition is not one in which the symptoms 
call for urgent laparotomy. Von Pirquet’s skin reaction may be positive, though even 
when it is the diagnosis of tuberculosis of these glands will often remain one of conjecture 
only. Sometimes the a-rays show multiple shadows in the position which the glands 
normally occupy, and thus assist the diagnosis. 

Carcinoma of the cecum is generally characterized much less by pain in the iliac fossa 
than by a definite, usually irregular firm mass, at first movable, later more fixed. This 
mass is distinguished from an accumulation of faces in the cecum by its greater firmness, 
by the fact that it cannot be moulded by the fingers, and that it. does not disappear when 
the bowels are thoroughly evacuated. It may enlarge very slowly ; in cases of doubt, 
operation with a view to possible excision will probably be resorted to, and the diagnosis 
thus confirmed. Sometimes carcinoma of the caecum may be simulated by accumulated 
feeces, however, when there is obstruction to the bowel further on ; there may for instance 
be adhesions obstructing the sigmoid colon, or a partial volvulus, or a carcinoma of the 
rectum, or of the sigmoid colon, leading to partial intestinal obstruction and preventing 
the faces from leaving the cecum thoroughly even when evacuant measures have been 
employed. The pain which the patient then complains of may be not at the site of 
obstruction so much as in the right iliac fossa. A bismuth and a-ray examination may 
assist materially in detecting the cause of the symptoms in such a case, and careful exam- 
ination of the rectum with the finger, or of the sigmoid colon by means of the sigmoidoscope 
may be required. It is noteworthy that when there is obstruction to the colon in its distal 
part, it is particularly in the caecum that stercoral ulcers are apt to occur, and these may be 
associated with perityphlitis and pain in the right iliac fossa, more or less simulating 
appendicitis. 

In dysentery and ulcerative colitis the abdominal pains are usually general, or at least 
referred now to one, now to another part of the whole colon, so that in these conditions the 
patient seldom complains mainly of pain in the right iliac fossa ; occasionally, however, 
pain in the right iliac fossa may be more pronounced than over other parts of the colon, 
though the diagnosis of a more widespread infection will generally be indicated by the 
history, especially as to residence in the tropics in the case of dysentery, or of recurrent 
intractable diarrhcea with the passage of blood and mucus in one suffering from ulcerative 
colitis. 

In typhoid fever the general symptoms will nearly always be out of all proportion to 
any pain in the abdomen, but occasionally so mild a case of typhoid fever is met with—the 
ambulatory type—that the patient has not been ill enough even to go to bed, and in 
some of these acute pains in the right iliac fossa have been the first thing to call attention 
to the nature of the disease ; in some indeed the patient has had a perforation low down 
in the ileum, so that a local abscess in the right iliac fossa has formed, and the patient, 
though suffering from typhoid fever, has been operated upon as an ordinary case of 
appendicitis until the subsequent course of the pyrexia has indicated that something else 
was wrong, and it has occurred to one to have the blood tested for a Widal’s reaction, which 
has then been found positive. 

Discomfort or actual pain in the right iliac fossa may be the first complaint of patients 
suffering from a tumour of the iliac bone; this tumour may be simple—osteoma or 


460 PAIN IN THE ILIAC FOSSA 


chondroma—or it may be malignant sarcoma. In either case the diagnosis is arrived at 
by careful deep palpation, when the tumour will be felt to be firm or even bony hard, and, 
unlike other tumours in the iliac fossa, completely fixed to the deep parts. 

An aneurysm of the iliac artery is very uncommon; when it does occur, pain in the 
iliac fossa may be considerable, and this pain may radiate thence down the right thigh ; the 
diagnosis would be made by careful palpation and the discovery of a tumour with expansile 
pulsation. 

Although both movable right kidney and other lesions of the right kidney, especially 
iuberculosis, cause pain in the loin to a more pronounced extent than pain in the right iliac 
fossa, some patients, especially those suffering from unduly movable right kidney, 
complain of much more pain in the lower right abdominal quadrant than in the loin, 
and the difficulty of distinguishing between such pains when due to movable kidney only, 
and a subacute appendicitis occurring in a person who has at the same time a movable 
kidney, may sometimes be considerable. Careful urine examination should be made ;. with 
renal tuberculosis pus cells and tubercle 
bacilli may be detected; with movable 
kidney the urine is generally normal, though 
sometimes there may be a little albumin or 
occasionally a trace of blood. With mov- 
able kidney, however, there will be no 
pyrexia, such as one would expect were 
there also appendicitis, and on careful pal- 
pation the patient will tell the examiner 
that she experiences the pain when he has. 
the kidney between his two hands and not 
when he presses into the right iliac fossa 
without touching the kidney. 

Herpes zoster is a condition which 
always needs bearing in mind when pains 
are unilateral without objective signs, and 
these pains due to herpes zoster may be 
present some time before the actual erup- 
tion appears, and also in a few cases for 
weeks or months after the eruption has 
subsided. It is even probable that in 
some cases there are pains from herpes 
zoster without any eruption at all, though 
then the diagnosis is almost impossible. 
As a rule, with herpes zoster occurring in 
such a way as to produce pain referred 

to the right iliac fossa, the pain will not be 
fig. 195,—Skiagram showing tuberculous disease of Ist confined to this fossa but will be referred 
and 2nd lumbar vertebra. 3 
(Skiagram by Dr. C. Thurstan Holland.) — also to. the inner side of the upper part of 
: the thigh and to some point in the right 
loin. The characteristic vesicles will also be looked for, or the slight scabs that may be 
left for some time after the vesicles have dried up. 

The remaining conditions in the list above are some in which pain may be referred to 
the right iliac fossa by lesions at a distance, and it is only by bearing them in mind and 
looking for evidence of them that they can be recognized. Thus, the fact that a patient 
who is suffering from acute pleurisy at the base of the right lung, or from pneumonia in the 
lower lobe of the right lung, may complain of pain in the lower part of the abdomen rather 


than in the chest, is familiar; and sometimes it may be very difficult to decide whether the 


patient’s lesion is abdominal or thoracic. Even when there are definite lung signs there 
may be doubt as to whether there may not be appendicitis as well; acute pleurisy, for 
example, may result from the rapid tracking up along the posterior abdominal wall of 
infection from the appendicular region. In such cases it is only by careful judgement that 
a decision can be come to. -As a rule, in such cases there is neither rigidity nor tenderness 
in the right iliac fossa upon examination, although the patient may put his hand over the. 
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right iliac fossa when indicating where he has the pain. In a similar way chronic pain 
suggestive of ureteral calculus or of appendicular colic or even a subacute appendicitis may 
be complained of by persons whose posterior nerve roots on the right side are being irritated 
by bony or other changes in connection with the lower dorsal or upper lumbar vertebre, 
for instance, from spondylitis deformans (p. 648) in an early stage ; osteoarthritis of the 
spine ; infective changes in the spine of the same nature as rheumatoid arthritis ; spinal 
caries with or without psoas abscess. Such cases will be of chronic duration, and it may 
be only after much deliberation and repeated examinations that a conclusion will be come 
to that the pains are referred from the spine and not due to primary trouble in the right 
iliac fossa itself. The x-rays will sometimes be of assistance in detecting the osteophitic 
or other bony changes in the vertebrae (Fig. 195), and if the patient’s complaints can be 
analysed successfully, it will generally be found that he has definite localized pain in the 
back as well as in the iliac fossa. The difficulty of being sure of the cause of the pains 
in such a case, however, may sometimes be very great, and even after weeks of observa- 
tion their nature may still remain one of doubtful opinion only. Herbert French. 


PAIN, INTERSCAPULAR.—(See also Pain In THE Back, p. 427.) Pain referred to by 
the patient as being ‘‘ in the back, between the shoulder blades,”’ is due in the great majority 
of cases to simple indigestion, flatulence, or biliousness. Sometimes it is in the middle 
line, with a maximum intensity at the 5th, the 6th, the 7th or the 8th dorsal vertebra : 
sometimes it is referred more to one side of the mid-line than the other ; often it varies in 
position, being sometimes near the mid-line, at other times right under the blade of one 
scapula—particularly on the left side in the case of indigestion and stomach conditions, 
on the right side when the patient is ‘bilious’ or his liver is out of order. It is very impor- 
tant, however, not to conclude forthwith that a patient who has this symptom is merely 
bilious or suffering from dyspepsia, for pain of a similar kind may be the result of more 
serious lesions, amongst which one must think of :— 


Kpithelioma of the cesophagus | Aortic aneurysm eroding the vertebra 
Mediastinal sarcoma | Gastric ulcer 

Spinal caries | Duodenal ulcer 

Sarcoma of the vertebra | Gastric carcinoma 

Carcinoma of the vertebre | Gall-stones 

Infective arthritis of the spine ) | Hepatic abscess 

Fibrositis ’ | * Chronic Carcinoma of the gall-bladder 
Myositis (Ree : Carcinoma of the liver. 

Spondylitis deformans | 


The first step in arriving at a diagnosis will be to examine the bare back very carefully 
by inspection in a good light, and by palpation. Broadly speaking, the conditions men- 
tioned above divide themselves into two main groups—namely, (1) Those in which the pain 
is not produced locally, but is referred to the interscapular region from a distance (Fig. 294, 
p. 716) ; (2) Those in which the pain is definitely of local origin, so that there is tenderness 
on palpation as well as pain. When the pain is due to local causes, there will generally be 
some deficiency in the free movement of the spinal column when the patient bends forwards 
and backwards, or from side to side, or when he twists round ; and attempts at such move- 
ments will increase the pain in a way which is not the case when the cause is gastric or 
hepatic. 

The maximum amount of rigidity is found in cases in which the bones themselves are 
involved, whether by spinal caries, new growth, an aneurysm, spondylitis deformans, or 
arthritis. The diagnosis of each of these may be clinched by a-ray examination in all but 
a few cases. Skiagraphy will also serve to detect mediastinal new growth; or, with the 
help of a bismuth meal, epithelioma of the wsophagus, which is generally suggested by the 
progressive DyspHaGta (p. 194) long before it produces pain between the shoulders. 

Infective arthritis of the spine, fibrositis and myositis are all associated with local tender- 
ness and local stiffness or deficiency in movement as well as with local pain ; in only a few 
cases will the parts affected be the mid-dorsal region of the vertebral column alone ; in 
most instances there will be pains in other parts of the body as well, referred to vaguely 
as ‘ neuritic,’ together with more or less affection of many joints of the multiple rheuma- 
toid arthritis type (p. 341). All three are closely related to one another, and where fibrositis. 
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or myositis end and infective arthritis begins is usually impossible to define. Local 
infiltration may sometimes be recognized on minute palpation, especially by those who 
have had training in massage. The diagnosis should not be made, however, before caries, 
aneurysm, and other serious deeper lesions have been excluded by skiagraphy. 

When there is no local thickening, tenderness, or rigidity, and no local abnormality 
to be made out with the v-rays, it will be probable that the interscapular pain, or the pains 
beneath the blade of one or other scapula, is a referred pain, either of gastric or hepatic 
origin. In many such cases the diagnosis of FLATULENCE (p. 240), or simple INDIGESTION 
(p. 815), or of biliousness is guessed at rather than made, and the chances are that the 
patient will be suffering from one or other of these ill-defined ‘simple’ conditions rather 
than from something more serious,—such as gastric or duodenal ulcer, gastric carcinoma, 
gall-stones, hepatic abscess, or carcinoma of the liver or gall-bladder ; especially if he has 
had similar pains on many previous occasions, losing them completely in the intervals. The 
severity of the scapular or interscapular pain is no guide, for it may be extreme even when 
the patient is suffering from nothing worse than flatulence or biliousness. It is important, 
however, not to jump too readily to the conclusion that the pain is due to these simple con- 
ditions especially if it does not yield easily to simple treatment, such as bicarbonate of 
soda or a little calomel. Careful abdominal palpation is indicated, lest a gastric or hepatic 
tumour escape detection ; with these the pain will seldom be solely interscapular, however, 
and here, just as in the case of gastric or duodenal ulcer, hepatic abscess, or gall-stones, 
there would be pain in the epigastrium or hypochondrium to direct attention to the nature 
of the lesion, which would be suggested further, perhaps, by such other symptoms as 
VOMITING (p. 768) or JAUNDICE (p. 324). Nevertheless, in some cases it may only be by 
watching the patient for a time that an exact diagnosis can be made; and occasionally 
that which at first appears to be no more than the interscapular pain of dyspepsia 
or biliousness, proves to have been really due to gall-stones or a carcinoma. 

Herbert French. 

PAIN IN THE JAW (LOWER)—unaccompanied by any swelling (see SWELLING OF 
THE JAW, LOWER, p. 683)—is generally due to dental caries, i.e., toothache, and it is with 
this thought in the mind that an examination should first be made. The decayed tooth 
may be obvious at once, or it may be so hidden as to call for the services of a 
skilled dentist. Occasionally an unerupted molar may be the cause of the pain, and a 
skiagram may be needed to complete the diagnosis. 

Neuralgia. Here, pain is the essential feature, and it may be of two kinds. It 
either follows the course of a nerve such as the inferior dental in the lower jaw, or it affects 
a considerable part of the jaw without special reference to any nerve. It varies greatly 
in severity, being sometimes slight, at other times so severe as to call for all the fortitude 
of the patient to bear it. Usually neuralgia of the inferior dental nerve is combined with 
neuralgia of the other branches of the fifth nerve, and this in conjunction with the 
spasmodic character of the pain makes the diagnosis easy. Some cases of neuralgia are 
embarrassing, especially when sources of irritation in decayed teeth are present as well 
and it may be that the true condition can only be settled after all the teeth have been 
extracted. 

Other causes, such as epithelioma or other neoplasm, do not produce pain as a rule 
until the diagnosis has been arrived at on other grounds. | George E. Gask. 


PAIN IN THE JAW (UPPER). What has been said above as to pain in the lower 
jaw being caused by dental caries and neuralgia applies equally to pain in the upper jaw, 
but there is an important additional cause to be sought for in the latter, and one easily 
overlooked, namely, inflammatory affections of the antrum of Highmore. 

Abscess of the Antrum of Highmore.—The presence of pus within the antrum is indicated 
by local pain generally dull in character, but sometimes acute. On examination of the 
jaw, the gums will often be found tender and swollen, and a carious tooth is frequently 
the source of the infection. So far, the signs are compatible with those arising from a 
septic tooth, without implication of the antrum, and further evidence is required ; the 
most certain is the periodical discharge of pus, which may run from the corresponding 
nostril when the head is bent forwards, or trickle down the pharynx when the patient is 
lying on the back. If the normal opening of the antrum into the nose becomes closed, as 
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it may from inflammation, this valuable sign is lost, and though local signs of inflammation 
and general febrile disturbances are present, it may be difficult to arrive at a diagnosis, for 
the condition is simulated by inflammation in the nasal fossze or suppuration in the ethmoidal 
and frontal sinuses. It must also be remembered that a growth, either innocent or malig- 
nant, starting in the antrum and not yet big enough to cause a swelling, may easily be 
mistaken. Recourse, therefore, should be had to the method of transillumination, and 
the antra on the two sides compared (see Fig. 84, p. 180). The position of the antrum 
should be shown by a bright red area, and if instead a shadow is thrown, there is presumably 
some affection of the antrum. It does not mean necessarily that there is an abscess, for a 
growth or a thickening of the bone may cast a shadow equally well. In these conditions 
a skiagram may help. A growth may indicate its presence by pain before the appearance 
of any swelling, but the differential diagnosis is discussed under SWELLING OF THE JAW, 
Lower (p. 683). The only certain method of diagnosis of an antral abscess is by tapping 
the antrum with an exploring syringe. This can be done through the nose immediately 
under the anterior part of the inferior turbinate bone. The fluid withdrawn may be 
subjected to microscopical and bacteriological examination. George E. Gask. 


PAIN IN THE JOINTS.—(See Jornts, AFFECTIONS OF THE, p. 337.) 
PAIN IN THE LEG.—(See Pain in THE Extremity, LowEr, p. 438.) 


PAIN IN THE LIMBS (General).—In the great majority of cases pains in the 
limbs are the result of some general or systemic disease: in but few instances can they 
result from symmetrically distributed local lesions. For clinical purposes they may be 
classified by their duration, according as they are acute or chronic. 


1. Acute General Pains in the Limbs occur in— 


Rheumatic fever Hysteria | Inflammations of the 
Muscular overstrain Acute infections such as— lungs, kidneys, etc. 
Myositis— Acute coryza Secondary syphilis 
Acute Polymyositis Tonsillitis | Tropical fevers— 
Neuromyositis Febricula or chill | Dengue, Malta fever, 
Trichinosis Influenza | cholera, yellow fever, 
Peripheral neuritis Acute specific fevers | dysentery, malaria. etc. 


Neurasthenia Rat-bite fever 


2. Chronic General Pains in the Limbs occur in— 


Peripheral neuritis Rheumatoid arthritis | Bronchitis 

Tabes dorsalis Gonococcal arthritis | Emphysema 
Chronic rheumatism Chronic wasting disease, as | Morbus cordis 
Myalgia pulmonary tuberculosis | Severe anzmia 
Pernicious anemia Gastritis | Malignant disease 
Osteoarthritis Cirrhosis of the liver | Nephritis. 


These general pains may be felt most acutely sometimes in one tissue or part of the 
limbs, sometimes in another. The muscles, for example, may be the chief seats of pain in 
a child with rheumatism ; in a rheumatic adult the pains are usually worst in and about 
the joints ; in a patient with secondary syphilis the pain is often deep in the bones, the 
so-called osteocopic pain. General limb-pains are usually made worse by movement, 
particularly when they are accompanied by inflammatory changes in the joints ; but the 
general pains of chronic rheumatism, or the stiffness and pains left after muscular over- 
strain, will often pass off if the movements be persisted in for a little time. Asa rule, general 
pains in the limbs are least felt when the patient is at rest, especially when he is at rest 
in bed ; but in some cases rest leads to stiffness and increased discomfort, change of position 
giving temporary relief; in others—particularly the muscular pains of rheumatism and 
the osteocopic pains of specific disease—the pains are at their worst as soon as the patient 
gets warm in bed. 

Acute Pain.—General pains in the limbs are common in rhewmatic fever, occurring 
mainly in the limbs in which there is acute inflammation of the joints. In severe cases 
the cause will not readily be overlooked : it is in the comparatively mild cases in children 
that failure to make the proper diagnosis is likely to occur, when the general pains in the 


464 PAIN IN THE. LIMBS 


limbs may be set down as merely ‘ growing pains. There is no doubt that ‘ growing 
pains * occur in healthy children, quite independently of rheumatism ; but any complaint 
of growing pains should lead to a careful investigation of the patient’s history, and of the 
condition of his heart ; a family history or past personal history of either rheumatism or 
chorea will often be made out ; and not rarely, examination of the heart will lead to the 
discovery of valvular disease. The joint-affections of rheumatism are far more prominent 
in adults than in children ; in children the non-arthritic lesions are the most conspicuous— 
endocarditis, pericarditis, pleurisy, chorea, inflammations of the fibrous tissues generally 
and of the skin, sore throats. The way in which both the pains and the pyrexia are relieved 
by salicylates may often assist the diagnosis ; if both are relieved within forty-eight hours 
after salicylate treatment is begun acute rheumatism is probable, whilst conversely if the 
pains persist in spite of salicylates acute rheumatism is not probable (Fig. 150, p. 338). 

Few people can be unacquainted with the general pains and stiffness due to muscular 
overstrain, the result of some violent and unusual muscular exertion—walking, running, 
playing games, etc.—undertaken when the body was out of training. The pains are accom- 
panied by local tenderness of the affected muscles, and there may be slight fever. 

Myositis, or inflammation of the muscles, is a comparatively rare cause of general 
pain in the limbs. Acute polymyositis, also described as dermatomyositis and as pseudo- 
trichinosis, is characterized by pain, rigidity, and tenderness in the muscles, cedema of the 
extremities, and a rash resembling one or other of the exudative erythemas. In addition, 
there are the general symptoms of malaise, anorexia, general debility, and fever. It must 
be distinguished from trichinosis, in which the affected muscles are found to contain 
Trichinella spiralis, the face and eyes are cedematous, and the blood shows eosinophilia. 
A second rare form of myositis is the newromyositis described by Senator, in which the 
nerves are involved as well as the muscles. In this, sensation is lessened, the reflexes are 
lost, and vasomotor phenomena are seen in the extremities. The affected limbs are tender 
on pressure, and painful when movement is attempted. 

Trichinosis, or infection with Trichinella spiralis, is very rare in Great Britain, though 
common in countries where pork is eaten uncooked. Its symptoms are due to gastro- 
enteritis, and to invasion of the tissues of the body, particularly the muscles, by young 
trichinella. For the first week or ten days the main symptoms are gastro-intestinal, and 
may suggest cholera. Then the second stage comes on with pains and swellings in the 
muscles, particularly the flexors. The face, neck, and trunk are affected as well as the 
limbs ; the face and eyes become cedematous ; profuse perspirations are common, and 
high fever is not rare ; eosinophilia and leucocytosis are usual. If not fatal the symptoms 
Jast a month or more, subsiding gradually into the third stage, that of convalescence, as 
the larval trichinelle become encysted in the muscles. The diagnosis of trichinosis is 
likely to be difficult because of its rarity ; it is most likely to suggest itself when it occurs 
in epidemic form. In the early stages, acute gastro-enteritis, enteric fever, or even cholera, 
will be suspected, the main symptoms arising from the irritation of the alimentary canal 
set up by the parent trichinelle breeding in it. Later, rheumatism will be simulated ; 
but the pain and swelling are in the muscles, not the joints, and the occurrence of cedema 
and of eosinophilia should help in the diagnosis. It may be added, that adult trichinelle 
may be found in the stools of a patient with trichinosis, and larval trichinelle in portions 
of the affected muscles removed intra vitam for microscopical examination: encysted 
larvee will also be seen in the infected meat that gave rise to the attack, should any of 
it have been preserved. « 

Aching pains all over the limbs or body, or both, are quite common at the onset of 
many of the acute infectious disorders, or of acute diseases that mainly affect one or another 
of the organs of the body. Associated with these pains are other general symptoms, in 
most instances, such as malaise, headache, anorexia, and more or less fever. Thus, a 
severe acute coryza or tonsillitis may be ushered in by general pains in the limbs ; so may 
the obscure and elusive acute attack known as a febricula or a chill, in which the fever and 
general symptoms persist for a day or two, but no localizing signs or symptoms can be 
detected to give evidence as to “ where the chill has settled.’ Such febricula may really 
be abortive attacks of pneumonia or rheumatism, the onset or recrudescence of pulmonary 
tuberculosis, instances of undetected sore throat, acute gastro-intestinal upsets, cases of 
larval enteric, scarlet fever, measles, or what not. If they are associated with much pain 
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or prostration, there is a great tendency to apply the term ‘ influenza’ to them indis- 
criminately, quite apart from considerations of fact—evidence of infection with Pfeiffer’s 
bacillus ; or of probability—the detection of any source whence influenzal infection could 
have been derived. But, however satisfactory it may be to the patient, the diagnosis of 
influenza should not be made without further evidence, such as is furnished by the dis- 
covery of Pfeiffer’s bacillus in the patient’s nasal or bronchial secretions, or by the occur- 
rence of the attack as one of many in an influenzal epidemic. Influenza is well known to 
be a protean disorder. In many instances its main symptom is a severe coryza, with head- 
ache, lachrymation, pyrexia, and much prostration. In others the type is respiratory, 
bronchitis with cough and viscid expectoration taking the place of the coryza, and leading 
up to a bronchopneumonia or lobar pneumonia that not infrequently results in death. A 
third variety of influenza is the abdominal and gastro-intestinal ; abdominal pain, vomiting, 
diarrhoea, and perhaps jaundice, being the main phenomena. In all of these the pains, 
depression, and prostration come on very rapidly, and appear severe out of all proportion 
to the objective signs of the disease, while the fever is usually of short duration. The 
diagnosis of epidemic cases should not be difficult, but in the sporadic cases it may be far 
from easy, and must be made on the general lines indicated above. 

It is not necessary to refer in detail to the many other acute infections or inflammatory 
processes in which general pains occur in the limbs. In measles, scarlet fever, or small-pox, 
for example, the pains often occur at the outset, but the diagnosis will be made on the 
other symptoms, and confirmed by the appearance of the characteristic rash. Recurrent 
attacks of high fever with pains in the limbs are characteristic of the little known and rarely 
recognized Rat-bite Fever (see p. 598). Various febrile disorders of the lungs, such as 
bronchitis, tuberculosis, or pleurisy, may begin with similar pains ; so may gastro-intestinal 
infections, or acute inflammations of the kidneys. The diagnosis in these instances will be 
made from the special symptoms developed in each; the pains in the limbs will rarely 
be the only or the most prominent complaint. 

In peripheral neuritis of the symmetrical multiple type, the amount of pain is very 
variable—great in some cases, little in others. The peripheral nerves contain motor, 
sensory, and vasomotor fibres; in peripheral neuritis, therefore, motor and vasomotor 
symptoms are habitually present, as well as sensory. Alcoholism is the commonest cause 
of multiple symmetrical peripheral neuritis ; the chief complaints are of numbness and 
tingling in the extremities, ‘pins and needles,’ sensations of ‘ dead fingers,’ cramps in 
the legs, and severe gnawing or aching pains in the limbs. Beginning in the hands and 
feet, they tend to spread to the trunk ; motor weakness comes on, the skin develops hyper- 
cesthesia, the limbs become very tender to pressure. The deep reflexes, originally increased, 
are now lost ; the sphincters are hardly ever involved in alcoholic neuritis unless the mind 
is affected. Mental symptoms are common in alcoholism, taking the form of Korsakow’s 
psychosis ; memory for recent events is lost : the patient may forget his name and address, 
and not know where he is; and in the endeavour to make good the lacunz in his recollec- 
tions, he is likely to lie freely, and quite without any definite wish to deceive. The physical 
signs of arsenical neuritis are similar to those of the alcoholic form, but inco-ordination 
and the cutaneous and deep hyperesthesize are more marked, and muscular paresis and. 
wasting come on earlier; and there may be other arsenical symptoms (p. 64). In the 
neuritis due to acute lead poisoning the sensory signs are entirely subordinated to the 
motor, and pains in the limbs are absent. Peripheral neuritis is a fairly frequent legacy 
of influenza, and may then be characterized by great severity and persistence ; it may 
also occur as a complication of other infectious disorders—such as diphtheria, tuberculosis, 
or syphilis. The diagnosis of peripheral neuritis will be suggested, speaking generally, 
if the pains in the limbs are associated with marked sensory changes—aneesthesia, 
paresthesia, hyperesthesia—with tenderness of the skin, muscles, or along the course of 
the nerves, and with weakness, atrophy, and the reaction of degeneration in the muscles. 

Hysterical and neurasthenic patients sometimes suffer acutely from pains in the limbs 
that lack any objective basis on examination, and may give rise to much trouble in dia- 
gnosis. It is of great importance that organic disease of every kind should be excluded 
before the diagnosis of hysteria or neurasthenia is given out. The hysterical patient is 
generally a woman, and is likely to exhibit several of the many phenomena common in 
hysteria, such as functional aphonia, globus or clavus hystericus, stocking-and-glove 
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anzsthesia, hemianesthesia, variable paralyses often due to the contraction of antagonistic 
muscle-groups, hysterical seizures, and the like. The signs and symptoms of hysteria 
change from time to time, the recovery from any particular affection often being as sudden 
as its onset. The neurasthenic patient, on the other hand, is oftener a man than a woman, 
usually overworked, run down in general health, and worried. ‘The symptoms are those 
of ‘ brain-fatigue ’ for the most part; inability to attend to or take interest in either 
work or pleasure ; the bodily strength is lessened, and subjective sensations of all sorts 
may be felt in the back or limbs. Headache is a prominent feature in some neurasthenic 
patients; dyspepsia or palpitation in others; imaginary sexual disorder in others. 
Exaggerated knee-jerks accompany plantar reflexes that are still normally flexor, and 
the temperature is often subnormal. 

General pains in the limbs are common in certain diseases of hot countries, of which 
only two need be considered here. Both occur in Southern Europe, as well as in more 
tropical regions. | 

Dengue is an epidemic infectious disease, much like influenza in many respects. Its 
onset is sudden, with headache and pains all over, fever, sore throat, an initial erythe- 
matous rash, and rapid pulse. The pains may be in the joints mainly, or diffused through- 
out the muscles of the limbs, and are made worse by movement. After two or three days 
the patient feels better, and begins to get about again ; but after an interval of a day or 
two a slight or severe relapse occurs, with pains as before, fever, and a secondary roseolar 
rash, which begins on the hands and wrists, later spreading in patches over the whole body. 
The relapse is soon over ; but convalescence may be slow, with persistence of the general 
pains in the limbs. The diagnosis should be easy in epidemics of dengue ; the sudden 
onset, extent of the pains in limbs, head, and loins, and the characteristic course, should 
suffice to distinguish sporadic cases from other acute disorders such as measles, scarlet 
fever, rheumatic fever, etc. 

Malta fever occurs mainly in the Mediterranean and on its shores : it is a chronic fever, 
characterized by perspirations, constipation, and rheumatic pains in the limbs; arthritis, 
orchitis, and enlargement of the spleen are common. The early symptoms are obscure ; 
but pains in the limbs and general debility, gastric derangements, headache, bronchitis, 
and continued fever, are the general characteristics when the disease is established. The 
diagnosis would turn on the discovery of exposure to infection, the milk of goats that are 
carriers of the Micrococcus melitensis being the actual vehicle of infection: the patient’s 
serum shows the specific agglutinating reaction. 

Chronic General Pains in the Limbs will often remain after several of the disorders 
mentioned under the former heading. Thus, the pains due to peripheral neuritis may 
become a chronic affection in cases of chronic alcohol, arsenic, or lead poisoning, after 
influenza, or in gouty, diabetic, or syphilitic patients. Usually only one or two of the 
limbs will be affected in these cases ; and the diagnosis will not have to be made from the 
occurrence of the pains, but will have become evident from the development of other signs 
of disease : a blue line on the gums (p. 34), tophi, and previous attacks of acute gout, sugar 
in the urine, and so forth. 

To certain uncommon cases of tabes dorsalis the name tabes dolorosa has been given, 
owing to the severity and extent of the pains. The patient presents the usual symptoms 
of tabes (p. 609); in addition he has frequently repeated lightning pains in the limbs, so 
severe as to form the dominating element in his disorder from the subjective point of 
view. The diagnosis will be made from the suddenness and shocking intensity of the 
pains on the one hand; and on the other, from the discovery of further signs of tabes— 
Argyll Robertson pupil, loss of knee-jerk, ataxia, sphincter troubles, areas or zones of 
anesthesia. The pains will have a radicular distribution, and the nerve-trunks and 
muscles will not be tender on pressure. 

General pains in the limbs are common in chronic rheumatism, occurring particularly 
in consonance with changes in the weather. In some instances, the muscles are the chief 
seat of the pain ; in others, the joints or the fibrous tissues round them. In most cases, 
exercise, massage, or movement tend to diminish these pains, if the patient can be induced 
to submit himself to the discomforts of motion or exertion. Occurring in children, these 
chronic pains are usually set down as ‘ growing pains’; but their association with acute 
rheumatism is so frequent that the patient should always be examined for other evidences 
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of the rheumatic infection (see p. 464). In adults, on the other hand, chronic rheumatism 
is less often an inheritance from acute rheumatism, and is not so frequently combined with 
valvular disease of the heart ; but it gives rise to pseudo-ankylosis of the joints, inability 
to work, and much impairment of the general health. The possibility of gonorrhceal 
arthritis, miscalled gonorrhceal rheumatism, must not be overlooked. 

Myalgia, or the so-called ‘muscular rheumatism’ is a common affection of certain 
groups of muscles, and may in some instances affect the limbs generally. It is due to chill, 
exposure to cold after sweating, sitting in a draught, and the like. Its commoner forms, 
such as lumbago, stiff neck, pleurodynia, stiff back, need only be mentioned ; in the rare 
cases where the limbs are attacked, the diagnosis of muscular rheumatism will probably 
be made faute de mieux, although there is nothing to show that the affection is rheumatic, 
and no proof that it is the muscles (and not their sensory nerves, for example) that are 
affected primarily. It happens occasionally that severe pains in the limbs, or pains all 
over the body, are felt by patients with pernicious anemia. In some instances these pains 
are associated with great tenderness of the bones of the limbs and trunk to pressure, which 
may be connected with the hypertrophic changes taking place in the marrow within them. 
Similar aches, pains, and tenderness may be found in any of the severe anemias or 
leukzemias. 

There remains for consideration the large class of diseases characterized by chronic 
wasting or cachexia, in which general pains in the limbs are often prominent. These pains 
are due to widely different causes in different instances. In some they may be due to 
nothing more than exaggerated muscular fatigue or overstrain ; the debilitated patient 
has but little muscle, and that little is exhausted by exertions that would be trifling for a 
normal subject, so that the cachectic patient becomes the victim of general pains by the 
mere fact of being up and about. In other cases the pains are connected with peripheral 
neuritis, set up by the circulation of toxins in the patient’s blood, though few or none of the 
other signs or symptoms of neuritis may be detected on investigation. In others, again, 
the pains seem to be connected with the occurrence of fever, being lessened or absent when 
the patient’s temperature is normal. In the great majority of cases these pains are lessened 
by rest, or by any treatment that builds the patient up and increases his strength. Either 
the lungs, the heart, the liver, and gastro-intestinal system, or the kidneys may be the organs 
primarily at fault, and bodily wasting and weakness will be among the main symptoms. 
In cases where the organic disease is deep-seated and out of reach, there is danger lest the 
patient who is really seriously ill should be suspected of nothing more than functional 
disease and treated for such. Thus, patients with carcinoma of the stomach may be treated 
for hysterical vomiting or anorexia nervosa ; the victim of a carcinoma or aortic aneurysm 
invading the spinal canal may receive the treatment usually meted out to the malingerer. 
It is important, therefore, that the most thorough examination should be made, and deep- 
seated organic disease of every sort excluded as far as is possible, before the diagnosis of 
functional disease be made in a cachectic patient. This is all the more necessary because 
there is no doubt that purely functional disease of long standing may reduce nutrition or 
bodily strength to a very low ebb. A. J. Jex-Blake. 


PAIN IN THE NECK.—(See Sore Turoat, p. 613; and Stirr NEcK, p. 647.) 


PAIN IN THE PELVIS.—In practice, pelvic pain can usually be classified under 
four headings, namely: (1) Deep-seated pain; (2) Superficial pain in the skin; (8) 
Spasmodic pain; (4) Backache or sacralgia. 

Deep-seated Pain is aching in character, continuous, and may be acute in onset, or 
may be chronic in duration. It is associated with tension in the pelvic organs, usually the 
result of overfilled vessels, or, in other words, of congestion. If the result of actual inflam- 
mation, i.e., congestion due to infection, it is acute, and very severe. It is elicited by 
pressure, and thereby made worse. In its worst form it is of peritoneal origin ; but it may 
be due to simple congestion of the uterus, tubes, or ovaries, without infection or evidence 
of actual inflammation. The presence of adhesions between the pelvic organs is an impor- 
tant factor in the differential diagnosis of this type of pain, making it abundantly clear 
that there has been a past peritoneal inflammation, and that the tension in the organs is 
the result of the binding and pressure of new fibrous tissue. ‘Thus it may be caused by :— 


468 PAIN IN THE’ PELVIS 


Local peritonitis due to infection, recent or remote, caused by salpingo-odphoritis, 
infection after labour or abortion, ovarian cyst with torsion of the pedicle, extra-uterine 
gestation, appendicitis. ; 

Simple congestion, caused by retroversion and flexion of the uterus, prolapsed ovaries, 
sclerosed ovaries, hemorrhagic corpus luteum cyst, endometritis. 

Superficial Pain in the Skin.—This is elicited by pinching or touching the skin with 
the head or pomt of a pin. it is essentially a referred pain, and may radiate very widely 
over the abdominal area, down the groins, over the crest of the ilium, and down the thighs. 
The area on the skin in which referred pain is felt in connection with uterine, tubal, or 
ovarian disease, is that to which the tenth dorsal nerve is distributed ; and the area is 
that which is commonly known as the ‘ ovarian region.’ It is not, however, ovarian 
only, and it is not even uterine and tubal only, but may be affected also by lesions of the 
kidney, ureter, gall-bladder, and some parts of the intestines. Consequently, referred 
pain in the skin in this so-called ovarian region cannot be taken to indicate disease of the 
generative organs at all, unless other lesions can be eliminated. The region of the tenth 
dorsal segment is simply a horizontal band spreading behind from the first to third lumbar 
spines, and extending round the body with its upper level in front at the umbilicus. All 
parts of the region are not necessarily affected equally, and there may be points of maxi- 
mum intensity ; one, notably, is midway between the umbilicus and anterior superior 
spine. This spot, especially on the left side, has often been taken erroneously to indicate 
pain due to ovarian inflammation. It is interesting to note that referred pain is commonly 
more marked on the left side of the body, the explanation of which is not quite clear. 
Referred pain in this segment may not be due to any local lesion at all, but may be a 
marked manifestation of hysteria in its graver forms. When extreme hyperesthesia of 
this area on the left side is accompanied by anzsthesia of the skin of the legs and feet up 
to the level of the knees, with brisk knee-jerks and absence of the palate reflex, the dia- 
gnosis of hysteria is almost certain. 

Spasmodic Pain in the pelvis is nearly always due to painful uterine contractions 
when it is of genital origin. The exception to this is the pain, certainly spasmodic in 
character, which occurs in connection with tubal gestation, as a rule in the week or 
two preceding tubal abortion or rupture of the tube. In this case it is supposed to be due 
to contraction of the muscle-coats of the tube, but there is no real evidence that this is a 
fact. There can be no doubt that, even though a part of the pain is muscular, some of it 
at least must be due to peritoneal irritation. The only way to diagnose between this tubal 
pain and that due to uterine contractions, is by a careful consideration of the history of the 
case, and the finding of a definite tubal swelling by the bimanual method. Even then the 
diagnosis is exceedingly difficult and often impossible. Spasmodic pain due to uterine 
contractions is caused by: The onset of abortion or labour ; deficient development of the 
uterine muscle in spasmodic dysmenorrhcea (p. 192); expulsion of a growth from the 
uterus such as a fibromyoma; ‘ after-pains’ following labour; gauze packing of the 
uterus after operations. 

The differential diagnosis of these conditions is fortunately easy ; but a much greater 
difficulty is sometimes met with when spasmodic pain has to be diagnosed which is due to 
causes which may not be of genital origin at all. The possible extraneous causes of 
spasmodic pain have already been outlined (see DysSMENORRHa@A, p. 192), and are: 
Appendicitis, intestinal, renal, or hepatic colic, leaking gastric ulcer, ruptured tubal 
gestation, twisted ovarian pedicle, haemorrhage into a Graafian follicle, rupture of an 
ovarian cyst or pyosalpinx, dyspepsia, and flatulent distention of the bowels. 

Backache, or Sacralgia, is a very common symptom in all classes of pelvic disorders ; 
and may be present at the same time as deep-seated pain and superficial skin tender- 
ness. It is associated especially with chronic uterine congestion and endometritis, 
backward displacement of the uterus, downward displacement (prolapse), and impacted 
uterine or ovarian tumours. Sometimes the only lesion to be demonstrated is a chronic 
cervical catarrh or a cervical erosion. It is a very difficult pain to explain in all cases ; 
but it is usually regarded as one referred to the roots of the actual nerves which supply the 
uterus, tubes, and ovaries. In cases of impacted tumours it is possible that the pain is due 
to actual pressure on the sacral nerves at their exit from the bone, in which case pain will 
also be felt down the inner side and backs of the thighs. In cases of carcinoma of the cervix 
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backache is complained of, but is always associated with pain in the ‘ ovarian regions,’ 
inguinal region, and also radiating down the legs. It must not be forgotten that this form 
of backache is not necessarily of genital origin, but may be the result of many other lesions. 
Thus, it may be the result of some irritating urinary constituent, like excess of urates and 
phosphates ; also it may accompany a calculus in the ureter or some lesion of the renal 
pelvis. As a rule, in renal cases, the pain is situated rather higher up. Further, caries of 
the spine low down, growths of the spine, or of the spinal cord membranes, may give rise 
to it. Inflammation of the sacro-iliac joint, rectal growths, hemorrhoids, and ulcers, may 
be its originating cause. It is clear that a correct diagnosis in any case cannot be made 
without a complete examination of all these structures, combined with careful urinary 


analysis. Thos. G. Stevens. 


PAIN IN THE PENIS—is a symptom which occurs frequently in urinary surgery, 
not only in association with lesions of the penis or urethra, but also as a referred pain with 
disease of the prostate, bladder, or kidney. The symptom is one which is common to many 
diseases, so that in the diagnosis of any case due consideration must be given to the other 
symptoms accompanying it, without placing too much reliance on a single symptom which 
may point strongly to the urethra or bladder. 

Penile pain may be present either during or immediately after micturition, or may be 
entirely independent of the act. It may be said generally that if pain is felt only during 
micturition there is some inflammatory lesion of the urethra or prostate ; whilst if it occurs 
immediately after the flow of the urine, it suggests some lesion in the urinary bladder. On 
the other hand, pain may be present quite apart from micturition, due to various diseases 
of the penis, bladder, ureter, or kidney. 

The term ‘ pain,’ too, is a relative quantity, varying with the nervous susceptibility 
of the patient, for what is pain in one may be merely discomfort in another, so that the 
patient’s account may have to be discounted to a certain extent by the clinician. 


I. CAUSES OF PAIN IN THE PENIS EXPERIENCED DURING MICTURITION. 


1. Diseases of the Urethra— Prostatic abscess 
Acute inflammations Prostatic carcinoma. 
The passage of a calculus or the impaction 3. Diseases of the Bladder— 
of the latter Acute cystitis 
Stricture of the urethra Vesical calculus 
Injury of the urethra. Villous papilloma 
2. Diseases of the Prostate— Pedunculated carcinoma. 


Acute prostatitis 


Diseases of the Urethra.—By far the most common cause of pain in the penis 
occurring during micturition is acute inflammation of the urethra, usually gonorrhceal, but 
occasionally septic. In the earliest stages of an acute urethritis, before any marked 
urethral discharge is apparent, there is usually a sense of smarting or tingling in the ter- 
minal urethra, more marked as the discharge increases, when it is of a burning or scalding 
character. The occurrence of this pain during micturition within a few days of sexual 
connection is frequently the earliest symptom of urethral infection, whilst a purulent 
discharge from the urethra is usually present when the case comes under observation. 

The passage of a calculus through the urethra causes a sharp, cutting pain along the 
urethra, the cause of which is apparent when the calculus is voided. Occasionally it may 
happen that micturition occurs in these cases in the dark, or that urine is not passed into a 
vessel, so that the calculus is not actually seen by the patient ; but if there is a history of 
previous renal descent of a stone or symptoms pointing to vesical calculus, the sharp 
urethral pain during micturition occurring upon one single occasion is significant of the 
passage of a calculus. A stone may, however, pass on to the urethra during micturition 
and become arrested at some narrowed portion of the canal, usually at the membranous 
portion or at the distal end, when a sudden, sharp pain is felt in the urethra, and at the 
same time the flow of urine is partially or completely stopped before the bladder has been 
emptied, whilst further efforts fail to re-start the stream. In these cases the presence of a 
stone should be suspected, and the whole length of the urethra examined by passing the 
finger along its course, when a stone may be actually felt, or the canal may be illuminated 
by an endoscope and the calculus seen. 
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Urethral stricture occasionally causes pain in the urethra during micturition, espe- 
cially if the calibre is small, and if there is septic infection or ulceration of the urethral 
mucous membrane behind the stricture. The forced efforts at urination may cause pain 
in the urethra during micturition, but as a general rule stricture causes but little pain. 
The gradually increasing difficulty in micturition, the feeble stream, and the dribbling of 
urine from the meatus after the stream has terminated, are symptoms pointing to stricture 
of the urethra ; the diagnosis will be confirmed readily by the obstruction offered to the 
passage of a full-sized bougie, or better, by direct observation of the urethra by means of 
the endoscope. 

Injury of the urethra may cause pain during micturition. The urethra may be injured 
by a fall on the perineum, by a kick or blow, or by the faulty or careless passage of instru- 
ments ; it may also be injured or lacerated in association with a fracture of the pelvis. 
The urethra may be merely bruised, may be lacerated on one aspect, or may be completely 
ruptured. If the urethra be injured, there is usually an appearance of blood at the external 
urinary meatus, together with a contusion in the perineum or along the course of the 
urethra, if the laceration is caused by direct injury. Any attempt at micturition causes 
pain in the penis, whilst urine may or may not be expelled from the meatus, depending 
upon the extent of the injury, or may be extravasated into the perineal or scrotal tissues. 
As a rule, no difficulty will be experienced in the diagnosis, but in any suspected case the 
greatest care should be exercised in passing an instrument into the urethra. 

Diseases of the Prostate.—Acute prostatitis and prostatic abscess both give rise to 
pain during micturition, in addition to increased frequency and difficulty during the act. 
Both are usually sequel of an acute urethritis, and whereas an acute prostatitis is accom- 
panied by a temperature raised to 100° F. or 101° F., a prostatic abscess causes the usual 
rise and fall in temperature common to septic processes. The diagnosis of the two condi- 
tions is made readily on careful rectal examination, when the acutely inflamed gland 
presents a much enlarged, smooth-surfaced prominence in the rectum ; whilst if an abscess 
be present, a softer area in the inflamed gland can usually be detected. An acute prosta- 
titis may accompany a hematogenous bacterial urinary infection as distinct from a 
venereal urethritis. 

Adenomatous enlargement of the prostate gives rise to no penile pain during micturi- 
tion ; neither does the prostate containing tuberculous deposits, but pain in the penis is 
present during micturition occasionally in cases of prostatic carcinoma, owing to the direct 
infiltration of the urethral mucous membrane. Prostatic carcinoma is by no means un- 
common, and whilst in its general symptoms it resembles those of prostatic adenoma, 
there is a marked difference found on digital examination of the gland per rectum. The 
carcinomatous gland presents rounded areas of densely infiltrated tissue, in contradistinc- 
tion to the elastic, uniform feel of the adenomatous variety ; the whole gland is fixed and 
immovable, and in advanced stages distinct infiltration of the lateral pelvic lymphatics 
may be felt extending laterally from the affected organ. 

Care must be taken not to mistake the hard nodules felt in a prostate containing calculi 
for carcinoma. With calculous disease, the gland is not fixed and is only slightly enlarged, 
whilst on gentle pressure with the examining finger the calculi may be felt to grate upon 
each other. During the passage of a catheter through the prostatic urethra, distinct grat- 
ing may be felt if any calculus has ulcerated the urethral wall. 

Diseases of the Bladder may cause penile pain during micturition under certain 
circumstances, although it is much more common to find that pain in vesical disease 
follows the completion of micturition. In acute cystitis, penile pain is present throughout 
micturition, due to the intense congestion of the vesical mucous membrane of the trigone 
and around the internal urethral orifice. The other symptoms of acute cystitis, namely, 
suprapubic pain, pyrexia, increased frequency of micturition, and the presence of pus and 
blood in the urine, are sufficient for the diagnosis. 

Pain during micturition in other vesical lesions is caused whenever there is any sudden 
obstruction to the normal flow of urine by the implantation of some body against the inter- 
nal urethral orifice. This may occur with a small calculus or with a pedunculated tumour, 
whether simple or malignant, when during micturition the flow is arrested suddenly, 
accompanied by a shooting pain in the urethra, whilst after an interval of a few seconds 
the stream may be re-established. With vesical calculus, the urine may be normal or may 
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contain pus and blood if the bladder has become infected ; there is penile pain after mic- 
turition, and the stone may be felt with a sound. With a simple villous papilloma there 
is no pain unless part of the fimbriated portion of the tumour engage in the urethral orifice 
during micturition, but there are usually recurrent attacks of profuse hematuria, whilst with 
a villous-covered carcinoma there is increased frequency of micturition, with pain following 
the act, more or less constant hematuria, and usually pyuria. Upon rectal or vaginal 
examination, the base of the bladder may be felt to be infiltrated, but by far the most 
valuable means of diagnosis between the three conditions is cystoscopy, when a calculus or 
villous tumour is seen readily, whilst a pedunculated carcinoma appears as a dark red 
tumour covered with stunted processes. (See Plate XVI, p. 284.) 


II. PENILE PAIN FOLLOWING MICTURITION. 


This symptom is common to many lesions of the urinary bladder, more especially 
those in which there is ulceration or infiltration of the basal areas. The particular pain 
felt by the patient is described as a sharp pricking or tingling at the terminal part of the 
penis on the cessation of micturition, lasting some minutes and causing a desire to squeeze 
the glans. It has often been described as typical of vesical calculus, but this is far from 
being the case, for it may be due to almost any affection of the trigone. 

The common causes of pain in the penis following upon micturition are :— 


1. Vesical— i 2a. Ureteric—— 4. Vesicular— 
Calculus | Calculus in lower end Acute spermato-vesiculitis 
Tuberculosis | Descending ureteritis 5. Rectal— 
Tumour—carcinoma Descending tuberculosis. Carcinoma. 
papilloma _ 38. Prostatic— 6. Anal— 
Acute cystitis Acute inflammation Fissure 
Bilharzia. Abscess Inflamed hemorrhoids. 
Calculus. 


In Diseases of the Bladder. 

A calculus in the bladder, unless it is trapped in the pouch behind an enlarged prostate, 
causes pain in the glans penis after micturition. It may exist without causing cystitis, 
although commonly there is some degree of pyuria when the case is first seen. There is 
increased frequency of micturition during active exercise or during the jolting of travelling, 
but not during complete rest unless cystitis is marked. The terminal drops of urine during 
micturition are often tinged with blood, and on some occasions there may have been a 
sudden stoppage of the stream during micturition. In some cases there is a history of the 
descent of a stone from the kidney without the subsequent appearance of a calculus in the 
urine. Patients subject to vesical stone have usually reached the later part of life, and 
although the symptoms are as a rule sufficiently marked to render the diagnosis easy, 
sometimes they may be so few that vesical calculus is quite unexpected, or the symptoms 
are so like those caused by other lesions of the bladder that error is easy. In such, a case 
it is advisable to examine the interior of the bladder with a cystoscope rather than by the 
usual vesical sound ; with a sound a small calculus, or one contained in a vesical pouch, 
may be missed, whilst with a cystoscope it is seen readily, its approximate size determined, 
and any other condition of the bladder accompanying or simulating calculus may be dia- 
gnosed with certainty. (See Plate XVI, p. 284, and Fig. 135, p. 282.) 

Vesical tuberculosis may be a primary affection, but is more frequently secondary to 
tuberculous disease in some other part of the genito-urinary tract. It causes marked 
penile pain after micturition, together with pyuria and a tinge of blood in the terminal 
drops of urine ; the frequency of micturition is increased during both day and night, and 
is uninfluenced by rest, thus differing from the increased frequency of calculous disease. 
Vesical tuberculosis usuaily occurs in young adults, but it must be distinguished carefully 
from other vesical infections, and more particularly from renal tuberculosis, in which 
symptoms referable to the bladder are commonly present before the bladder is attacked by 
disease. In a young patient in whom increased frequency of micturition, pyuria, and 
penile pain are present, a search should be made for any tuberculous focus, especially in 
the testes, prostate, and seminal vesicles, or for marked thickening of the terminal ureter 
as felt per rectum, whilst a careful search should be made for tubercle bacilli in the urine. 
A cystoscopic examination may be necessary to determine the extent of the disease (Plate 
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XV, Fig. E, p. 282), but, speaking generally, the less instrumentation that is carried out 
in these cases the better. 

Vesical Tumours.—Carcinoma of the bladder occurs in two forms: the infiltrating 
epithelioma and the villus-covered carcinoma. Hither begins most commonly in the basal 
portion of the bladder, the muscular planes of which become infiltrated. For this reason, 
the contraction of the bladder wall during micturition causes pain which is referred to the 
terminal portion of the urethra. Both forms occur in elderly patients, and give rise to 
increased frequency of micturition during both day and night, and to hematuria. They 
also often give rise to renal pain when the infiltration has extended to the ureteric orifice 
in the bladder. The base of the bladder may be found per rectum to be infiltrated, or 
enlarged glands may be felt in the lateral pelvic space, and a cystoscopic examination will 
usually clear up the diagnosis (Plate XVI, p. 284). 

Whereas the carcinomatous growths of the bladder give rise to penile pain after 
micturition from the direct infiltration of the vesical walls, the pedunculated villus- 
covered carcinoma and the simple villous papilloma may give rise to sharp penile pain 
during micturition, from the blocking of the internal urethral orifice with a process of 
growth. The occurrence of this, together with attacks of profuse hematuria, are evidence 
of a pedunculated growth. On cystoscopic examination the carcinomatous pedunculated 
tumour is seen to be covered by blunt, stunted processes ; it is often multiple, whereas the 
innocent villous papilloma is single and presents much more delicate fimbriz. 

Acute cystitis causes tingling pain in the penis after micturition from the inflammatory 
infiltration of the trigonal area. The mode of onset, the character of the pain, and other 
symptoms of cystitis will point to the cause of the pain. 

Bilharzia hematobia gives rise to clinical symptoms very similar to those of vesical 
tuberculosis. The history of residence in an infected district, the microscopical examin- 
ation of the urine for ova (see Fig. 26, p. 79), and the typical cystoscopic appearance of the 
bladder (see Plate XVI, Fig. K, p. 284) will render the diagnosis apparent. 

Ureteric lesions not infrequently produce pain in the glans penis after micturition, 
and may cause considerable difficulty in the diagnosis from vesical disease. 

When a calculus becomes impacted in the narrowed terminal or intramural portion of 
the ureter, symptoms are produced almost exactly similar to those of vesical calculus or 
tuberculosis, namely, increased frequency of micturition, pain in the glans penis after 
micturition, and a small amount of pus and blood in the urine. Intimate knowledge of 
the history of the illness will often be of value in these cases; the first attack of pain is 
usually described as being sudden, and felt in the renal angle posteriorly, passing forward 
above the iliac crest and spine, and finally becoming localized at the situation of the external 
abdominal ring. The calculus may become impacted in the terminal inch of the ureter, 
when, in addition to this pain, increased frequency of micturition and penile pain are added. 
In a recent case under the author’s care, in which a small oxalate calculus was impacted in 
the terminal part of one ureter, there were frequent attacks of fairly profuse hematuria, 
suggesting a villous papilloma, but this is probably infrequent. With ureteric calculus 
there is usually pain in the kidney of the affected side from the dilatation of the pelvis of 
the latter, due to the increased renal tension. The diagnosis of these cases is not so diffi- 
cult if a careful enquiry is made into the history and symptoms, and so long as it is remem- 
bered that increased frequency of micturition and penile pain may be caused by ureteric 
impaction of a calculus. A good skiagraphic examination of the pelvic areas may show 
the shadow of a stone (Fig. 135, p. 282), whilst the latter may be felt occasionally as a small, 
painful nodule above the seminal vesicles upon examination per rectum. A cystoscopic 
examination also affords valuable information, not only in excluding vesical lesions, but 
by giving a distinct indication of ureteric calculus by the marked congestion and dilatation 
of the blood-vessels in the immediate vicinity of the ureteric orifice. A small bougie passed 
into the ureter may meet with obstruction in its passage, whilst a wax-tipped bougie may 
be grooved or indented by the stone. 

Ureteritis descending from infection of the renal pelvis may give rise to slight penile 
pain and to increased frequency of micturition, and thus simulate vesical disease before the 
bladder is actually affected. This is most commonly seen in the tuberculous form, but is 
present in a less marked degree with infection by other organisms, of which the most com- 
mon are the Bacillus coli communis and the staphylococcus. In the non-tuberculous form, 
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the ureter may be felt per rectum to be slightly thickened, but the cystoscopic appearance 
of the inflamed ureteric orifice is quite distinctive (Plate XV, Fig C, p. 282). In descending 
tuberculosis from the kidney, the ureter may be felt as a firm, infiltrated cord on the bladder 
base, the penile pain and increased frequency of micturition are more marked, the kidney 
may be felt enlarged and tender, and tubercle bacilli will be found in the urine. Apart 
from this, typical changes in the ureteric orifice are seen on cystoscopic examination, the 
orifice being pulled up or retracted or horse-shoe shape, and usually occupying a position 
slightly above and outside the situation of the normal orifice, due to the actual shortening 
of the duct by infiltration of the submucous coats (Plate XV, Fig. D, p. 282). 

Diseases of the Prostate often cause pain in the penis immediately following mic- 
turition. This is most commonly seen with acute inflammation or abscess in the gland as 
a sequela of acute gonorrhcea or septic urethritis. In either case there is penile pain, some- 
times associated with erection, but little difficulty will be experienced in the diagnosis on 
due consideration of the symptoms and upon rectal examination. 

Prostatic calculi are not uncommon, and there may be a single calculus or a nest of 
them in the prostate. They tend to ulcerate into the urethra, so that small calculi may be 
passed in the urinary stream, or some may pass back along the dilated prostatic urethra 
into the bladder. If a calculus projects from the prostate into the urethra, it causes pain 
in the penis after micturition. A diagnosis of prostatic calculus is often made by the grat- 
ing sensation imparted to a catheter in traversing the prostatic urethra, whilst on rectal 
examination the calculus may be felt as an isolated, hard nodule in the gland, or, if more 
than one is present, by the crepitation of one upon another on digital pressure in the 
rectum. 

Diseases of the Seminal Vesicle are seldom present without accompanying disease of 
the prostate or bladder. Acute vesiculitis may follow a urethritis and give rise to pain 
after micturition, but in most cases will be associated with prostatitis. Similarly tuber- 
culous nodules in the vesicle will be associated with foci in the epididymis, prostate, or 
bladder. 

Diseases of the Rectum and Anus may occasionally give rise to penile pain following 
micturition, apart from any infection of the bladder or prostate. Thus, a carcinoma in 
the anal canal, a rectal fissure, or an inflamed hemorrhoid may occasionally cause pain 
in the penis, but in each the local symptoms of the trouble will be the more marked, and 
little difficulty will be found in the diagnosis if a locai examination is made with care. 


III. PAIN IN THE PENIS APART FROM MICTURITION. 


Under the above divisions the symptom penile pain has been considered in relation to 
the act of micturition, and it remains to consider some conditions giving rise to pain in the 
penis apart from urination. These include certain local lesions of the penis and urethra, 
and also the pains referred from disease elsewhere. Although a local lesion may cause 
little more than discomfort in many patients, in some it is described as pain, the degree of 
which depends upon the nervous susceptibility of the patient. Thus, penile pain may be 
present with acute urethritis, with balanitis in association with phimosis, with paraphimosis, 
or with the lymphangitis of the organ due to a septic sore or abrasion of the skin or mucous 
membrane. In some instances herpes of the prepuce or penile skin causes distinct pain. 
Any infiltration of the cavernous tissue of the penis causes pain during erection of the organ ; 
thus during an attack of acute urethritis the common symptom known as chordee arises 
from this cause, whilst in a chronic form, cavernitis may be due to infiltration in associa- 
tion with tertiary syphilis or the gouty diathesis, so that erection of the organ is only partial 
or confined to the proximal part, and causes pain. Another condition causing the same 
condition arises from the organization of a hematoma in the cavernous tissues of the penis 
following upon a local injury, either from external violence or during forcible attempts at 
coitus. 

Epithelioma of the penis occasionally gives rise to pain in the organ. 

Pain may be felt in the penis in some cases of renal colic, in which case it is classed as 
a referred pain. Thus, in the acute colic accompanying the passage of a calculus, blood- 
clot, or débris of caseous material, aching pain may be felt in the penis quite apart from 
the increased desire to pass urine. Penile pain is, however, only a minor detail in the pre- 
sence of the severe pain in the loin, and is often only lightly alluded to. 
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Pain in the penis was a prominent early symptom in two recent cases of acute appendi- 
citis under the writer’s care. In neither case was it associated with micturition, nor was 
there any increased frequency of micturition, but in both the appendix was found to 
occupy a very low position, turning down into the pelvis, which in one case contained a 
foul abscess. R. H. Jocelyn Swan. 


PAIN IN THE PERINEUM— is a symptom often mentioned by patients in giving 
their history of some affection of the genito-urinary apparatus or of other organs, but 
usually only as a dull aching, of which little notice is taken, as it is generally of minor con- 
sequence in comparison with other more striking symptoms. The complaint of perineal 
pain per se does not convey much information to the clinician, and it is practically never 
present as the only symptom in a case. 

Aching in the perineum is frequently present in diseases of the following organs :— 


Prostate— Calculus Boil 
Acute or subacute in- Carcinoma Carbuncle 
flammation Urethra— Ulcer 
Abscess - Injury and rupture Carcinoma. 
Tuberculosis Stricture with extravasa- Vagina— 
Calculus tion or urethral abscess Acute inflammation 
Adenomatous — en- Fistula Inflammation or abscess 
largement Calculus impacted in bul- of Bartholin’s glands 
Carcinoma. bous portion. Cystocele 
Seminal Vesicles— Testicle— Epithelioma. 
Acute inflammation Congenital misplacement Cutaneous Diseases— 
Tuberculosis. in perineum. Intertrigo 
Urinary Bladder— Anal Area— Eczema, gouty and dia- 
Cystitis Hemorrhoids betic 
Tuberculosis Fissure Condylomata. 


From the foregoing list it will be seen that aching in the perineum occurs with numerous 
different lesions, but other symptoms discussed elsewhere are in almost every case more 
marked. R. H. Jocelyn Swan. 


PAIN, PRECORDIAL.—(See Parw in THE CueEst, p. 430.) 


PAIN IN THE SHOULDER (see also Pain 1 OTHE Extremity, UPPER, p. 442) may 
be due to two entirely different main groups of causes, namely: (1) Direct causes, in which 
the shoulder-joint itself is involved, or the nerves, ligaments, muscles, fascize, bursze, close to 
it ; and (2) Indirect causes, in which the pains are referred to the shoulder region when the 
real seat of disease is at a distance, as in the case, for instance, of angina pectoris, or gastric 
or hepatic disorders. The conditions to be thought of include the following :— 


1. Direct Causes :— 


Injury | Myositis Effects of occupations 
Arthritis | Neuritis Subacromial bursitis 
Synovitis Effects of exposure to cold Muscular paralysis, local. 
Fibrositis | or damp 


2. Indirect Causes :— 


(a). Cardiovascular lesions. 


Angina pectoris | Aortic atheroma (syphilitic) | Aortic aneurysm. 
Aortic valvular disease | 


(6). Pleural, pulmonary, or mediastinal lesions. 
Pleurisy Phthisis Pneumothorax. 
Pneumonia Intrathoracic new growth 


(c). Gastric lesions. 
Flatulence Gastritis, acute or chronic Gastric carcinoma 
Indigestion Gastric ulcer | 


(d). Duodenal lesions. 


Catarrh, with or without — Duodenal ulcer. 
jaundice 
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(e). Hepatic lesions. 


Biliousness | Nutmeg liver Hepatitis, acute tropical 
Gall-stones New growth Abscess. 
Cholecystitis | 

(f). Nervous lesions. 
Hemiplegia Cervico-dorsal spinal caries Pachymeningitis, syphilitic 
Herpes zoster New growth in cervico- cervico-dorsal 
Acute bracheitis dorsal spine Cervico-brachial neuralgia. 


The term shoulder is not explicit, and a patient may complain of pain in the 
shoulders when careful inquiry shows that it has widely different situations in different 
cases ; in one it may be mainly in the root of the neck or in the central clavicular region ; 
under the deltoid region in a second ; under the lower part of the blade of the scapula in 
a third; and soon. The first step in making the diagnosis is to locate the pain complained. 
of as definitely as possible. 

It is often easy to diagnose its cause with some certainty from this point alone. If, 
for instance, the pain is mainly under the left shoulder-blade, its origin is likely to be gastric 
or intrathoracic ; if mainly under the right shoulder-blade, duodenal or hepatic. (See 
PAIN, INTERSCAPULAR, p. 461.) If on the other hand the pain is definitely localized to 
the region of the shoulder-joint, the mischief is probably within the joint itself, or in the 
fibrous tissues, ligaments, bursee, muscles or nerves around the joint. 

The next point to investigate is the condition of the parts at and round the shoulder ; 
if there is definite tenderness as well as pain, increased pain on attempted movement, 
local deformity from swelling or from wasting, or impaired mobility at the shoulder-joint, 
the trouble is probably local and the pains are not referred from the viscera. It may be 
difficult to be sure that there is no local tenderness as well as pain, for the patient may 
have suffered so much that he winces on palpation, from an expectancy of pain, when 
palpation or attempts at moving the joint are really painless ; considerable judgement 
is required in deciding just how much tenderness is present as well as pain, especially 
in nervous subjects. If, however, there is definite tenderness as well as pain, the trouble 
is most likely local ; and the same applies when the pain is made materially worse by local 
movements. 

In testing the mobility of the shoulder-joint, it is important not to rely on the patient’s 
statements or on inspection only ; careful palpation is required. Frequently the patient 
may seem to move his shoulder well when, if the angle of the scapula is grasped whilst the 
patient moves his humerus, it will be found that the shoulder-blade moves synchronously 
with abduction of the arm, there being little or no play at the glenoid fossa. Normally, 
when the humerus is abducted, the scapula should remain stationary until the arm is at 
a right-angle with the trunk ; if the upward movement of the extended and abducted arm 
is continued beyond the right-angle, the scapula normally moves with it. If it begins to 
move before the right-angle is reached, there is something the matter in or around the 
shoulder-joint. More often than not the mischief is due to periarthritic changes rather 
than to osteoarthritis or other intra-articular inflammation; the fixation is due to the 
muscles being on guard to prevent any movement that would produce pain. Under an 
anesthetic mobility may be found to be nearly perfect. 

The differential diagnosis between the various conditions that may affect the joint is 
discussed in the article on Joints (p. 337). Fibrositis and myositis are in most respects 
equivalent to infective periarthritis, and it is often a matter of opinion whether any 
particular infective inflammatory condition around the joint is to be styled infective 
synovitis, or fibrositis, or myositis. Any of the three may involve one shoulder region only, 
but more often the patient has signs and symptoms of rheumatoid arthritis elsewhere also. 

The effects of injury, exposure to cold and damp, and of occupations, when they involve 
the shoulder region, are only particular varieties of fibrositis, myositis, and arthritis. The 
stiffness and pain that may result from sleeping in a damp room with the shoulders un- 
covered by the bedclothes may be very severe, and they may take weeks or months to 
pass off. The chief question will be whether the exposure may not have caused actual 
rheumatoid arthritis, or have brought on a gouty inflammation or neuritis, in addition to 
mere stiffness and pain of a type allied to stiff neck or lumbago ; and the differentiation 
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will often be a matter merely of opinion. The same applies to the effects of injury: in 
some cases the bruising or the tearing of ligaments, or the fracture of bones, or their dis- 
location, may be followed by pain and stiffness continuing to affect the shoulder region 
for months or years afterwards; in addition, however, the injury may set up actual 
arthritis allied to osteo-arthritis, and like the latter, more or less permanent. The U-TAYS 
may help in determining the exact degree of local disease the injury has produced. Occupa- 
tions involving constant use of the shoulder often result in permanent intra-articular 
changes also—a sort of osteo-arthritis ; the tendency increases with age; and very likely 
the occupation—such as that of porters who carry heavy weights on the shoulder—deter- 
mines the site of the first joint to be affected rather than actually initiates the disease. 
Besides intra-articular changes, however, occupations involving strenuous and constantly 
repeated use of the shoulders may cause pain in them of the same nature as that of writer’s 
cramp and other occupation neuroses.. Rowing men, navvies, stokers, and so on, may 
suffer in this way. It is often very difficult, however, to distinguish between the occupa- 
tion neurosis and organic fibrositis, myositis, neuritis, or arthritis. 

One well-defined but often unrecognized cause of painful shoulder, in which both 
recurrent slight injury and occupation play an important part, is swbacromial bursitis. 
Outside the upper part of the capsule of the shoulder-joint, between it and the under surface 
of the acromion process, there is a fairly large bursa. This becomes inflamed from overuse 
or overstrain of the shoulder in much the same way that housemaid’s knee results from 
persistent kneeling; but with this difference, that the swollen subacromial bursa cannot 
be seen or grasped as an inflamed prepatellar bursa can. Pain on using the shoulder in 
certain positions is the chief complaint. The trouble arises from falls or blows upon the 
apex of the shoulder, or from occupations involving repeated sudden jerks to the shoulders 
—it is common in golfers, tennis players, bowlers, or in those who throw the cricket ball 
or put the weight ; it also arises when the daily work involves the maintenance of a strain 
against interrupted resistance, as in the case of certain tools employed in electric steel 
grooving and the like. The diagnostic point is as follows: on minute palpation of the 
shoulder region, when the arm is at the patient’s side there is a definitely and often acutely 
tender spot immediately below the tip of the acromion process, but if the patient now 
abducts the arm as far as he can, palpation of the previously tender spot no longer elicits 
any tenderness at all: on adducting the arm to the side the tender focus is again discover- 
able with ease. The explanation of the disappearance of the tenderness on abduction of the 
arm is that this movement takes the subacromial bursa far enough under cover of the 
acromial process for it to be no longer open to direct palpation. In cases of this sort w-ray 
examination generally shows a wider clear space between the acromion process and the 
head of the humerus on the affected than on the normal side. 

In any case of doubt #-ray examination, not only of the shoulder region but also of the 
whole thorax, should be resorted to ; now and again an unsuspected aneurysm of the aortic 
arch interfering with the lower part of the right brachial plexus will be found to be the 
cause of acute pains in the right deltoid region ; or a mediastinal new growth, or rarities 
such as a hydatid cyst in the chest (Fig. 187, p. 291) may be discovered when mere arthritis 
has been alone suspected. Angina pectoris is responsible for very acute pain in the left 
shoulder region, but hardly ever here alone ; the attacks, and the spread of the pain from 
the precordial region to the left shoulder and down the left arm are generally characteristic ; 
and their nature will be confirmed by examination of the heart, including resort to electro- 
cardiograms if need be, and by the influence of amyl nitrite or nitroglycerine on the 
paroxysms. 

Pains referred to the shoulder in cases of phthisis are generally of the nature of dull 
discomfort or of aching than of acute pain; and the patient generally has had cough, 
wasting, night sweats, and so on, to indicate the diagnosis, which is confirmed by the exist- 
ence of abnormal apical signs, by the discovery of tubercle bacilli in the sputum, or by 
w-ray examination of the chest (Fig. 41, p. 103). Pleurisy, pneumonia and pneumothorax 
will hardly ever cause pain in the shoulder as their only symptom, and they will be 
diagnosed on other grounds. 

Gastric, hepatic and duodenal lesions causing pain in the shoulder, do so in the sub- 
scapular region rather than in the region of the shoulder-joint itself—stomach disorders on 
the left side, hepatic and duodenal on the right. They are discussed in the article on Paty, — 
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INTERSCAPULAR (p. 461). The chief difficulties that remain are the nervous causes, direct 
and indirect. Herpes zoster will be recognized by the characteristic eruption (p. 754), and 
the pains will nearly always extend down the arm and not be confined to the shoulder 
region. The chief point to bear in mind is that the pains resulting from herpes may persist 
for months after the eruption has disappeared, and may be severe before the vesicles come 
out. If there is local wasting of the muscles of the shoulder region, it does not follow that 
the primary lesion is nervous, because precisely similar muscular atrophy results very 
rapidly from joint lesions ; with the latter, however, there is no R. D. (p. 582), whereas 
with true neuritis there is. It is, however, only when all intrathoracic lesions have been 
excluded, and when physical and a-ray examination point to there being no affection of 
the shoulder-joint, that neuritis of the circumflex nerve, for instance, should be diagnosed ; 
an inaccurate diagnosis of neuritis is so often made simply because the patient has pains 
and no apparent cause can be found to account for them. Acute bracheitis is allied to acute 
sciatica and acute anterior cruritis ; it is diagnosed by analysing the distribution of the 
pains carefully, and by excluding gross lesions of other structures in the shoulder region 
or in the chest. It is often associated with marked muscular atrophy, so that the humerus 
tends to fall away from the glenoid fossa and the patient invents all sorts of slings or splints 
for the better support of his arm. When there is no muscular wasting, the same lesion 
would often be termed cervico-brachial neuralgia. Some such cases are due to much more 
serious lesions, which may baffle diagnosis until the patient has been watched for weeks or 
months—new growth in the cervico-dorsal spine, for example ; or cervico-dorsal tuberculous 
caries ; @-ray examination of the vertebrae may assist in the earlier recognition of these 
conditions, but sometimes it is not until post-mortem examination is made that the exact 
cause of the pains—possibly regarded previously as in the main neurotic—is demonstrated. 
The hemiplegic arm is sometimes the site of great pain, especially in the shoulder ; the pain 
is probably referred from the sensori-motor cortex of the cerebrum; the differential 
diagnosis will be found in the article on HeEmripeLecia (p. 302). Cervico-dorsal pachy- 
meningitis of syphilitic origin may cause no more symptoms than ill-defined though acute 
pains in various parts of the neck, shoulder, arm or hand; peripheral neuritis or myo- 
fibrositis may be the diagnosis made. In most cases it is almost impossible to diagnose the 
pachymeningitis with certainty, though it may be guessed at; and in obscure cases of 
pain in the shoulder, apparently of nervous origin, it is often wise to have a Wassermann 
test made. If it is positive, appropriate anti-syphilitic treatment may cure the patient ; 
and it is remarkable how often syphilis is found to be at the root of obscure pains and other 
ill-defined nervous complaints, even when any suspicion of syphilis might seem to be out of 
the question, Herbert French. 


PAIN IN THE SPINAL REGION. 


(See PAIN IN THE BACK, p. 427.) 


PAIN IN THE STERNAL REGION.—(See Pain IN THE CuEsT, p. 430.) 


PAIN IN THE TESTICLE—of varying degree may be present in many conditions, 
and may be discussed under separate headings as follows :— 
I. Diseases of the body of the testis or epididymis. 
Il. Affections of the coverings of the testicle. 
Ill. Affections of the spermatic cord. 
lV. A retained or misplaced testicle. 
V. Pain from lesions remote from the testis. 


I. DISEASES OF THE BODY OF THE TESTIS OR EPIDIDYMIS. 


Inflammatory Lesions may attack the testis proper, or, as is more common, may 
begin in the epididymis ; they rarely remain confined to one part of the organ, however, 
for the process tends to spread rapidly from one part to the other, so that the whole organ 
is involved and the result termed an “ epididymo-orchitis.’ An inflammatory affection 
of the testicle may be acute, subacute, or chronic, the latter being the terminal result of 
the former. 

An acute epididymo-orchitis arises most commonly by the direct infection of the organ 
from the urethra via the vas deferens. When any inflammation has reached the prostatic 
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portion of the urethra, the orifices of the vasa deferentia may become infected, and inflam- 

mation spreads rapidly along the duct to the epididymis and testis. Whilst formerly the 

occurrence of an acute inflammatory condition of the testis, following upon some form of 

urethritis, was looked upon as ‘‘ metastatic,” it has been shown that this view is no longer 

tenable, and that we must look upon it as a direct spread of infection via the vas deferens. 
Causes of Acute Epididymo-orchitis :— : 


Causes of urethral origin:— | Ulceration behind a stricture General causes :— 
Gonorrhceal urethritis Ulceration about an im- Fevers—Parotitis (mumps) 
Septic urethritis pacted calculus or a Enterica 
Passage of catheters | prostatic calculus. Scarlet fever 
Urethral instrumentation Injections into the posterior ~ Injury 

urethra. Influenza 
Gout and rheumatism 
In hematogenous urinary 
| infections. 


Acute epididymo-orchitis begins as a painful thickening of the epididymis associated 
with febrile symptoms. Before any actual pain is noticed in the testis there is often a 
sense of discomfort and weight over the external abdominal ring and inguinal canal due 
to the inflammatory process extending along the vas deferens. The swelling of the 
epididymis increases, and with it the tubules of the testis proper become infected, causing 
swelling of its body and increase of pain.. The whole organ thus becomes enlarged, and 
it is often exquisitely tender, the touch of the clothes or the most gentle examination causing 
pain. ‘The swollen gland is often flattened on the outer and posterior aspect from pressure 
against the adductor muscles of the thigh; the vas deferens and tissues of the spermatic 
cord are thickened. 

By far the most common cause of an acute epididymo-orchitis is an acute gonorrheal 
urethritis. During the third week of the disease the prostatic portion of the canal fre- 
quently becomes infected, when the orifices of the ejaculatory ducts may share in the 
inflammation, and infection be conveyed by the vas deferens to the testicle. Similarly, 
but less frequently, infection may arise from a septic posterior urethritis, contracted during 
connection with a woman the subject of a vaginal leucorrhcea. The gonorrheal form 
of acute epididymo-orchitis usually resolves slowly, and shows very little liability to -sup- 
purate, whereas the inflammation resulting from a staphylococcal or a streptococcal 
infection may break down into a testicular abscess. 

Acute epididymo-orchitis may also arise from septic processes in the urethra following 
upon the passage of catheters, of instruments for vesical operations, such as lithotrity, from 
ulceration behind a urethral stricture or about a calculus in the prostatic urethra, and occa- 
sionally after the instillation of strong solutions into the posterior urethra in the treatment of 
a chronic urethritis. In any case the onset of pain and rapid swelling of the testis should 
always lead to the suspicion of urethral infection, and attention should be directed to the 
urethra with that in view. Bacteriological examination of any urethral discharge is essential 
(see DISCHARGE, URETHRAL, p. 181). 

Acute epididymo-orchitis occasionally arises without any preceding urethral infection, 
and uncommonly occurs as a complication of acute specific parotitis (mumps), enterica, 
scarlet fever, influenza, or as a complication of a urinary infection by Bacillus coli or other 
organisms. The testicle becomes painful, and enlarges rapidly in the same manner as in 
acute inflammation from urethral infection, and under appropriate treatment gradually 
resolves. Less frequently testicular inflammation may occur with gout or acute rheu- 
matism, or after a direct injury to the organ, such as a blow or squeeze. 

The pain in an acute inflammation is generally of an aching character at first, felt 
not only in the testis, but at the external abdominal ring, and often as a heavy dragging 
pain in the loin of the affected side. As the testis enlarges, the local pain becomes more 
severe, so that the swollen gland is exquisitely tender to pressure or to the touch. After 
a few days the pain subsides to a large extent, but remains as a dull ache until the swelling 
becomes greatly reduced, and usually disappears some time before the organ returns to 
the normal size. In a few cases in which a fibrous scar remains in the epididymis, pain 
may remain and cause some difficulty in the diagnosis from a commencing tuberculous 
lesion, but the earlier history of acute inflammation will help in forming an opinion. In 
other cases the persistence of the pain and swelling may indicate the formation of an abscess 
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in the testicle, when, after decrease at first, the swelling increases, the skin covering it 
becomes reddened, and a soft area becomes evident in one or other side of the organ. 

Tuberculosis of the Testicle is comparatively common, occurring as a_ primary 
disease or secondary to tuberculous disease of the kidney, bladder, or prostate. It begins 
as a localized deposit in almost all cases, causing a rounded, firm nodule in the epididymis. 
It frequently arises in the upper pole of the epididymis, whereas the inflammatory 
affections secondary to urethral infection begin in the lower pole. This nodule may 
remain unaltered for many months, or may enlarge, soften, become adherent to the skin 
and coverings of the testicle, or actually ulcerate through them to form a discharging 
fistula in the scrotum. The small commencing nodule in the epididymis is usually 
painless at first and may be found by accident, but later, as it gradually enlarges, it 
causes an aching pain in the organ. Other nodules may be formed in the epididymis, 
or the body of the testis may become involved, whilst commonly small shot-like thickenings 
may be felt in the course of the vas deferens. In the most advanced stages, nodules may 
be felt upon rectal examination in the seminal vesicles or prostate, or there may be some 
in the epididymis of the other side. 

Tuberculous disease of the testicle usually presents little difficulty in the diagnosis. 
In an early case the occurrence of one or more nodules in the epididymis, which are painful 
on pressure and which have not resulted from a preceding acute epididymo-orchitis, should 
always suggest a tuberculous focus, and a careful search should be made for any other 
tuberculous lesion in the body. Should none be found, the estimation of the opsonic index 
of the blood to tubercle, or one of the several clinical tests for tubercle, such as von Pirquet’s 
tuberculin skin reaction, may clear up the diagnosis. In later stages the diagnosis is less 
difficult ; the gradual enlargement of the nodules, their craggy or bossy feel, the infection 
of the vas or other genito-urinary organs with tuberculosis, and above all, the tendency of 
the focus in the epididymis to soften and to become adherent to the scrotal coverings, 
are points to be looked for; whilst if it should have led to the formation of a fistula, 
tubercle bacilli may be detected in the discharge. 

Syphilitic Disease of the Testis causes very little pain in the organ, but there is 
often a sense of dragging or heaviness, and for this reason it must be considered. 

Syphilis may attack the testicle in several different ways, producing :— 


In Acquired Syphilis :— In Congenital Syphilis :— 
Diffuse interstitial orchitis Interstitial orchitis 
Gummatous orchitis Gummatous orchitis. 
Epididymitis. ! 


The outstanding feature of syphilitic disease of the testicle is that it affects the body 
of the testis rather than the epididymis, thus differing in a marked degree from tuberculous 
disease. In the interstitial form there is thickening of the intertubular connective tissue, 
with an infiltration of spindle cells, which, forming young connective tissue, yield fibrous 
tissue when untreated. The subsequent contraction of this fibrous tissue may cause atrophy 
of the testis. The testis may, on section, show small gummata in addition to the diffuse 
orchitis, or if the inflammation is more localized, gummata may be the main feature, these 
varying in size from that of a pea to that of a walnut, or larger. The epididymis is affected 
but rarely, though cases are on record of a nodular swelling in the epididymis during the 
secondary stage of syphilis, which disappeared rapidly under antisyphilitic treatment. 

In congenital syphilis, both the interstitial and gummatous forms exist ; they usually 
occur in childhood or in young adult life, and in many cases the affection is bilateral. 
Syphilitic inflammation of the testicle may be accompanied in either the acquired or the 
congenital form by a vaginal hydrocele. 

There is a sense of weight in the scrotum rather than pain, and often an aching or 
dragging feeling in the inguinal or lumbar region. On palpation, the body of the testis 
feels enlarged and nodular with the gummatous deposits, but the epididymis can usually 
be distinguished from the testis and be found to be unaffected. The tissues of the cord 
remain unthickened. 

The diagnosis of syphilitic disease of the testis is usually simple. There may or may 
not be a history of syphilis, but other signs of the disease should be looked for—thus, in 
the acquired form, any scar of previous ulceration or periosteal thickening, or in the con- 
genital variety, signs in the teeth, eyes, or ears. If any doubt remains, a positive 
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Wassermann reaction of the blood or the behaviour of the swelling when treated with large 
doses of potassium iodide and mercury, or salvarsan, should be noted. Syphilitic disease is 
distinguished from tuberculous disease of the testis by the fact that the epididymis is usually 
free from infection ; that the cord, prostate, and vesicles remain normal; and by the 
comparative absence of pain in the testicle upon pressure being made upon it. Tuber- 
culous deposits tend to soften and to involve the scrotal coverings in spite of treatment. 
From chronic orchitis it is differentiated by the history of injury and by the absence of the 
history or signs of syphilis. From malignant tumours of the testis it is distinguished by 
the history of syphilis, the tendency of syphilitic disease to be bilateral, the slow enlarge- 
ment, and a positive Wassermann reaction. In malignant disease, the increase in the 
size of the testicle is more rapid, whilst the tumour often shows areas us varying consistence ; 
the cord is often enlarged in malignant cases. 

Malignant Tumours of the Testis may give rise to pain in the organ, but as a rule 
pain is only experienced in the later stages of the disease. Both carcinoma and sarcoma 
may arise in the testis, but embryoma is more common, exhibiting both epithelial structures 
and a combination of several forms of connective-tissue type—cartilaginous, myxomatous, 
ete. Clinically, without microscopical examination, a soft carcinoma and a sarcoma can 
rarely be differentiated, and as their symptoms and history are so similar, they may for 
convenience be considered together. A testicle that is the seat of a malignant growth 
enlarges rapidly, but as pain is at first absent, there may be nothing to arouse the patient’s 
suspicions. As long as the tunica albuginea remains intact the swelling retains the 
shape of the testis, but when perforation of the fibrous covering takes place nodular 
projections appear and render the tumour irregular. These projections are softer than 
the remainder of the growth, and form a valuable point in the diagnosis. A rapidly 
growing sarcoma or carcinoma of the testis may be so soft as to appear to be a fluid 
collection in the tunica vaginalis. Generally, however, although a growth may be accom- 
panied by a small amount of fluid in the tunica vaginalis, the more solid mass can 
be felt through the fluid on careful examination ; this fluid is often bloodstained. The 
epididymis may become incorporated in the growth so that it cannot be distinguished, 
and the tissues of the cord become thickened. The coverings of the testis become stretched 
over the tumour ; the mass does not become adherent to the scrotal skin until late in the 
disease. In both carcinoma and sarcoma, the iliac and lumbar glands become enlarged, 
and may be felt in a thin subject at the brim of the pelvis, and pain due to the pressure 
of these glands upon nerve structures may become marked. The inguinal glands are 
usually not enlarged unless the scrotal skin is affected. The diagnosis of malignant disease 
of the testis may be quite easy in the case of rapidly growing tumours, but in others, 
especially in the early stages, it may present great difficulty. 

Between sarcoma and carcinoma it may be clinically impossible to distinguish. In 
quite early life the tumour. is more likely to be a sarcoma; the cord is thickened earlier 
in carcinoma, but with rapidly growing tumours it may be quite impossible to say whether 
it is a sarcoma, carcinoma, or embryoma until a piece is examined under a microscope. 

Orchitis may be confused with the more slowly-growing forms of sarcoma. In both 
the swelling may have followed an injury, and in both there may be a syphilitic history. 
Orchitis is, however, either more acute or more chronic, it retains more the oval shape of 
the testis, and does not present the rounded, slightly raised bosses which are commonly 
present in a sarcomatous testis. In orchitis the epididymis is usually distinguished more 
easily, and the cord is not so thickened as with a growth. Finally, the result of treatment 
with strapping and with mercury and iodide will often show the disease to be of a non- 
malignant nature. 

Chronic torsion of the testicle is not very uncommon amongst habitual horse-riders, 
and sometimes, if there is no clear history as to the relationship between the swelling and 
a saddle injury, the nature of the painful tumour may be so uncertain that operation and 
histological examination are resorted to. 

Tuberculous disease is usually diagnosed easily from malignant disease by the tendency 
of tubercle to attack the epididymis, to caseate, suppurate, and to become adherent to 
the scrotal skin comparatively early. Tuberculosis occasionally attacks the body of the 
testicle first, however, forming an oval, smooth tumour of the organ ; the epididymis and 
vas deferens may be unaffected for a time, and if no deposit is found’ in the prostate or 
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vesicles, the differential diagnosis between tubercle and growth may be far from easy before 
operation. 

Hematocele.—The diagnosis between a hematocele and a malignant tumour of the 
testis may present considerable difficulty. In both the Swelling may date from an 
injury, whilst the indistinct fluctuation obtained in the soft areas of a growth, accompanied 
sometimes by some fluid in the tunica vaginalis, may simulate a hematocele. The latter 
feels heavy to the hand, but is usually softer in its whole mass and more regular than a 
growth. Care must be taken not to place too much reliance upon the withdrawal of a 
few drops of blood from the tumour by means of a trocar and cannula, a result which may 
happen equally with growth or hematocele. A haematocele may cease to enlarge, or even 
diminish in size, whereas, in growth, increase in size is progressive. The cord remains 
unaffected with hzematocele, and testicular sensation is more likely to be lost in growth. 
If any doubt exist, it is advisable to make an exploratory incision rather than a puncture, 
when, if necessary, a radical operation can be proceeded with. 

Hydrocele.—A hydrocele of very long standing, with an irregular, nodular surface, 
and absence of translucency due to the thickened tunica vaginalis and the thick contents 
of the sac, may simulate a new growth, but the long history of the case, and the absence 
of progressive increase in size of the swelling, will prevent a mistake of this kind. 

Cysts of the Testis occur most frequently in connection with the epididymis, very 
rarely with the body of the testis. These cysts are quite different from hydrocele of the 
tunica vaginalis, and are often spoken of as encysted hydrocele of the epididymis or testis, 
or as a spermatocele, although all do not contain spermatozoa. They cause a swelling 
of varying degree in the scrotum, and usually an aching in the testicle, groin, or lumbar 
region. ‘They may arise as retention cysts of the tubules of the epididymis or from one 
of the foetal remains which occur about the globus major of the epididymis, namely, the 
organ of Giraldés, the hydatid of Morgagni, or the vas aberrans of Haller. These cysts 
are usually placed above and to the outer side of the testis, occasionally behind it. They 
move with the organ, and can usually be distinguished from the latter by the test of trans- 
lucency. Their increase in size is very slow, but they may cause aching pain in the testicle 
by pressure upon, or stretching of, the tissues of the epididymis. They can be distinguished 
from hydrocele of the tunica vaginalis by the position of the swelling relative to the testicle, 
and by the fact that the fluid contained in them is colourless or slightly opalescent from 
the contained spermatozoa, in distinction to the straw-coloured fluid of a vaginal hydrocele. 


Ii. AFFECTIONS OF THE COVERINGS OF THE TESTIS CAUSING PAIN IN THE ORGAN. 


The only common lesions of the coverings of the testis are hydrocele and hematocele ; 
new growths of the testicular tunics are so rare as to render them surgical curiosities. 

Hydrocele may occur occasionally as an acute affection accompanying an acute 
epididymo-orchitis, injury to the scrotum, or in the course of acute specific fevers such 
as small-pox, rheumatism, or mumps. Recently acute hydrocele has been described in 
conjunction with acute lesions of other serous membranes—multiple serositis or poly- 
orrhymenitis. The more usual form of hydrocele is the chronic variety, which may be 
due to some disease of the testicle, but for which, in the majority of cases, no ascertainable 
cause can be found. 

A hydrocele may cause some aching in the testicle, but more frequently it causes a 
dragging sensation in the loin from the mechanical effect of its weight. It forms a swelling 
on one side of the scrotum, oval with smooth uniform surface ; it gives a distinct sense 
of fluctuation. The swelling is limited distinctly above from the cord or external 
abdominal ring, and gives no sense of impulse on coughing ; with a good light it can be 
found in most cases to be translucent, the testicle occupying a posterior and low position 
in the swelling. 

The diagnosis of hydrocele is usually easy, but occasionally, when in old-standing 
cases the walls are much thickened, difficulty may be experienced. A hydrocele must 
be diagnosed from (1) A scrotal hernia, (2) Hamatocele, (3) New growth, and (4) An 
encysted hydrocele of the testis. 

Scrotal Hernia.—Usually a hernia gives an impulse on coughing, can be reduced into 
the abdomen with a sudden slip or gurgle, and varies in size with the position of the patient. 
A hernia comes down from above and descends into the scrotum. In a large irreducible 
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hernia, some part of it is usually resonant from the contained intestine, the swelling is not 
limited above, and the testis can be distinguished at the bottom of the scrotum. <A 
hydrocele is distinctly limited above, gives no impulse, is translucent, and the spermatic 
cord can be distinguished easily. The testis in a hydrocele cannot usually be distinguished 
in the scrotum as in a hernia. Difficulty may arise between the two conditions when the 
hydrocele extends along the inguinal canal, and thus gives an impulse on coughing, or 
if the translucency is lost owing to the thickness of the walls or contents of the sac. A 
scrotal hernia in an infant may be translucent. 

Hemaitocele is distinguished from hydrocele by the absence of translucency, the 
greater weight, and the suddenness of the onset, usually after an injury or puncture. If 
any doubt exist, an incision may be made into the swelling, permission being obtained 
to proceed to any form of cure that may be found desirable. 

New Growths of the Testis ——A hydrocele is of much slower rate of increase in size, of 
smooth surface and uniform consistence, and is translucent. 

Encysted Hydrocele of the Testis (see above). 

Hzmatocele may occur as the result of tapping a hydrocele, from puncture of a vein 
in the sac or of the testicle, or by the occurrence of bleeding into a hydrocele. It may 
occur quite independently of a hydrocele, usually after direct injury. As a rule there is 
a rapid onset of swelling in the scrotum following the injury, with ecchymosis of the scrotal 
skin; the resulting tumour resembles a hydrocele in its clinical symptoms, save that it 
is not translucent. In other cases the swelling arises more slowly, when a pyriform or 
oval swelling is present in one side of the scrotum covered by normal skin; the surface 
of the swelling is smooth, and gives a sense of fluctuation and elasticity. There is no trans- 
lucency, and, on tapping, dark blood-stained fluid is withdrawn. 

The diagnosis in the less acute cases often presents a difficulty, especially with regard 
to malignant disease of the testicle (see above). From hydrocele it is distinguished by the 
absence of translucency ; from hernia by the same points, except translucency, mentioned 
above in the diagnosis between hydrocele and hernia. 


Ill. AFFECTIONS OF THE SPERMATIC CORD CAUSING TESTICULAR PAIN. 


An inflammatory affection of the cord secondary to urethral infection is not 
uncommon. Similarly, tuberculous infection of the cord is practically never present 
without corresponding infection of the testis or epididymis. New growths of the cord, 
lipomata, myxolipomata, and sarcomata or hydroceles of the cord, cause no pain in the 
testis. A varicocele, especially if large, in a pendulous scrotum, is a frequent cause of a 
dull, aching pain in the testicle. The characteristic feel of the enlarged veins of the cord 
in the erect position, and the slight impulse on coughing, will readily point to the correct 
diagnosis. 

IV. THE RETAINED GR MISPLACED TESTIS. 


This, in its various situations, may give rise to pain, and may cause some difficulty 
in the diagnosis of the condition present. A testis may be arrested in its descent at the 
external abdominal ring in the inguinal canal, may remain inside the abdomen, or may 
pass (1) into the perineum after traversing the inguinal canal, (2) to the upper part of the 
thigh via the crural ring, or (3) to the root of the penis in front of the pubes. 

In the various situations in which an undescended or ectopic testicle is placed, it may 
be attacked by the several diseases which affect the normally placed organ, and thus give 
rise to pain; but in addition, owing to the effect of constant muscular strains and the 
comparative immobility of the organ, it is particularly liable to recurrent attacks of trau- 
matic inflammation, especially when the testis is retained in the inguinal canal: in the 
intra-abdominal position it remains protected from muscular injury, whilst ectopic testicles 
have a greater range of mobility than has one that is retained in the inguinal canal. The 
inflammation of an undescended testicle may be so acute as to lead to gangrene of the 
organ, with or without torsion of the cord. 

The pain may be complained of first when the testes begin to swell at puberty, at 
which time an undescended right testicle may produce symptoms easily mistakeable for 
appendicitis. 

The diagnosis of undescended testicle rests upon the following points: the fact that 
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one side of the scrotum is empty, the outline and situation of a swelling in the inguinal 
canal or elsewhere, the testicular sensation upon pressure, and the recurrent attacks of 
pain. An undescended testicle may give rise to acute pain from inflammatory lesions or 
from acute torsion of the organ, and may, if placed in the inguinal canal, give rise to 
symptoms suggestive of a strangulated hernia. It must be remembered also that a par- 
tially descended testicle is often accompanied by an inguinal hernia. It is also stated 
that the misplaced testis is prone to become the seat of malignant disease. 


V. TESTICULAR PAIN FROM LESIONS OTHER THAN IN THE TESTICLE. 


It is necessary to mention this class of case, in which complaint is made of testicular 
pain, when on clinical examination the testis is found to be normal. After an acute inflam- 
mation of the organ, even when no palpable nodule remains, the resulting cicatrization 
may cause an aching in the organ, especially after sexual excitement or prolonged desire. 
Apart from former testicular disease, pain may be felt in the organ if a calculus be present 
in the pelvis of the kidney or upper ureter, with a marked degree of owaluria, or from 
stimulation of the peripheral nerves by carcinoma of the bodies of the lumbar veriebre or the 
pressure of an aneurysm in this situation. Pain in the testicle is occasionally present in 
 appendical inflammation, when the appendix turns down into the pelvis. 

R. H. Jocelyn Swan. 


PAIN IN THE THIGH.—({See Parn In THE Lower Extremity, p. 438.) 
PAIN IN THE THROAT.—-(See Sorte Turoat, p. 613.) 


PAIN IN THE UMBILICAL REGION.— 

Pain associated with External Swelling.—This may be due to the following causes :— 

Umbilical Hernia.—This is common in young infants, and also in fat, middle-aged 
people, particularly women who have borne children. Attention is often called to the 
protrusion first by the pain. In the early stages, while the hernia is yet small, it may 
easily be overlooked, especially if the patient is obese. The swelling is usually globular 
in shape, has an impulse on coughing, and may or may not be reducible. In a very large 
proportion of cases the hernia is irreducible, and it nearly always contains omentum. 

Sebaceous Cyst.—This is not uncommon at the umbilicus. It presents itself as a 
small spherical swelling, which might be mistaken for a small irreducible umbilical hernia. 
There is, however, no direct impulse on coughing, and the swelling is attached to the skin. 
There is generally but little pain unless the cyst has become injured or inflamed. 

New Growth.—Occasionally the umbilicus is the seat of a small secondary nodule of 
growth which has been brought by the vessels in the round ligament from the neighbour- 
hood of the liver. It may furnish a clue in making the diagnosis of an obscure abdominal 
ailment. Epithelioma is the only likely primary growth here ; it has to be distinguished 
from a mass of simple granulation tissue here, and from tuberculous ulceration of the skin 
at the umbilicus; all three are uncommon; in some cases the diagnosis between them 
may be obvious almost at sight ; in others the distinction may be so difficult that micro- 
scopical examination of a portion of the mass has to be resorted to. 

Eczema Intertrigo.—vVery obese people of uncleanly habits may suffer from this trouble 
at the umbilicus. 

Divarication of the Recti Muscles——A patient lying in the recumbent position may 
show no evidence of this condition. Diffuse pain is complained of about the umbilicus, 
and the divarication is made evident at once if the patient is asked to lift the head. 

Cyst of the Omphalo-mesenteric Duct, a rare condition, may be found at birth. 

Pain associated with Internal Swelling. 

Tuberculous Feritonitis with formation of a localized abscess is the commonest cause 
of pain and a swelling situated inside the abdomen at the umbilicus. The patient is 
usually a child, and presents well-marked signs of chronic abdominal disease. 

Carcinoma of the Pylorus or Carcinoma of the Colon may present as an umbilical tumour, 
especially if it has become fixed by adhesions, but it can usually be diagnosed without 
difficulty on account of the special symptoms arising in each case. 

Pain without Swelling or other Localizing Symptoms. 

The causes of umbilical pain are so numerous and varied, that in order to mention 
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all it would be necessary to enumerate nearly all abdominal complaints. This cannot 
be done here, but one should bear in mind the following as possible causes in patients in 
whom no trace of abdominal disease can be found, and who still complain of pain at or 
about the umbilicus. 

Tabes Dorsalis.—The only complaint of the patient may be of abdominal pain, often 
referred to the region of the umbilicus. The typical gastric crises may be replaced by a 
much more diffuse pain, and more than one person has been operated on, and a gastro- 
enterostomy performed, under a mistaken diagnosis. A systematic examination of the 
knee-jerks, pupil-reflexes, etc., should be made in all cases. 

Lead Poisoning.—Severe attacks of cramp-like abdominal pains referred to the 
umbilicus may be the chief, or even the only, symptom of plumbism. The patient’s 
occupation may suggest the diagnosis, or other characteristic signs of lead poisoning may 
be found (p. 34.) 

Tumour of the Spinal Column or Cord, Spinal Caries, and Compression Myelitis.— 
Though a less common source of error, these must be borne in mind. . Owing to its situation, 
a growth in the spine may be very hard to locate ; a skiagram may be of service. 

Phthisis.—In this disease gastric pains are a common symptom, and the pains may 
even be referred to the umbilicus. George E. Gask. 


PAINFUL COITUS.—(See Dyspareunta, p. 193.) 
PAINFUL MICTURITION.—(See Micruririon, ABNORMALITIES OF, p. 393 .) 
PAINFUL SWALLOWING.—(See Dyspuacia, p. 194.) 


PALLOR.—(See ANa1A, p. 21.) 


PALPITATION signifies the sensation experienced by a person who is conscious of his 
heart beats. It is not necessarily associated with pain. It may be due to many different 
causes, of which the following are the chief :— 


1. Valvular Heart Disease, especially :— 


Mitral stenosis Aortic stenosis Pulmecnary stenosis. 
Mitral regurgitation Aortic regurgitation 
Mitral stenosis and.| Aortic stenosis and regurgita- 

regurgitation tion 


2. Heart Affections associated with very High Blood-pressure — 
Arteriosclerosis. | Granular kidney. 


8. Myocardial Affections :— 


Fatty heart * Blacksmith ’ heart Senile changes with atheroma 
Fibroid heart Cloudy swelling Congenital deformity. 
Primary alcoholic Pericarditis 

heart Adherent pericardium 


4. Lung Affections leading to Failure of the Right Side of the Heart :— 


Chronic bronchitis 
Emphysema 


Fibroid lung 
Large pleural or __ pleuritic 
effusions 


5. The Effect upon the Heart of certain Drugs, ete. :_— 


Tobacco Alcohol Cocaine 
_ Tea Absinthe | Digitalis 
Coffee Morphia Thyroid extract 
6. Heredity, Nervousness, and Allied Causes :— 
tion Neurasthenia Tabes dorsalis. 


Fright or other emo- Paroxysmal tachycardia Epilepsy 
Graves’s disease Hysteria 


7. Anemia from whatever cause, but particularly 
_ Chlorosis | Pernicious anzmia 
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8. Mechanical Interference with the Heart by :— 


Mediastinal new growth Ascites 

Chronic mediastinal fibrosis Pregnancy 

Thoracic aneurysm of large size Ovarian cyst or other large intra- 
Tympanites abdominal tumour. 


9. Dyspepsia: especially that which is associated with flatulence and with stout- 
ness from lack of exercise. 


The majority of patients who complain of palpitation jump to the conclusion that 
they have something the matter with the heart, and, although the above list is a long one, 
the diagnosis resolves itself in all but a few cases into deciding whether the palpitations 
are cardiac or gastric in origin. A routine examination of the various systems will very 
often indicate the correct diagnosis at once. 

Valoular heart disease will be indicated by the history of rheumatic fever, scarlet fever, 
chorea, syphilis, or the like, and by the alteration in the size of the heart, together with 
the various bruits. Mitral stenosis is sometimes more difficult than the others to diagnose 
_ on account of the possible absence of a bruit or of enlargement of.the left ventricle, but 
it may be suggested by the patient’s malar flush, by the history of acute rheumatism, and 
by the loud, sharp, slapping character of the first sound at the impulse. Aortic regur- 
gitation is sometimes present without a bruit, but it can generally be detected in these 
cases by the typical collapsing character of the pulse ; if there is still doubt, and the patient 
is able to take exercise, it is frequently possible to bring out an aortic regurgitant bruit 
by asking him to take a few steps briskly. 

High blood-pressure conditions are best detected by means of a sphygmomanometer ; 
the diagnosis will be confirmed by the big heart the albuminuria with tube casts, and 
perhaps by retinitis. 

Of the myocardial affections, pericarditis and cloudy swelling are both acute conditions, 
often associated with fever and with sufficient general illness to confine the patient to bed, 
so that the palpitations are a minor part of the malady. The diagnoses of fatty or fibroid 
heart and of adherent pericardium are discussed on pp. 58, 54. Palpitations due to 
heart-muscle affection are sometimes most difficult to distinguish from similar palpitations 
due to dyspepsia. This applies particularly to fatty changes in the heart. Not a few 
middle-aged persons suffer from palpitations which, by some observers, will be attributed 
to gastric trouble, whilst by others both the palpitations and the dyspepsia will be 
attributed to fatty heart; nor can the diagnosis be made by watching the effect of 
slight exercises upon the pulse-beat, for in typical dyspeptic persons without fatty heart, 
the general condition is usually sufficiently lacking in tone for the pulse-rate to be increased 
readily by exercise. If material benefit results from the giving of digitalis, from the 
adoption of Schott’s Nauheim treatment, or some modification of the latter, the argument 
will be in favour of some myocardial degeneration ; but in many instances of flatulence 
and palpitation the diagnosis between fatty heart and mere dyspepsia will remain largely 
a matter of opinion. Electrocardiograms may throw light upon the nature of some cases 
of myocardial disease the nature of which is not obvious to percussion and stethoscopic 
examination only ; auricular fibrillation may be found, for example (Fig. 196), though 
there may be no valvular disease. 

Lung affections causing strain of the right ventricle, and thus leading to palpitations, 
are detected as a rule by physical examination, but here again there may be so much 
difficulty in interpreting the physical signs that when a stout, middle-aged person, with 
obvious emphysema, and with wheezing and shortness of breath on exertion, complains 
of dyspeptic symptoms and also of palpitations, it may be very difficult indeed, except 
by watching the effect of different lines of treatment, to say whether the actual cause of 
the palpitations is emphysema with secondary dilatation of the heart, or dyspepsia with 
reflex palpitations or the result of fatty changes in the heart muscle of a dyspeptic person 
of sedentary occupation who is both stout and emphysematous. 

Tobacco is a very important cause for palpitations in a patient who may seem to be 
perfectly healthy: the degree to which different individuals can smoke tobacco with 
impunity varies enormously, and whereas some may smoke from morning to night and 
develop no untoward symptoms at all, others develop some ill effects from what are 
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relatively quite small quantities. Cigarettes seem to be the greatest offenders in this 
respect, particularly cheap cigarettes sold in packets of considerable numbers for a penny. 
In bad cases the heart becomes absolutely irregular; in all cases of the kind any extra 
exertion, such as trotting a hundred yards, causes a rise in the pulse-rate out of all pro- 
portion to what it should; the pulse may rise, for instance, from 70 to 150 or 160 per 
minute as the result of slight exertion which in an ordinary individual would only increase 
it to 90 or 100. These patients may have palpitations at any time of the day or night, 
but particularly when they first get into bed, when violent thumpings may cause them 
considerable alarm. Similar thumpings of the heart, closely allied to but hardly identical 
with palpitations, are complained of by elderly men, particularly those of the gouty habit, 
probably with atheromatous degeneration of their coronary arteries. Another condition 
in which the heart may produce similar symptoms is epilepsy, in which disease, quite apart 
from the major attacks, there are innumerable accessory symptoms of which cardiac 
thumpings in bed at night are one. In that particular variety of epileptic convulsions 
which is associated with a sudden halving of the pulse-rate and coma—sometimes spoken 
of as Stokes-Adams syndrome—palpitations may also be a prominent symptom; the 
diagnosis is established best by obtaining electro-cardiographic records of partial or com- 
plete heart block (Fig. 37, p. 88). Tea, coffee, alcohol, and absinthe, as causes of cardiac 
irregularity and consequent palpitations, can be diagnosed best by the history and by the 
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Fig. 196.—Electrocardiogram to illustrate auricular fibrillation. Ventricular beats are marked R, The 
auricular beats are unmarked except in the central part of the middle curve, where three of them are marked x x x. 
The ventricular beats (R) do not recur at equal intervals, so that the pulse was irregular in time; but the average 
ventricular rate was 100 per minute. The auricles were not beating regularly ; but where marked x x x the beats 
occurred approximately one every fifth of a second, the auricular rate at this point being about 300 per minute. 


effects of stopping the drugs in question. Morphia and cocaine, if taken over periods 
sufficiently long to lead to palpitations, will generally be indicated by the presence of 
multiple prick-marks upon the body or limbs. The palpitations and other cardiac sym- 
ptoms are worse, not while the drug is being taken, but when it is being intermitted. 
Digitalis and thyroid extract will be recognized as the cause at once if they are being pre- 
scribed by the medical attendant. 

When palpitations are due to nervousness, fright, or other emotion, they are transient 
and not difficult to diagnose; if they keep on recurring from apparently trivial causes 
in a person who has not hitherto been nervous, it is important to bear in mind the possi- 
bility of Graves’s disease, for although exophthalmos and enlargement of the thyroid gland 
are important symptoms of this disease, it is not at all uncommon for them to be absent, 
especially in the early stages, and for the only sign of the malady to be undue nervousness 
of the patient with a tendency to tachycardia and palpitations. Any condition in which 
the nervous system seems to be lacking in force or in control is liable to be termed newras- 
thenia nowadays, and if neurasthenia be defined in this broad sense, then one variety of 
it has palpitations for a chief symptom : the making of a diagnosis of neurasthenia, in such 
cases, however, is equivalent to saying that the palpitations are of purely nervous origin, 
so that all one has really done is to exclude organic changes. The same applies to hysteria, 
though it should be borne in mind that modern authorities distinguish between hysteria 
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and neurosis, confining the word hysteria to those cases in which the symptoms are directly 
controllable by suggestion. Locomotor ataxia may give rise to symptoms referable to 
almost any of the viscera, and there seems no reason why cardiac crises should not occur 
as much as laryngeal, gastric, or intestinal; they are, however, rare, and when cardiac 
symptoms develop in a patient suffering from locomotor ataxia, syphilitic affection of the 
heart would be a safer diagnosis than would cardiac crises. 

Anemia, when it produces palpitations, is usually obvious from the patient’s appear- 
ance, and it can be confirmed by blood examination. As a rule, palpitations in anemic 
patients are entirely absent while the patient is at rest in bed, occurring mainly when she 
exerts herself and causes temporary dilatation of the anaemic heart. The palpitations dis- 
appear when the anemia is cured. 

Palpitations due to mechanical interference with the heart, by masses of fluid or wind 
displacing it, can generally be relegated to their correct cause by physical examination of 
the chest and abdomen; mediastinal new growth, tympanites, ovarian cyst of large size, 
and the other conditions referred to above, generally make their presence obvious before 
they are of sufficient size to produce palpitations. Herbert French. 


PAPULES may be defined as solid, circumscribed elevations of the skin, not larger 
than a pea. Similar formations exceeding that size are classed as nodules or as tumours. 
From VESICLES (p. 7538) they are distinguished by their solidity ; if a papule is punctured, 
nothing but blood exudes ; but in many instances papules, especially those of an inflam- 
matory kind, are transitional lesions, passing into (a) vesicles, (b) pustules, (c) scales, or 
(d) breaking down into ulcers, (e) undergoing hypertrophy, as warts, or (f) atrophying. 
If the transformation into pustules or vesicles is only partial, the lesions are described 
as papulo-pustules or papulo-vesicies, and if this is characteristic of the greater number 
of the lesions, the eruption is said to be papulo-vesicular, vesiculo-papular, or papulo- 
pustular. If the lesions, originating as erythematous macules, do not take on the full 
character of papules, they are said to be maculo-papular or erythemato-papular. 

In size, papules may vary from a pin’s head, as in lichen scrofulosorum, to a pea, as 
in lichen ruber planus. The most typical shape is that of the papule of lichen planus, 
flattened and with an irregular base ; but they may be rounded or oval, as in prurigo, or 
cone-shaped, as in pityriasis rubra pilaris, or triangular, or umbilicated, as in lichen planus. 
In colour, they may be pink or rose-coloured, as in the inflammatory papules of urticaria 
papulosa, violet or purplish as in lichen planus, bright red as in eczema, dark or coppery 
as in syphilis, yellow as in xanthoma, whitish as in milium, almost black, as in infiltration 
sometimes met with in sarcoma, or simply skin-coloured, as in prurigo or verruca plana. 
They may be discrete, as in prurigo, or may occur in patches, as in lichen scrofulosorum ; 
sometimes they form round a hair follicle, as in eczema folliculorum and pityriasis rubra 
pilaris ; they are also met with in connection with the sebaceous glands, the sweat-glands, 
or the papilla. They may be inflammatory, as in eczema, or non-inflammatory, as in 
severe goose-skin, or when they are the result of retained secretion, as in acne, or of exces- 
sive cornification round the mouths of hair-follicles. Usually, inflammatory papules give 
rise to itching; with the non-infammatory kind there are seldom marked subjective 
symptoms. 

Papules may occur in the epidermis, as in verruca plana, or in the derma, when they 
may be cedematous, as in urticaria, or infiltrated, as in lichen scrofulosorum ; or they may 
affect both structures, as in lichen planus and the strophulus papule of acute prurigo. The 
epidermic papule may be recognized by its solidity, its hardness and dryness, and its super- 
ficial elevation ; the cedematous dermic papule by its pinkish colour and its momentary 
yielding to pressure ; the infiltrated dermic papule by its redness, induration, and elasticity ; 
the epidermo-dermic papule by its union of some of the characters of the other varieties. 

The multiple small papules which occur in papular eczema are usually conical with 
rounded base and bright-red colour ; owing to rupture by scratching they are covered with 
a tiny dome of blood-crust ; there is usually intense itching. Eczema of this type may 
resemble lichen ruber planus, but in that affection the papules, as a rule, are flat or umbili- 
cated, with an irregular base, dark-red or violaceous colour, and glistening surface ; there 
is no discharge or crust-formation ; the papules are not transitional, and they leave 
brownish stains, while those of eczema frequently pass into vesicles and seldom produce 
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discoloration. Confusion between the plaques of lichen planus and those of scaly eczema may 
be obviated by attention to the differences in colour and in definition ; in the former the 
plaques are generally dark-red or purplish, and sharply defined ; in the latter, bright-red 
and not clearly marked off from the surrounding skin. Under the lens, a minute vesicle 
can often be seen on the top of each papule in eczema papulatum, which is not the case in 
lichen planus. Yet another point of distinction between the two is that in lichen planus 
characteristic discrete papules can usually be found at the margin of the patches. This 
feature serves, too, to differentiate lichen planus, in its turn, from generalized psoriasis, 
which is marked also by more scaliness and less thickening. 

Lichen scrofulosorum is a papular dermatosis which clinically bears some resemblance 
to lichen planus, but it has no right to the designation lichen, and belongs rather to the 
tuberculides. The papules are seldom larger than a pin’s head, are usually flattish but 
occasionally conical, very slightly resistant, sometimes smooth and shiny but more often 
covered with a tiny scale which is but slightly adherent ; occasionally the summit is occu- 
pied by a pustule instead of by a scale. The prevailing colour is red, but it varies from a 
pale-yellow through red to violet. At first the lesions are disposed in groups, forming 
patches of various sizes. Others are arranged in ares of circles, which are usually seen 
about the orifices of the sebaceous glands. The eruption shows a distinct predilection for 
the trunk—the lower part, and the back of the abdomen; but occasionally it extends to 
the beginnings of the limbs and may invade the face. If the affection becomes generalized 
by the spread and coalescence of the scattered groups of papules, the whole skin is covered 
with thin scales and is of a dirty reddish-brown hue. Itching is absent, or so slight as to 
be negligible. The eruption begins insidiously and may last for several months; and, 
having disappeared, leaving behind it no trace, it may reappear again and again over a 
period of several years. In the great majority of cases the disease is associated with some 
form of tuberculosis—phthisis, or necrosis of bone, or scrofulous ulceration of the skin ; 
but much more commonly with enlarged glands, submaxillary, cervical, or axillary. Its 
usual subjects are children and adolescents ; it is uncommon after the age of twenty. The 
characters of the papules—their homogeneity, situation on the trunk, flattish shape, 
arrangement in groups, painlessness, and chronicity—with the absence of itching, and the 
youth of the patient, are generally sufficient to determine the nature of the affection. In 
papular eczema the papules are not limited to the trunk, are bright red, and there is 
troublesome itching ; moreover, in many cases there are vesicular or papulo-vesicular 
lesions as well as papules. From miliary papular syphilides lichen scrofulosorum can be 
distinguished by the absence of any other sign of syphilitic affection, and by the usually 
restricted distribution of the lesions. 

In keratosis pilaris, or xerodermia, the papules do not form groups or patches as in 
lichen scrofulosorum, and usually they appear on the limbs, most frequently the thighs ; 
they consist of projecting hair-follicles, which convey to the hand the sensation of a nut- 
meg-grater. This affection has, in turn, to be distinguished from goose-flesh, in which the 
elevations, besides being evanescent, are not rough or scaly. Keratosis pilaris is one form 
of ichthyosis ; another form, sometimes met with in association with xerodermia, but more 
often alone, is ichthyosis hystrix, in which the lesions consist of small papillary papules with 
horny tops, which stud the skin as with minute nail-heads, and sometimes develop into 
large warty masses. The condition, dating back to infancy, or at least to early childhood, 
is easy of identification. 

The same may be said of the ordinary wart (verruca vulgaris). The small flat wart 
(verruca plana juvenilis) may sometimes suggest lichen planus, but it is smaller than the 
papule of that affection, it has not the dark colour, it gives rise to no itching, nor is there 
any tendency for the growths to run together into rough, scaly, infiltrated patches. 

In pityriasis rubra pilaris, papules form at the orifices of the hair-follicles, usually 
following in the wake of an eruption of scaly patches, or of a dry eruption covered with 
eczematous-looking crusts. The papules, when they appear, are small, red, and dry, harsh 
to the touch, more or less conical, and the centre of each is pierced by a single atrophied 
hair, which is surrounded by a sheath that penetrates into the follicle. The surface of the 
integument, thus roughened, has been likened to the skin of a newly-plucked fowl. At 
first the papules are discrete, but later they tend to run together into patches which pre- 
sent the aspect of pale yellowish-red areas covered with papery scales resembling mica. 
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They mostly affect the limbs, especially the surfaces where hair is most abundant ; if they 
encroach upon the trunk they are usually found at the waist and the lower part of the 
abdomen. Itching is sometimes absent, and when present is always insignificant. When 
the patches are covered with mica-like scales and are met with in the situations most com- 
mon to psoriasis—the tips of the elbows, fronts of the knees, and the extensor surfaces of 
the limbs—there is some danger of confusion with that disease ; but at the edge of each 
patch the characteristic conical papule with its single hair plugging the mouth of a follicle 
is always to be seen. The best place to look for the papule is on the backs of the fingers. 
In psoriasis, again, the lesions grow by peripheral extension instead of by the accretion of 
new papules. The fact that the general health is not affected suffices to mark off pityriasis 
rubra pilaris from other forms of exfoliative dermatitis, in which also there is rarely any 
appreciable thickening of the skin, while the colour is redder than in pityriasis and the 
scaliness more marked. From lichen ruber planus, pityriasis rubra pilaris is distinguished 
by the absence of itching and of impaired nutrition, and by its irresponsiveness to arsenic. 
In lichen planus, too, the papules are flattened, and often umbilicated. 

In acne vulgaris, the papule forms the primary lesion. If the obstruction is at the 
mouth of the sebaceous gland-duct, the plug appears on the surface as a small black point 
—the comedo ; if it is in the gland itself, the obstructing material is seen as a tiny whitish 
mass in the substance of the skin—the milium. The lesion may not develop beyond this 
stage, but usually it grows into‘a reddish papule about the size of a pea, and.in many cases 
the papule passes into a pustule. Acne can usually be recognized by the distribution of 
the lesions—on the face, especially the cheeks, nose, forehead and chin, and less frequently 
the back of the neck, the back between the shoulders, and the chest—their discrete charac- 
ter, the presence of comedones or of milia, and the patient’s age, for the affection is essen- 
tially one of puberty. Usually, too, the several stages through which the lesions pass are 
present at the same time—the comedo or milium, the papule, the pustule. Rosacea differs 
from acne in that it chiefly affects the flush area of the face, is marked by much congestion, 
and is most common in middle life. (See also PusTULEs, Pe oots) 

In erythema multiforme, papules, tubercles, vesicles, bullae, nodules, macules may all 
be present at the same time. Any one of these lesions may be predominant in a particular 
case or at a given time; but the type of eruption most frequently met with is that which 
consists wholly or predominantly of papules—erythema papulatum. This, too, is usually 
the first stage of the eruption in cases which go on to other types. The papules are gener- 
ally, at the beginning, no larger than a pin’s head, bright-red in colour, and flattish, some- 
times umbilicated. If grouped closely together they may coalesce and form raised patches 
as large as a threepenny or a sixpenny piece ; each patch has a sharply defined border, and 
is surrounded by an areola of congested skin ; the tint in the centre soon deepens to violet, 
and afterwards to purple. The favourite sites are the dorsal surfaces of the hands and 
forearms; sometimes, too, the legs, feet, and the face are involved. Papular erythema 
multiforme is, as a rule, easy of recognition. Urticaria of the papular variety—the stro- 
phulus or prurigo simplex aigu of French dermatologists—in which the wheals are no larger 
than a lentil, and leave papules when they subside, occasionally offers some resemblance to 
it; but the two affections differ in that the lesions of erythema papulatum are much more 
persistent, are not white in the centre, do not give rise to itching, but do leave stains. One 
of the most marked of these differences is that which concerns itching, for in papular urti- 
caria this symptom, though variable, is frequently severe. In urticaria, too, it is chiefly 
the covered portions of the body, and especially the lower lumbar region, that are attacked, 
and the affection is met with mostly in children. 

Papules like those of urticaria papulosa are often met with in prurigo, both in prurigo 
ferox of Hebra, the severe form of the affection, and in prurigo mitis, the mild and ordinary 
form. The characteristic lesion is. an eruption of discrete, firm, very slightly raised papules, 
more or less hemispherical in shape, with a roundish, sometimes oval contour, and a glisten- 
ing surface. At first the papule is of the same colour as the skin, but afterwards it becomes 
red, yellowish, or brownish, increases in size, and is frequently covered by a blood-crust. 
In structure, according to Darier, it is a localized acanthosis. Most abundant on the 
extensor surfaces of the limbs, and rarely seen on the flexor aspects, or on the face, the 
papules occur not infrequently on the chest, the lower part of the abdomen, the sacral 
region, and the buttocks. The itching is intense, and mixed with the secondary changes 
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produced by scratching, there may be found others not unlike those of eczema. Pustules 
and sores are common, often accompanied by great enlargement of the axillary and 
femoral glands. In prurigo ferox the papules are much larger and more numerous, and in 
parts the skin feels to the touch like very coarse brown paper or a nutmeg-grater. The 
changes secondary to the inflammatory process in prurigo are summed up by French 
dermatologists in the term lichénisation or lichénification. The skin is thickened and 
rugose, and owes its peculiar aspect to an exaggeration of the fine stris of the normal 
integument, so that it becomes quadrillated into a network of which the meshes are square, 
lozenge-shaped, or polygonal, with a flat surface which often, as Darier says, presents the 
aspect of glossy and brilliant facets, as of a mosaic. Sometimes it is covered with fine 
scales. The skin is less supple than normal skin, and though in colour it may undergo no 
change, it is more often greyish or brownish. The condition has to be distinguished from 
the lichenization met with in other dermatoses. In eczema and psoriasis, the thickened 
and rugose skin is red, has no glistening facets, and the margins are clearly defined. In 
lichen planus the plaques are formed by confluent papules and are surrounded by charac- 
teristic papules. } 

Apart from these secondary characters of prurigo, the diagnosis is made by excluding 
other itching affections, such as scabies and pediculosis, on account of the absence of the 
lesions characteristic of those conditions, and by the positive characters—the origin of the 
affection in infancy, and its persistence, the poor general health, the preference the papular 
eruption shows for the extensor surfaces of the limbs, the freedom of the bends of the 
joints, and the glandular enlargement, especially in the inguinal region. 

In syphilis, papules are met with frequently in association with macules, but they may 
occur independently. They may be divided into two main classes : (1) Miliary papular, 
and (2) Flat papular syphiloderms. 

1. Miliary, or follicular, papular syphilides are the result of infiltration around and 
beneath the pilo-sebaceous follicles ; they are rough to the touch, and feel like small shot ; 
they vary in size, from a pin-head upward, and may be either acuminate or rounded. 
The sites of election are the trunk, back, shoulders, and loins, but the limbs may be 
invaded, and also the face. Very frequently the lesions appear in groups which run into 
each other ; and they are sometimes disposed in rings. The characteristic colour is that 
of raw ham, but at first they may be pink or red. Involution proceeds slowly, the stain 
left behind is long in dying away, and is sometimes succeeded by a shallow depression 
which may last for years. There is often a slight scale on the surface of the papule, and 
not seldom a tiny vesico-pustule or pustule may be detected on the summit. Sometimes 
there is overgrowth of the papille ; and if the lesion is situated in a moist part the warty 
growth is covered with sodden white epithelium, when the lesion is known as a mucous 
papule. A more marked degree of hypertrophy transforms the moist papule into a mucous 
tubercle or condyloma, distinguishable from a wart in that the overgrown papille are welded 
into a coherent mass by swelling of the intervening tissue, while in the wart they are free. 

2. Flat, or lenticular, papular syphilides vary in size from a pin-head to a bean, and the 
small or the large lesions may predominate in a given case. They may develop directly 
out of macular syphilides. In contour they are almost perfectly round, with a flattened top, 
are but slightly elevated, and in colour usually brownish-red. The whole body is affected 
pretty impartially ; there is little tendency to agmination ; sometimes the lesions form a 
kind of circlet on the brow round the margin of the hair (the corona veneris). In some 
cases, ring-like patches (the circinate or annular syphiloderm) appear on the chin, around 
the lips or nostrils, or sometimes on the vulva; they are made up of small yellowish-red 
papules, with fine scales ; elsewhere the papules, in the same case, are of the ordinary 
kind. In other instances, the flat lenticular papules of this group become seborrheic ; 
these are characterized by their obduracy to treatment. When there is marked scale- 
formation, the papules being covered with a dry, dirty-grey scale, they are styled papulo- 
Squamous. Favourite situations for papulo-squamous syphiloderms are the palms and 
the soles, where they may be mixed with maculo-papular and papulo-tubercular lesions. 
Syphilides in these sites are often rounded or irregular in shape, have but slight elevation, 
are at first brownish-yellow or brownish-red, but presently become of a dirty grey, and on 
the disappearance of the scales have the characteristic colour of raw ham. When the scales 
are more abundant than usual, they form the syphilides cornées of French dermatologists. 
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The small papular syphilides may in some cases be difficult to distinguish from a 
widely diffused lichen ruber planus ; but in this affection the rash is uniform, the papules 
generally have a linear arrangement, and there is usually severe itching. The papules of 
syphilis are most likely to be confused with psoriasis—the squamous papules with the 
ordinary form of psoriasis, the papules in rings with annular psoriasis. Attention must 
be paid to the polymorphism of the syphilitic eruption, the coppery colour, the enlarged 
glands, the sore throat or tongue, and the distribution of the lesions, no such partiality for 
the elbows and knees being shown as is observed in psoriasis, and the papular syphilide 
having a preference for the flexor surfaces of the limbs, while psoriasis affects rather the 
extensor aspects. The syphilitic scales, too, are thin and dirty-white, while those of psori- 
asis are heaped up in layers and have a silvery sheen. In psoriasis, the subject will usually 
have a history of previous attacks to relate ; and often the affection can be traced back to 
early life, whereas in syphilis a particular lesion is seldom repeated. The palmar and 
plantar syphiloderms described above, which occur symmetrically as secondary and unila- 
terally as tertiary lesions, may be confused with the dry chronic eczema of those regions ; 
but in eczema there are heat and itching, and usually, in the case of the palms, the fingers 
also are involved, and at some point or other the process is vesicular or moist. Palmar 
syphilides may be distinguished from eczema seborrhceicum by the fact that in the latter 
there are coincident lesions in the common situations—the scalp and. eyebrows, the 
neighbourhood of the beard, the naso-labial folds, the sternal and interscapular regions ; 
nor do they usually assume the form of crescents or segments. Whenever the diagnosis 
is doubtful, recourse may be had to Wassermann’s serum test. Malcolm Morris. 


PARASTHESIA.—(See SENSATION, ABNORMALITIES OF, p. 604.) 
PARALYSIS OF BOTH LEGS.—‘See Parap ect, p. 510.) 
PARALYSIS, CROSSED.—(See Hemip.ecta, p. 302.) 


PARALYSIS, FACIAL.—This term is applied to complete or partial paralysis of 
the muscles supplied by the 7th cranial nerve. One or both sides of the face may be 
involved, the unilateral being more common than the bilateral. It is in some cases the 
result of a morbid process limited to the 7th nerve, known as Bell’s palsy ; in other 
instances it is one of the signs of more complex, or more remote, disease. In complete 
unilateral facial palsy, whatever its origin, the asymmetry 
of the face may be so marked that the diagnosis can be made 
at sight. Less severe facial weakness may be overlooked 
unless the means for its detection are employed. It is well, 
therefore, to recall the evidences of facial palsy before 
pointing out the features which characterize its various 
forms. 

Even with the face at rest there are certain appearances 
on the affected side which attract attention. The natural 
lines and wrinkles are less marked, and, with the obliteration 
of the naso-labial fold, the cheek has a somewhat flattened 
or, in old persons, baggy aspect. If the patient is uncon- 
scious or asleep the flabbiness of the tissues may be empha- 
sized by the flapping of the cheek with respiration, especially 
if breathing is laboured or stertorous. The palpebral fissure 


is wider than its fellow, and the corner of the mouth may ay aise nee hacen 


droop. of the face, the patient attempting to 
Ww . : . show her teeth. Note that the right 
hen the facial muscles are thrown into action by palpebral fissure is wider than the lett. 


attempts to raise the eyebrows, to close the eyelids, or to (Photo by Dr. S. 4. K. Wilson.) 
expose the teeth (Fig. 197), the difference between the two 

sides is rendered more obvious, the movements on the paretic half of the face being carried 
out with less power and more slowly than those of the healthy half. The ability to whistle 
or to move one nostril may also be impaired, and even with slight degrees of paresis, a 
person who has previously been able to close the eye of the affected side, the other eye 
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remaining open, is no longer able to perform the feat. The same difficulty is experienced 
in making movements of the ear, by patients who have formerly possessed that accom- 
plishment. 

Having established the presence of some facial weakness, it is necessary, in order to 
take full advantage of its diagnostic value, to make certain careful observations with a 
view to determining the site of the lesion which is responsible for the defect. Thus, facial 
paralysis may be brought about by : (1) A lesion anywhere in the course of the pyramidal 
fibres passing from the lower end of the precentral gyrus in one cerebral hemisphere to 
the facial nucleus on the opposite side of the pons Varolii (swpranuclear paralysis) ; (2) A 
lesion involving the facial nucleus itself (nuclear paralysis) ; and (3) A lesion of the 7th 
nerve between its origin in the nucleus and the point where it divides in order to supply 
the various facial muscles (peripheral paralysis). 

Supranuclear Paralysis.—Owing to the fact that the fibres of the pyramidal tract 
concerned with facial movements cross the mid-line of the brain-stem only a very short 
distance above the 7th nucleus, the facial paralysis is on the side opposite to the lesion. 
Occasionally these fibres are involved alone ; more often those destined to the correspond- 
ing arm and leg suffer as well, in which case the facial palsy forms part of a hemiplegia. 
In this type of paralysis the difference between the two sides is not nearly so marked in 
the upper as in the lower half of the face. For instance, the patient is able to elevate both 


Fig. 198.—Post-paralytic contracture Fig. 199.—Post-paralytic contracture. Fig. _200.—Post-paralytie _ contrac- 
of the left side of the face. At a first The same patient closing her eves and ture. The same patient smiling, with 
glance the appearance suggests that the showing the over-action of all the facial an involuntary wink. 
right side is the seat of paralysis. muscles on the affected left side. (Photos by Dr. S. A. K. Wilson.) 


eyebrows and to close both eyes, although it will be found, on testing, that he is not able 
to resist an attempt on the part of the observer to open the eye of the affected side with 
the same degree of success as attends his efforts on the healthy side. (Figs. 198, 199, 200.) 
In the attempt to expose the teeth, the facial asymmetry is more striking, the lip remaining 
immobile or retracting slowly and feebly on the paretic side, and the contrast between the 
depth of the naso-labial folds on the two sides becoming clearly emphasized. 

Notwithstanding the impairment of voluntary movement on one side, the face may 
present perfect symmetry when it responds automatically to emotional or reflex impulses. 
In laughing or crying the lines and wrinkles are developed equally, while protective closure 
of the eyelids is accomplished as well on one side as the other in response to any threatened 
violence to the eyes. The preservation of these automatic movements depends on the 
integrity of a facial reflex centre in the mid-brain. When this centre is involved at the 
same time as the fibres of the pyramidal system, the emotional movements are lost or 
impaired along with those of voluntary origin. 

The corneal reflex can generally be elicited in this form of facial paralysis, provided 
there is no co-existent diminution of sensibility within the area supplied by the trigeminal 
nerve of the same side. In sharp contradistinction to what obtains in the nuclear or 
peripheral types of palsy, the nutrition and electrical excitability of the facial muscles 
undergo no alteration when the lesion is situated above the nucleus. 
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Bilateral supranuclear paralysis, such as is seen in cases of cerebral diplegia and 
pseudo-bulbar paralysis, is characterized by a general impairment of the natural move- 
ments, and tends to the production of a stiff, expressionless physiognomy (Fig. 201). With 
the consequent defective inhibition of the reflex centre, emotional movements are often 
uncontrolled, and with little provocation the patient betrays in his face degrees of mirth or 
distress which he is very far from feeling. This condition can be distinguished from true 
bulbar palsy by the preservation of the nutrition and the normal electrical excitability 
of the muscles, and by the absence of accompanying atrophic paralysis of the tongue, 
masseters, etc. 

Reference must be made to the occurrence of cases, the result of mid-brain lesions, 
in which the emotional movements are lost and the voluntary 
movements are preserved on one side of the face. Asym- 
metry is then only noticeable when the patient smiles or 
cries. 

Finally, it must not be forgotten that in long-standing 
cases of infantile hemiplegia, facial weakness may be associ- 
ated with spontaneous athetoid movements similar to those 
observed in the arm and leg. 

Nuclear Paralysis.—Lesions of the facial nucleus may 
be slight or severe, and the resulting facial paralysis may 
consequently be partial or complete. _As a rule, all the 
muscles supplied by the nerve are affected more or less 
equally, and the impairment of movements obtains whether 
they are voluntary, emotional, or reflex in origin. In cases 
of complete nuclear palsy certain additional effects are pro- 
duced. The inability to close the eye, and the drooping of — jz, 201—Bitateral facial palsy. 
the lower lid, lead to imperfect protection of the eyeball, and ee ee ia eet slow ae of a 

: , and sagging orners 0 
to the overflow of tears on to the cheek (epiphora). Con-_ the mouth. 
junctivitis and blepharitis may result. Paralysis of the lip 
muscles allows of saliva escaping from the corner of the mouth, and may interfere materially 
with the articulation of labial consonants. Paralysis of the stapedius muscle disorganizes 
the control of tympanic tension, so that the patient suffers from excessive sensitiveness 
to deep tones (hyperacusis) and perhaps from tinnitus. Unlike supranuclear paralysis, the 
nuclear form is accompanied by atrophy and alteration in the electric excitability of the 
facial muscles. In slow degenerative (usually bilateral) processes affecting the facial 
nucleus, the electrical response shows a quantitative modification ; in acute destructive 
(usually unilateral) lesions of the nucleus, the facial paralysis is followed rapidly by the 
reaction of degeneration. 

Owing to the situation of the facial nucleus in the pons, unilateral nuclear palsy may 
be associated with paralysis of the external rectus muscle of the same side and paralysis 
of the opposite arm and leg (‘ crossed ’ paralysis). 

Peripheral Paralysis.—The clinical picture of a peripheral facial paralysis resembles 
in its most important details that which has already been described under the heading of 
nuclear paralysis. All the muscles supplied by the nerve are affected in more or less equal 
degree, and the palsy is associated, within a short time of its onset, with atrophy and 
alterations in electrical excitability of the muscles concerned. The diagnosis between the 
two types depends chiefly upon the presence of additional symptoms resulting from inter- 
ference with the function of neighbouring tissues, and this varies again with the exact site 
of the lesion in the peripheral course of the nerve. 

A lesion affecting the fibres within the pons is likely to produce, in addition to the 
facial paralysis, external rectus palsy, together with other symptoms in proportion to the 
extent of the destructive process. 

A lesion between the surface of the pons and the internal auditory meatus will 
probably interfere with the vestibular and cochlear parts of the 8th nerve, and so give 
rise to vertigo and impairment of hearing. 

At the level of the geniculate ganglion, the chorda tympani is unlikely to escape, and 
the taste fibres coming from the anterior two-thirds of the tongue lose their function. At 
the same time, irritation of the ganglion may provoke an herpetic eruption on the auricle 
and around the external auditory meatus. 
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In the upper part of the Fallopian canal a lesion produces complete facial paralysis 
and loss of taste on the anterior part of the tongue; in the lower part of the canal the 
resulting symptoms are the same, with the exception that paralysis of the stapedius, with 
its consequent hyperacusis, does not occur. The nerve to the stapedius leaves the facial 
nerve between these two points. Involvement of the chorda tympani may also cause 
deficiency in the salivary secretion of the submaxillary and sublingual glands of the same 
side. 

At the stylomastoid foramen, the effects of a lesion are limited to the facial nerve, 
the taste fibres being no longer in close apposition to the latter. 

From the above data the site of any lesion causing peripheral facial palsy can be 
determined approximately, and it is only necessary to add that the term Bell’s palsy is 
generally limited to cases in which the exciting cause, probably an acute inflammatory 
process, operates at some point within or just below the Fallopian canal. 

From the diagnostic standpoint it is important to remember that a condition which 
often results from a long-standing Bell’s palsy may produce 
a facial asymmetry capable of erroneous interpretation, 
unless the observer is familiar with it. This is the so-called 
post-paralytic contracture, which emphasizes the folds and 
lines on the affected side in such a way that the opposite 
side of the face may appear at first sight to be the weaker 
(Fig. 198). It will be noticed, however, that an attempt 
to close the eye is imperfectly carried out, and that the 
angle of the mouth is strongly, although involuntarily, 
retracted at the same time. Similarly, on asking the 
patient to show his teeth, he can only do so slowly and 
with effort, while the eye is almost closed on the same side 
by a powerful associated contraction of the orbicularis 
palpebre. The only complaint of a girl suffering from a 
slight degree of this contracture was to the effect that she 

Fw. 202.Hemiatrophy of the left Was unable to smile without at the same time giving the 
side of the facen auvearly stage, This impression that she was winking. 
facial palsy. Hysterical facial spasm is another condition which may 
suggest weakness of the opposite side of the face, but the 
nature of the defect will be made obvious when the whole face is put into action. _ 

Facial hemiairophy often simulates facial paralysis (Fig. 202) ; it may be differentiated 
by the fact that not only the muscles, but ali the tissues of the face on the affected side, 
undergo atrophic changes. HE. Farquhar Buzzard. 


PARALYSIS OF THE HAND.—(See Paratysis oF ONE Extremity, Upper, 


p- 500; CLaw-HAnp, p. 109; ATropHy, Muscunar, p. 59; and HEmMIPLeGctIA, p. 302.) 


PARALYSIS, LARYNGEAL.—Laryngeal paralysis is to be distinguished from 
interference with the vocal cords by inflammatory or ulcerative lesions, fixation of the 
arytenoid joints, and other affections which mechanically prevent free movements of the 
cords. The distinction can scarcely be made without careful examination of the parts 
with the laryngoscope. 

In some cases, especially when bilateral] abductor paralysis comes on suddenly, the 
symptoms may be urgent and extreme; in others, there may be no definite symptoms at 
all, particularly if there is but partial paralysis of one vocal cord, the other being freely 
movable and able to cross the middle line so as to meet its fellow for purposes of speech 
or coughing. In most cases the symptoms which point to paresis or paralysis of a vocal 
cord are a change in the character of the patient’s voice, as noticed by himself and his 
friends, and difficulty in coughing effectually when need arises, the act of coughing being 
sometimes associated with a peculiar sound described by the terms ‘ brassy cough’ or 
‘bovine cough.’ 

For purposes of differential diagnosis laryngeal paralysis may be divided into three 
main groups, namely: (1) Functional; (2) Unilateral organic; (8) Bilateral organic. 

1. Functional Paralysis of the Vocal Cords has for its main symptom aphonia 
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without pain or discomfort, the patient nearly always being a young woman, or a girl over 
the age of puberty, who complains that she has almost suddenly become quite unable to 
speak otherwise than in a whisper. ‘There may have been other functional nerve symptoms, 
the commonest being perhaps difficulty in swallowing owing to globus hystericus. 
This form of loss of speech is due to functional adductor paralysis during vocalization ; 
but when the patient is asked to cough she does so with ease, and thus demonstrates that 
the adductor paralysis is not real, for one cannot cough properly without adducting the 
vocal cords. If the larynx is examined with the laryngoscope, the cords will be seen to 
move perfectly both with respiration and when the patient retches, though they may 
remain in the abductor position if the patient is asked to make any particular voice 
sound. The condition always gets well; it may pass off almost instantaneously as the 
result of local electrical application or of treatment by suggestion. 

2. Unilateral Organic Affection of a Vocal Cord is obvious on _ laryngoscopic 
examination. It is nearly always the result of interference with the corresponding 
recurrent laryngeal nerve, and owing to anatomical differences between the two, the left 
is affected more commonly than the right. It may be paralyzed by pressure from, or 
infiltration by, an aortic aneurysm ; a mediastinal new growth ; secondary deposits in the 
_ deep cervical or mediastinal lymphatic glands—for instance, in a case of squamous-celled 
carcinoma of the cesophagus ; lymphadenoma ; gumma ; or mediastinal fibrosis, particularly, 
though not very commonly, in association with syphilis, or with fibroid phthisis affecting 
the upper part of the left lung. Two rare causes are mitral stenosis, in which the over- 
distended left auricle sometimes compresses and paralyzes the left recurrent laryngeal 
nerve, and lobar pneumonia of the left upper lobe ; extreme stridor has been known to 
result during convalescence from the latter in consequence of the cord paralysis. The 
differential diagnosis between these various conditions will be found discussed elsewhere ; 
#-ray examination of the thorax may be helpful. In the absence of special indications, 
paralysis of the left vocal cord in a man of about forty-five is always suggestive of 
an aneurysm of the distal portion of the arch of the aorta, particularly if the patient 
has had syphilis, has not been an abstainer, and has undergone strenuous physical 
exertion. 

3. Bilateral Affections of the Vocal Cords are seldom due to thoracic aneurysm, 
but some of the other diseases mentioned in the preceding paragraph may extend far 
enough up into the root of the neck on the right side to reach and involve the right recurrent 
laryngeal nerve as it passes beneath the right subclavian artery, as well as the left recurrent 
laryngeal nerve as it turns round the arch of the aorta to the left of the left subclavian 
artery. Careful examination of the chest for evidence of new growth or of syphilitic or 
tuberculous fibrosis is necessary, therefore, before one is in a position to diagnose the more 
common cause for bilateral paralysis of the vocal cords, namely degeneration of the nerve cells 
in the vagus centres in the medulla oblongata. It should also be remembered that some 
particularly malignant enlargements of the thyroid gland, and also secondary deposits in the 
deep cervical lymphatic glands, or even extensive infiltration of the latter by tuberculous 
processes, may involve both recurrent laryngeal nerves as they lie on either side in the 
sulcus between the trachea and cesophagus, and thus cause bilateral paralysis of the vocal 
cords. When the paralysis is due to degeneration in the vagal nuclei there is generally 
abductor before combined abductor and adductor paralysis; when the affection is 
symmetrical from the beginning the bilateral adductor spasm may result in acute dyspnoea 
simulating acute suffocative cedema of the larynx and requiring immediate tracheotomy. 
More often, fortunately, one vocal cord passes through the stage of abductor paralysis 
into that of complete paralysis before the other is affected, so that the dangerous condition 
of simultaneous abductor paralysis of both vocal cords is avoided. The diagnosis depends 
upon the alteration in, or the loss of, voice, together with the inability to cough efficiently, 
except with the sound which simulates the coughing of a cow (bovine cough); upon 
observation of the bilateral paresis of the cords with the laryngoscope ; upon the exclusion 
of gross lesions within the thorax, or in the neck; and upon the co-existence of other 
indications of changes in the central nervous system. These in younger people are 
generally the result of syphilis, often taking the form of strabismus, or of locomotor ataxy, 
or general paralysis of the insane ; whilst in older people there may be vascular degenera- 
tion associated with evidence of cerebral softening with or without albuminuria, glycosuria, 
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thickened ‘arteries, an enlarged heart, and a high blood-pressure. Only in very rare cases 
is the symptom due to hemorrhage or neoplasm in the medulla oblongata, for with these 
the patient does not usually survive to show signs of the laryngeal paralysis. 

Herbert French, 


PARALYSIS, OCULAR.—(See Srrapisuus, p. 649; Pupit, ABNORMALITIZS OF 
THE, p. 551; and Dre.opta, p. 174.) 


PARALYSIS OF ONE EXTREMITY (LOWER).—The diagnosis of the conditions 
in which paralysis of both legs occurs is dealt with under PARAPLEGIA (p. 510) ; the present 
article refers only to cases in which paralysis of one leg is complained of. It is, however, 
a common experience for the clinician to find signs pointing to a bilateral affection when 
the patient is only aware of disability affecting one lower extremity. A notable and 
common example of this is afforded by many cases of disseminated sclerosis. The patient 
complains of weakness in one leg, and the physician finds exaggeration of both knee-jerks 
as well as extensor plantar responses on both sides, and is led to the conclusion that both 
pyramidal tracts are affected, although one may: be damaged more severely than the other. 

The various types of crural monoplegia may be divided roughly into two classes, one 
of which includes those cases without muscular atrophy, and the other those which present 
greater or less degrees of muscular wasting. 

Paralysis of One Leg without Muscular Atrophy.—The cases in this class may be 
sub-divided into two groups, the first comprising those in which the pyramidal tract is 
affected, and the second those in which there is no evidence of pyramidal affection. 

Spastic paralysis of one leg may result from a lesion of the pyramidal tract in any part 
of its course, but for anatomical reasons it is more likely that the paralysis will be confined 
to one side when a lesion affects the opposite cerebral hemisphere above the pons, that is 
to say, above the level at which the two pyramidal tracts run in close proximity. Spastic 
paralysis of one leg may, however, result from a lesion at any level, and the diagnosis of 
the level must be made from a ‘consideration of other symptoms. In all cases the condition 
of the leg is qualitatively, if not quantitatively, the same. A spastic leg is characterized 
by a certain amount of weakness and rigidity, exaggeration of the knee- and ankle-jerks, 
and the extensor type of plantar response. It is useful to remember that the weakness 
in a spastic leg does not affect all the movements to the same extent. If the movements 
at the various joints are tested against the observer’s resistance, it will generally be found 
that dorsiflexion of the ankle and flexion of the knee are affected more than other move- 
ments. It is for this reason that the patient tends to drag his toes more on the affected 
side than on the other, and evidence of this is often forthcoming in the fact that he tends 
to wear away the toes of his boot. The muscles of a spastic leg show no localized wasting, 
and present no alteration from the normal in their response to electrical stimulation. 

In the attempt to diagnose the level of the lesion which gives rise to spastic paralysis 
of one leg certain considerations are of particular importance. If the lesion is situated 
immediately above the lumbar enlargement of the cord, the abdominal reflexes can be 
obtained. If the lesion is situated at the level of the 10th dorsal segment, the lower 
abdominal reflex on that side will be absent, while the epigastric reflex remains intact. A 
lesion of any of the upper dorsal segments causes abolition of all abdominal reflexes on 
the corresponding side. A lesion above the cervical enlargement will lead probably to 
some, even if slight, weakness in the corresponding upper extremity, in which the tendon- 
jerks will be exaggerated. A lesion of the higher part of the pons or of any level between 
the pons and the cerebral cortex will produce some asymmetry in the facial movements 
as well as weakness in the arm and leg. 

Disseminated sclerosis has been mentioned already as a disease in which spastic paralysis 
of one leg may result from a lesion situated in the spinal cord. In all probability evidence 
of other patches of disease will be discovered in such cases if a careful examination is made. 
Some intention tremor in one or both hands, nystagmus, diplopia, optic atrophy, and 
sphincter troubles are among the signs which may be forthcoming. Less commonly, a 
one-sided affection of the spinal cord above the lumbo-sacral enlargement is due either 
to some intra-medullary disease, such as a patch of myelitis, a gumma, or a new growth. 
When this occurs there may arise a symptom-complex to which the term Brown-Séquard 
paralysis is applied. In this condition there is spastic paralysis of the leg on the same 
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side as the lesion, together with loss of sensibility, especially of thermal and painful 
sensibility, in the opposite leg. The physical signs in Brown-Séquard paralysis are 
represented in greater detail in the accompanying diagram :— 


Zone of Hyperesthesia 


Atrophic Paralysis 
Local ae and Thermal Loss 


No Local Effects 
Effects | Loss of all Reflexes 


(4 to 6 normal segmental areas) 


Spastic Paralysis No paralysis 


Not (Loss of sense of passive position | Loss of sensibility to painful and thermal stimuli 
and movement Loss of tactile and pressure | 


Constant | : ASS Fae oe etree ¢! 

| Loss of tactile discrimination sensibility and localization J Mca 
ape 

5 

cS Diminished skin reflexes Normal skin reflexes 

aS Increased tendon reflexes Normal tendon reflexes 

iS) 

E Ankle-clonus No clonus 

me 


Extensor plantar reflex Flexor plantar reflex 


Fig. 203.—Diagrammatic representation of the results of a one-sided lesion of the spinal cord—Brown-Séquard Paralysis. 


Hysterical paralysis of one leg usually does not afford much difficulty in diagnosis. 
The affected limb may be either rigid or flaccid ; in either case there is no true muscular 
atrophy and no alteration in the muscular response to electrical stimulation. The con- 
dition of the reflexes provides the most important information. In the hysterical form 
of paralysis the knee and ankle-jerks may be 
exaggerated, but they are never lost. A true 
ankle-clonus is never obtained, and the plantar 
reflex is either absent or of the flexor type. As 
a general rule the tendon reflexes in the opposite 
unaffected limb will be found to be equally brisk. 
In contradistinection to spastic paralysis resulting 
from a pyramidal lesion, in which it has already 
been pointed out that dorsiflexion of the ankle 
and flexion of the knee are the movements most 
profoundly affected, the movements of the leg in 
a case of hysterical paralysis are found to be more 
or less equally deficient at all joints and in all 


if 


directions. Certain attitudes and certain types ES 
of gait are almost characteristic of hysterical os 


Hi 
t 


paralysis of one leg. In one form the whole leg 
is kept rigidly extended, and the foot strongly 


[ 


it 
i 


i 


He 


inverted, so that the patient walks on the outer 
plantar edge with a stiff leg. In another form, 
the leg is flaccid and is dragged behind the 
~ opposite limb with the toes scraping the floor. 
In some cases, examination of the limb when the 
patient is at rest in bed reveals little or no 
paralysis, but in the attempt to stand or walk the 
limb appears to be quite useless. Hysterical 


ae Hh 


Fig. 204.—Brown-Séquard paralysis due to an 
intra-medullary one-sided lesion of the lower 
thoracic cord. The shaded area was insensitive to 
deep and superficial pain and to all degrees of 
temperature, but sensitive to touch. The sense of 
passive movement and position and tactile discri- 
mination were disturbed in the right foot. There 
Was spastic paralysis of the right leg only. 


paralysis of a leg may of course be associated with similar palsies of the opposite leg, or of 

the arm on the same side (hysterical paraplegia, hysterical hemiplegia). More often than 

not a leg which is the seat of hysterical paralysis also presents complete insensibility to 
D 32 
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all forms of stimulation, and the upper limit of such anzsthesia may correspond to the 
line of the knee, the groin, or the umbilicus. 

In the early stages of paralysis agitans a patient may complain of loss of power in one 
leg, and the diagnosis may present considerable difficulty if the characteristic tremor of 
this disease has not made its appearance. Examination of the limb may show little 
abnormal. Some slight paresis and slight stiffness to passive movements may be detected, 
but no alteration in the character of the reflexes will be observed. The diagnosis must 
depend more upon the general aspect and the attitude and gait of the patient. Some loss 
of facial expression, the general slowness of his movements, and the tendency to shuffle 
with the affected leg, are points which may lead the observer to form a correct opinion. 

Paralysis of One Leg with Muscular Atrophy.—In a case which presents atrophic 
palsy of one leg, the first essential for making a diagnosis is to ascertain the exact distribu- 
tion of the atrophied muscles, and to review this distribution in the light of what we know 
with regard to the central and peripheral innervation of the muscles of the lower limb. 
(See table below. 

Single nerve palsies are not so common in the lower extremity as in the upper, but 
they may occur, especially as the result of injury. Isolated paralysis of the anterior crural 
nerve and of the obturator nerve are quite uncommon, and when they do occur are generally 
the result of compression of the nerve within the abdominal cavity, either by growths or 
during the act of parturition. In affections of the anterior crural nerve, the movements 
of flexion of the thigh on the trunk and extension of the leg upon the thigh may both be 
impaired or lost. Wasting of the anterior thigh muscles, and diminution or loss of the 
knee-jerk, are other obvious signs of this condition. When the obturator nerve is injured, 
the patient can flex his hip but cannot adduct the thigh, and so, when sitting, he can raise 
his knee but cannot throw it across the other leg. He can walk about with no obvious 


disturbance of gait, but he cannot rotate the thigh either outwards or inwards, with any 
degree of force. 


TABLE SHOWING THE MUSCLES TO WHICH THE VARIOUS NERV 


ES OF THE LUMBAR AND 
SACRAL PLEXUSES ARE DISTRIBUTED. 


Nerve. Muscles. 
(Adductor longus Obturator externus 
Obturator (L. 2, 3, 4) .. + Gracilis Adductor magnus 
Adductor brevis 
, ( Iliacus Sartorius 
Anterior crural (L. 2, 3, 4) | Pectineus Quadriceps extensor 
Ay? d Semitendinosus Semi ano 
Sciatic nerve (L. 4, 5, S. 1, 2, 3) picene : AMS Le Tes 
Tibialis anticus Extensor brevis digitorum 
: : A Extensor proprius hallucis Peroneus longus 
External popliteal (L. 4, 5, S. 1, 2) Extensor longus digitorum Peroneus brevis 
Peroneus tertius 
(ete Tibialis posticus 
J 3 Plantaris Flexor longus digitorum 
Internal popliteal (L.4,5,S.1, 2, *)/ Soleus Flexor longus atliese 
Popliteus 
Internal plantar ud __ {Flexor brevis hallucis _ Flexor brevis digitorum 
P * | Abductor hallucis Ist lumbrical 
( Accessorius Adductor obliquus hallucis 
External planta | Abductor minimi digiti_ - Adductor transversus hallucis 
r : Flexor brevis minimi digiti Outer 3 lumbricals 
| Interossei 
Nerve of tl d is { : ; : 
ie | area se Tem Oz Is ; Quadratus femoris Gemellus inferior 
(Th SiS) ( 
Nerve of the obt i : : 
(Teeter: 2) er eas 1 Obturator internus Gemellus superior 
Nerve of the pyriformis . Pyriformis 
Superior gluteal nerve (L. 4 5, (Gluteus medius Tensor vagine femoris 
S. 1, 2) | Gluteus minimus 


Inferior gluteal nery 25) Soe : 
1, 2) ah Gath Gluteus maximus 
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Paralysis of the main trunk of the sciatic nerve, which would include paralysis of all 
the muscles supplied by the internal and external popliteal nerves, points to disease or 
injury affecting the pelvis. It may be brought about by a fracture of the pelvis or of the 
upper end of the femur, or by injuries to the hip joint ; on the other hand, the sciatic nerve 
may be compressed by tumours or inflammatory masses within the pelvis. Such an 
extensive palsy has considerable effect on the patient’s gait, as he is unable to flex the knee, 
and consequently has to use the leg as a stiff, extended support ; the disability is increased 
by the absence of all movements at the ankle joint. The sensory loss in such a condition 
includes the outer side of the leg and the whole of the foot, except a small area on its inner 
and upper aspect. 

Palsy of the external popliteal nerve is the commonest isolated nerve palsy in the lower 
extremity. Not only is it particularly exposed to injury in its course through the popliteal 
space, and as it winds round the fibula, but a primary neuritis of it is by no means 
uncommon, especially in cases of diabetes mellitus and lead poisoning. Isolated paralysis 
of the external popliteal nerve has been observed frequently in tabes dorsalis. Its most 
obvious result is the dropped foot to which it gives rise, and the high-stepping gait which is 
. necessary if the patient is to clear the ground with his toes. 

Injury to the internal popliteal nerve is very much less common, but it may be involved 
by tumours or the products of inflammation in the upper part of the leg. Paralysis of the 
calf muscles is the chief consequence, preventing the patient from extending his foot and 
standing on tip-toe, or from making any springing movement in the attempt to walk or 
run. The paralysis of the interossei and the unopposed contraction of the long extensors 
may lead to CLAW-FOooT (p. 109). 


TABLE SHOWING THE MUSCLES INNERVATED BY THE DIFFERENT ROOTS OF THE LUMBAR AND 
SACRAL PLEXUSES.* 


L. 1, 2. Iliopsoas. Quadratus lumborum. Sartorius. Cremaster. Quadriceps. 

De ee Quadriceps. Sartorius. Quadratus lumborum. Adductores femoris. Obturator 
externus. 

LA. Adductores femoris. Quadriceps. Sartorius. Tensor fascize femoris. Tibialis anticus. 
Extensor communis digitorum. Extensor hallucis. 

eee: Tibialis anticus. Extensor communis digitorum. Extensor  hallucis. Peronei. 
Abductors and external rotators of the hip. Gastrocnemii. Long flexors of 
the toes. Hamstrings. Glutei. 

SL Gastrocnemii. Hamstrings. Long flexors of the toes. Peronei. Abductors and 
external rotators of the hip. Glutei. 

Sagas Glutei. Intrinsic muscles of the foot. Gastrocnemii. Hamstrings. Long flexors 
of the toes. 


S. 3, 5. The musculature of the perineum connected with defecation, micturition. 


In addition to these peripheral nerve palsies of the lower limb, we have to consider 
paralysis due to lesions of the roots leaving the lumbo-sacral region of the cord, and forms 
resulting from disease of that part of the spinal cord itself (see table above) : atrophi¢ palsy 
of one leg is not commonly the result of spinal caries, although it may occur when the caries 
affects the lower lumbar or sacral region. On the other hand, paralysis of one leg, generally 
associated with acute pain of root distribution, is not a very rare early symptom of 
malignant disease of the lower part of the vertebral column. In the absence of any obvious 
deformity, the diagnosis in such cases is often difficult, and much may depend on the use 
of skiagraphy or upon the history of a growth elsewhere which may have been removed, 
from the breast for instance, even years previously. In some cases a good deal may be 
learnt from observing loss of the natural spinal lumbar curve, and from a suggestion of 
shortening in the stature of the patient, and particularly by noticing the diminished 
interval between the lower ribs and the iliac crests. These are signs of collapse on the 
part of the softened vertebrz, and constitute a condition to which the name ‘ entassement’ 
is applied. 

Syphilitic meningitis, involving the roots of the lumbo-sacral cord, is another not very 
uncommon source of crural monoplegia. The diagnosis depends upon the history of 
syphilis, a positive Wassermann serum reaction, the results of an examination of the 
cerebrospinal fluid, and the fact that both the motor palsy and the sensory loss follow a 
root distribution. 


* The muscles which afford the most useful landmarks are printed in italics. 
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Probably more common than any other cause for atrophic paralysis of one leg is the 
disease known as acute poliomyelitis (p. 512). | 

Tumours of the spinal cord and syringomyelia are very much rarer causes of paralysis 
of one lower extremity, although the 
possibility of their occurrence may some- 
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fig. 205.—Diagram to illustrate the lumbo-sacral plexus and its branches (after Kocher). 


in one foot, which had appeared quite insidiously and was tending to progress. The affected 
limb showed atrophic palsy of the long extensors of the toes and of the peroneal muscles. 
The diagnosis of peroneal muscular atrophy (p. 60) was confirmed by the appearance of 
similar physical signs in the other leg some months later. In addition to their early 
symmetrical distribution, these progressive degenerative diseases can be distinguished from 
gross diseases of the spinal cord and its envelopments by the absence of pain in the course 
of their evolution. E. Farquhar Buzzard. 


PARALYSIS OF ONE EXTREMITY (UPPER).—The word ‘ paralysis’ has come, 
by general use, to include partial as well as complete palsies, and to embrace all varieties 
of impaired voluntary movement. It is in this sense that the word is used for the purpose 
of this article. No other interpretation would be of value in discussing diagnosis, because 
the latter depends, not upon the degree of paralysis, but upon its nature, distribution, 
and associated phenomena. Accurate diagnosis is often most difficult, although perhaps 
more important from the point of view of successful treatment, when the limitation of 
voluntary movement is only slight. Before discussing the various forms of paralysis met 
with in the arm, some reference must be made to a few practical points which are important 
in the proper investigation of cases complaining of inability to use an arm. 

The medical man must not be satisfied with the patient’s statement that he has lost 
power or that he is weak in his limbs. Tests must be employed to ascertain whether this 
is really the case. The movements at each joint, of flexion, extension, pronation, supina- 
tion, must be investigated, and if necessary their power measured against the observer’s 
resistance. It may be found that the grasp is powerful in a patient who is unable to use 
his hand on account of loss of control over the finger movements. In such a case there is 
not paralysis, but inco-ordination (see ATAXY, p. 55). Similarly, there is certain to be 
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difficulty in carrying out delicate movements if there is loss of cutaneous sensibility. With- 
out tactile sense it is impossible to handle a pen in a proper manner. Sometimes a patient 
will complain of loss of power, when investigation shows that the ability to execute move- 
ments is inhibited by the pain in a muscle or joint evoked by the attempt. In other 
instances, mechanical limitation of movement by arthritic changes, without pain, may 
lead the patient to believe that there is loss of power. He finds he cannot lift his arm, 
and ascribes the disability to paralysis instead of to ankylosis of the shoulder joint. On 
the other hand, it must be remembered that pain and loss of power may be associated in 
some forms of neuritis. If the patient says, ‘‘ My arm is so painful that I cannot lift it,” 
examination must be directed to ascertain whether the inability is due only to painful 
inhibition or to real paralysis in addition. 

Stress must be laid upon the necessity for obtaining a careful history, and especially 
an accurate account of the duration of the trouble, whether its onset was sudden, rapid, 
or slow and progressive, and whether the loss of power was accompanied or preceded by 
pain, numbness, or tingling. The family and previous history must not be neglected. In 
examining the paralyzed arm, care should be taken that the whole of both upper limbs, as 
well as the neck, upper part of thorax, and shoulders are stripped, so as to be inspected 
easily and the two sides compared. It will also be necessary, in the large majority of 
instances to investigate the functions of the cranial nerves and the reflexes, etc., of the 
trunk and lower extremities. This is often imperative even when no complaint is made 
of loss of power or other symptoms in any part of the body except one upper limb. The 
importance of this full examination is perhaps obvious, but it may be illustrated by 
reference to two points. A lesion of one internal capsule may give rise to paralysis of the 
opposite arm, but it will be likely to cause, in addition, some alteration in the abdominal 
and leg reflexes of the corresponding side. Similarly, a lesion of the 8th cervical or Ist 
dorsal spinal segments, or of their corresponding spinal roots, will also affect the fibres 
leaving the cord at that level and passing, via the cervical sympathetic, to the eye of the 
same side. In this way atrophic paralysis of the muscles of one hand may be associated 
with a small pupil and a small palpebral fissure on the same side, a coincidence which at 
once points to the cord or roots as the site of the lesion, and acquits the peripheral nerves 
of being concerned in the production of the palsy. In such a case the further investiga- 
tion of the abdominal reflexes, the knee-jerks, and plantar responses, will help to decide 
whether the lesion is intramedullary or extramedullary ; in the former event the abdominal 
reflex on the same side would be absent, the knee-jerk would be increased, and the plantar 
response would be of the extensor type, while in the latter, unless the lesion exerted con- 
siderable pressure on the cord, the reflexes below the arm would be normal. 

Any attempt to enumerate, let alone discuss, all the possible lesions which can give 
rise to paralysis in the upper extremity, is out of the question, and we must be content 
to consider the broad principles of diagnosis in connection with the more familiar instances 
of brachial palsy. For this purpose a classification based chiefly on the presence or absence 
of muscular atrophy will be adopted. This will be of practical use because the mere 
inspection of a paralyzed limb generally enables the observer to detect whether a case 
belongs to the one category or the other. 


PARALYSIS WITHOUT MUSCULAR ATROPHY. 


This heading embraces cases in which there may be general impairment of nutrition, 
and perhaps muscular wasting, due to disuse, but in which there is no localized muscular 
atrophy and no alteration in the response of the muscles to electrical stimulation. The 
cases may be divided into two groups: (1) Those in which there is some affection of the 
upper motor neuronic system (pyramidal lesions), and (2) Cases without lesion of the 
pyramidal tract. 

Paralysis due to Pyramidal Tract Lesions.—The most familiar example of this 
group is afforded by cases of brachial monoplegia due to a vascular lesion (thrombosis, haemor- 
rhage, or embolism) in the internal capsule or other part of the pyramidal tract in its course 
through the brain. In the diagnosis of this condition the points of importance are : The 
presence of some cardiovascular condition capable of producing the lesion, such as disease 
of the heart, kidneys, or arteries ; the sudden or rapid onset of the symptoms, with or 
without loss of consciousness or other cerebral disturbance. The arm retains its natural 
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contours, and the muscles are not atrophied, although they may appear, after some time 
has elapsed, to be smaller than those of the other arm. The paralysis may affect the whole 
limb and include inability to shrug the shoulder; or the movements of the hand and 
fingers may be more impaired than those of the elbow and shoulder. There is a tendency 
for the arm to exhibit more and more resistance to passive movement, that is to say, to 
develop spasticity. At the same time, if left to itself, the limb will adopt a fixed position, 
which includes adduction of the upper arm to the trunk, flexion and pronation of the fore- 
arm, and flexion of the wrist and fingers. If any movements are possible, they will be 
those of flexion rather than of extension at the various joints. The muscle tone is 
increased, and the tendon-jerks, such as the ulnar and radial wrist-jerks, the triceps, biceps 
and supinator jerks, are exaggerated when compared with those of the opposite limb. 
Eventually contractures may develop, and it will be found impossible to extend the upper 
arm, forearm, hand, and fingers into one straight line. 

Such is the clinical picture afforded by spastic paralysis of the arm, and one case will 
differ from another only in the degree of spasm and the degree of paralysis ; but the amount 
of spasticity and the paresis do not always correspond. In one patient the rigidity forms 
the chief obstacle to voluntary movement ; in another the arm, though powerless, shows 
comparatively little increase in tone. 

The fact that the pyramidal fibres destined for the face, trunk, and leg run in close 
proximity to those for the arm, is sufficient reason for suspecting that, even if no other 
paralysis is complained of, there may be signs of disturbed function in other parts. The 
side of the face corresponding to the paralyzed arm may not move so quickly or so power- 
fully as the other side in a voluntary effort to show the teeth, although no difference may 
be detected when the patient smiles. The corresponding abdominal reflexes may be found 
wanting. The knee-jerk may be increased ; ankle-clonus and an extensor plantar response 
may be elicited ; all on the same side. 

This spastic arm, in all degrees of severity, may result not only from a vascular lesion 
in the brain, but also from a cerebral abscess, a cerebral tumour, or cerebral inflammation 
(encephalitis). The arm will present identical features, so that the diagnosis must be 
made from a consideration of other data. Thus a cerebral abscess only becomes likely when 
there is some infective process either in the bones of the skull (mastoid or frontal sinus 
disease) or in a distant part such as the heart or lungs (ulcerative endocarditis or bronchi- 
ectasis). Headache, vomiting, and optic neuritis, with a slow pulse, slow respiration, 
and subnormal temperature may help in the diagnosis. In cases of cerebral tumour the 
development of the brachial palsy is nearly always slow and progressive, spreading from 
one part of the limb to another, and again there may be headache, vomiting, and optic 
neuritis. It should be remembered, however, that these signs of increased intracranial 
pressure are not always present, and that the presence of a tumour is always to be suspected 
when a spastic paralysis of one limb comes on in a slow and progressive manner. Some 
tumours grow at the expense of neighbouring tissues in such a way that pressure is raised 
but little or not at all. Encephalitis will need to be considered when there is a history of 
acute constitutional disturbance with fever, vomiting, headache, and perhaps convulsions 
preceding or attending the onset of the paralysis. The latter, however, is not progressive. 
It reaches its maximum within a few hours, and shows a general tendency to improve 
after the acute symptoms have passed off. . 

Disseminated sclerosis is another disease in which a spastic monoplegia is not uncommon. 
The diagnosis is easy if it occurs late in the disease, when nystagmus, optic atrophy, spastic 
paraplegia, and sphincter trouble are already present, or if there is a history of previous 
transient palsies affecting other limbs. When, however, paralysis of one arm is the first 
symptom, as it may be, the diagnosis may be difficult. The rapid onset of the palsy in a 
healthy young adult without constitutional disturbance, severe headache, or vomiting, and 
perhaps the discovery of absent abdominal reflexes and an extensor plantar response, 
should direct suspicion to the possibility of a patch of disseminated sclerosis being responsible 
for the trouble. 

Diseases of the pons, medulla, and that part of the spinal cord which lies above the cervical 
enlargement, whether vascular, inflammatory, or neoplastic, may cause spastic palsy of 
the upper limb, but it is rarely a monoplegia. The arm and leg on one side, or both arms 
and both legs (double hemiplegia), are much more likely to be involved simultaneously, 
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and the site of the lesion is inferred from the knowledge that the two pyramidal tracts 
are in close proximity in those regions. 

Paralysis without Lesions of the Pyramidal Tract.—It is not uncommon for a 
patient in the earliest stage of paralysis agitans to complain of loss of power in one arm. 
This sometimes leads to a wrong diagnosis, the trouble being described vaguely as due to 
neuritis, or even hysteria. This mistake will be avoided if notice is taken of the fact that 
the limb is not only weaker than its fellow, but that it is somewhat stiff and conspicuously 
slow in carrying out movements. A lack of expression in the face, or tendency to carry the 
arm in a flexed position across the trunk, and perhaps some hesitancy in the gait, should 
guide the observer to a correct diagnosis even if tremor is absent, as it often is at this stage 
of the malady. ‘This form of paralysis is unattended by changes in the reflexes. 

Children suffering from chorea, and especially hemichorea, are often brought to a 
doctor with the complaint that he or she has lost the use of an arm. Examination will 
show that there is really some weakness of the affected limb, which is demonstrated, not 
so mueh by the poorness of the grasp, as by the fact that the child is unable to maintain a 
steady pressure. He will grasp the observer’s fingers, but quickly release the pressure, 
although urged to continue the squeeze. In the same way, when asked to put out his 
- tongue he will do so, but withdraw it at once. When required to extend his arm in front 
of him with the palm of the hand facing downwards, it will generally be noticed that the 
wrist is slightly flexed although the fingers are extended. These are points which may be 
useful in coming to a right conclusion when choreic movements are not conspicuous ; but 
attention must also be paid to the condition of the heart and to any history of rheumatism. 
No information of value can be obtained from the reflexes unless perhaps the choreic form 
of knee-jerk is present (p. 359). 

Hysterical brachial palsy may resemble one due to a pyramidal lesion in presenting a 
marked amount of rigidity, or, on the other hand, the whole limb may be flaccid and limp. 
Some general wasting of the muscles may be present, but there is no alteration in their 
electrical reactions. Organic pyramidal lesions must be excluded by an examination of 
the reflexes. The supinator, biceps, and triceps jerks may be tried, but they will not be 
appreciably more brisk than those of the opposite limb. The abdominal and leg reflexes 
will be natural. If the limb is rigid the observer will probably be able to overcome the 
rigidity by steady pressure, and to extend the arm, forearm, hand, and fingers into one 
straight line. When the patient is asked to perform a certain movement, the observer 
can often see that in the effort to carry it out the antagonistic muscles are put into action 
rather than, or as well as, those which are necessary for its execution. Thus the triceps 
will contract as well as the biceps when the patient is requested to flex the elbow, with 
the result that the forearm is moved very little or not at all. This may also be demon- 
strated when the observer resists the movement of flexion by grasping the wrist and then 
unexpectedly relaxes his resistance ; in an organic palsy this will be followed by further 
uncontrolled flexion at the elbow, whereas in a hysterical patient the contraction of the 
triceps maintains the forearm in its former position. Another important point in dis- 
tinguishing a palsy of cerebral origin from one which is hysterical is that in the organic case, 
even when no voluntary movement whatever can be carried out by the fingers, the latter 
may move involuntarily in association with energetic movements in the opposite limb. 
Thus, when the patient is asked to grasp some object as tightly as he can with the sound 
hand, flexion of the fingers may be detected in the paralyzed side. The same phenomenon 
is seen in connection with involuntary movements, such as yawning. The writer remembers 
being requested to see a case in which there was paralysis of one arm, and in which the 
diagnosis between organic and functional disease was in doubt. The first question he 
asked the patient was whether he could open his hand and extend his fingers ; the patient 
replied in the negative, but immediately volunteered the statement that the fingers became 
extended whenever he yawned. This settled the point in dispute at once, because such 
associated movements do not occur in hysterical palsies. In many, if not most, cases of 
hysterical palsy of an arm, the limb is also anesthetic, and this anesthesia can generally 
be recognized as hysterical on account of its complete character. In a cerebral palsy there 
may be some loss of sensibility to light touches and some impairment of pain sense, but 
the hysterical patient is usually insensitive to all forms of stimulation, even pinching or a 
strong faradic current. Morover, the distribution of the anzsthesia does not correspond 
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to any form seen in organic disease, and is frequently of a glove or sleeve type with a very 
sharp line of demarcation. 


PARALYSIS WITH MUSCULAR ATROPHY (OR ATROPHIC PALSY). 


In this category are included all cases of brachial palsy in which there is true muscular 
atrophy associated with some alteration in electrical reactions, either the typical reaction 
of degeneration or quantitative diminution of excitability to galvanic and faradic currents. 
In all such cases there is some organic lesion affecting some part of the lower motor neurons ; 
there must be some disease involving (1) the spinal segments from the 5th cervical to the 
Ist dorsal, (2) the corresponding anterior spinal roots, (8) the brachial plexus, (4) the 
peripheral nerves of the arm, or (5) the muscles themselves. 

In addition to atrophy and alteration in electrical response, each paralyzed muscle 
tends to lose its tendon-jerk. For instance, the tendon-jerk of an atrophied biceps cannot 
be obtained, and in all probability direct percussion of the muscle itself will also fail to 
elicit a contraction, or will give rise only to an abnormally slow contraction. Muscles 
which are undergoing atrophy may also exhibit fine fibrillary contractions of a spontaneous 
kind, but these are seen only when the disease affects the nerve fibres, and not when the 
muscles themselves are affected primarily. These fibrillations are very rarely seen in the 
group of muscular atrophies to which the name of ‘ myopathy ’ is given. 

When making a diagnosis of the site of the lesion in cases of atrophic brachial paralysis, 
it is essential to analyze carefully the distribution of the atrophied muscles. This must 
be done in order to answer the ‘questions: Are all the atrophied muscles supplied by one 
peripheral nerve, or are they innervated by one or more spinal segments, or by one or more 
anterior spinal roots ? The diagnosis will be comparatively simple when it is found, for 
instance, that all the atrophied muscles are supplied by the musculo-spiral nerve, and that 
all the muscles supplied by that nerve are atrophied and paralyzed. A lesion of that nerve 
can then be diagnosed and its nature inferred from other data, such as the use of a crutch 
or the history of a fractured humerus, with the detection of callus involving the nerve at 
the site of the fracture. 

Let us now consider briefly some of the various conditions giving rise to atrophic palsy 
of the upper extremity, and the features which are most characteristic for the purpose 
of their diagnosis. 

In cases of neuritis there may be paralysis of the muscles supplied by one nerve only, 
or of muscles supplied by several nerves (multiple neuritis). In the former case the correct 
diagnosis of the lesion depends on a knowledge of the muscles innervated by each of the 
chief brachial nerves, and this may be gleaned from the following list :— 


Nerve. Muscles. 


(Levator anguli scapulee 
| Rhomboideus minor 


Posterior scapular (C. 5) - Rhomboideus major 


Long thoracic (C. 5,6, 7) Serratus magnus 


Suprascapular (C. 5, 6) Supraspinatus 


Anterior thoracic { Pechoieenece 
(C.95,06 espe Tyo med 


( Biceps 


Musculocutaneous (C.5,6) iL Deachinteeeene 


Pronator radii teres 
Median (C. 6, 7, 8, D. 1) eee carpi radialis 


forearm Rute longus 
j Flexor sublimis digitorum 


hand | Abductor pollicis 
| Opponens pollicis 


Ulnar (C. 8, D. 1) 


| Flexor carpi ulnaris 
forearm | 


Palmaris brevis 
Flexor brevis minimi digiti 
hand |Opponen minimi digiti 


Opponens minimi digiti 
Interossei 


Infraspinatus 
Pectoralis minor 


Coraco-brachialis 


Flexor longus pollicis 

Pronator quadratus 

Flexor profundus digitorum (outer 
half) 


Flexor brevis pollicis (superficial 
head) 
Two outer lumbricals 


Flexor profundus digitorum (inner 
half) 


Two inner lumbricals 
Adductor obliquus pollicis 
Adductor transversus pollicis 
Flexor brevis pollicis (deep) 
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Nerve. Muscles. 
Circumflex (C. 5, 6) Deltoid Teres minor 
Musculospiral { Triceps Supinator longus 
(C. 6, 7, 8) upper arm _| Anconeus Extensor carpi radialis longior 
Extensor carpi radialis brevior Extensor ossis metacarpi pollicis 

forearm Supinator brevis Extensor longus pollicis 

(posterior inter- Extensor communis digitorum Extensor brevis pollicis 
osseus branch) Extensor minimi digiti Extensor indicis 


.Extensor carpi ulnaris 


Subscapular (C. 5, 6, 7, 8) | Pe aati 
eres major 


Latissimus dorsi 

When several nerves are involved in neuritis, the condition is one of multiple neuritis 
and, being generally due to some toxic cause, tends to be bilateral and symmetrical. 
Multiple neuritis is further characterized by the facts that the peripheral muscles are more 
affected than the proximal, that the extensors of the wrist and fingers suffer out of propor- 
tion to the flexors, and that there are often pain and tenderness in the paralyzed muscles. 
These features are present in alcoholic neuritis, the 
most common form (p. 66). In lead palsy the 
extensors of the wrists and fingers are particularly 
susceptible, although other muscles supplied by the 
musculospiral nerve—such as the supinator longus 
and triceps—may escape altogether. The associ- 
ation of dropped wrist with a blue line on the 
gums, and other signs of plumbism (p. 34), is 
diagnostic of this form of brachial palsy. In some 
cases of multiple neuritis it is impossible to identify 
the causative toxin, but glycosuria, mercury, and 
arsenic, in addition to alcohol and lead, must be 
remembered in this connection. Leprosy may pro- 
duce a_ precisely similar condition (Fig. 206), but 
it is rarely met with in Great Britain. (See also 
ATROPHY, MuscunLar, p. 59.) 

In most cases of single nerve palsy the dia- 
gnosis, based on the distribution of the muscular 
atrophy and paralysis with altered electrical re- 
actions, can be confirmed by the detection of 
sensory loss in the cutaneous area supplied by the 
same nerve. In other cases the sensory fibres appear 
to offer more resistance than the motor to the excit- 
ing cause of the neuritis, and little or no disturbance 
of sensibility can be found. (For areas supplied by 
the peripheral nerves, see Plate XY, p. 608, and Fug. 206.—Paresis of the arms due to peripheral 
SENSATION, SOME ABNORMALITIES OF, Pp. 604). neuritis in an arrested case of lepra maculo-anes- 

thetica in a Norwegian. (From a photograph by 

Reference may be made to one or two of the the late Dr. Hansen, Inspector-General of Leprosy in 
single nerve palsies which present special points in *""%-) 
relation to diagnosis. 

In paralysis of the serratus magnus (Fig. 207) due to injury or neuritis of the 
long thoracic nerve, the patient may complain of general weakness of the arm, and 
particularly of inability to raise it above the horizontal position. The trouble arises from 
the fact that the scapula is no longer held against the thoracic wall, and cannot be rotated 
with the movements of the limb. The origin of this disability may be overlooked if the 
arm only is examined. If, however, the position of the scapula is observed when the arm 
is moved in different directions, the correct diagnosis can be arrived at. When the arm 
hangs at rest by the side, the scapula is seen to be slightly raised and displaced outwards, 
with the inferior angle inclining towards the vertebral column and perhaps somewhat 
separated from the chest wall (Fig. 207). When the arm is raised forward to the horizontal 
position and pressed against some resistance, the inner border of the scapula projects 
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backwards and presents a ‘ winged’ appearance. This deformity ought always to suggest 
paralysis of the serratus magnus. 

The movements of the upper limb are also hampered somewhat in cases of neuritis 
or injury to the swprascapular nerve, and the patient may complain of difficulty or fatigue 
in writing. Examination will show flattening of the infraspinous fossa and weakness in 
rotating the humerus outwards against resistance. The infraspinatus muscle may show 
the reaction of degeneration, but the supraspinatus is not accessible, being covered by 
the trapezius. 

Adhesions within the shoulder-joint, with secondary wasting of the deltoid, may 
simulate paralysis in the distribution of the circumflex nerve, owing to the difficulty in 
abducting the arm ; but a little care in examination and electrical testing of the deltoid 
muscle will suffice to make a diagnosis. In circumflex palsy, moreover, some sensory loss 
may be found in the skin over the upper and outer aspect of the arm. 

In cases of musculospiral paralysis it must be remembered that the injury to the nerve 
may be above or below the points where branches leave to supply the triceps and supinator 
longus muscles, and that these muscles may therefore escape. Sensory symptoms are 
often absent, but some anesthesia is sometimes found on the radial border of the hand. 


Fig. 207.—Photographs illustrating the deformities produced by palsy of the right serratus magnus. It is often associated 
with weakness of the lower trapezius fibres, and is found most commonly in carpenters and sawyers. 


In connection with traumatic affections of the median nerve, the distribution of the 
paralysis depends on the site of the wound ; the branch which supplies the muscles of the 
hand may leave the main nerve in the forearm, and thus escape injury when the wound 
is at the wrist. - 

Ischemic paralysis of the hand (Volkmann’s contracture, Fig. 58, p. 141) must not 
be forgotten in cases of injury to the forearm when there is a history of the patient wearing 
a splint, and the condition must not be mistaken for ulnar or median paralysis. The 
diagnosis depends partly upon the history, but chiefly upon the rigid contracture of all the 
flexor tendons of the wrist and fingers with wasting of the muscles and other trophic changes. 
The electrical excitability of the flexor muscles is sometimes impaired. 

Paralysis of one arm: due to a lesion of the brachial plexus is a common event, the most 
frequent cause being some injury. When the whole plexus is damaged, complete brachial 
palsy, with atrophy of the muscles and extensive sensory loss, results. The diagnosis of 
such a lesion is simple, because it would be impossible for the spinal cord to be damaged 
sufficiently to bring about such a paralysis without giving rise to symptoms of atrophic 


palsy in the opposite arm, and Spastic paralysis, with disturbances of sensibility, in the 
trunk and iegs. | 
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In addition to a lesion of the brachial plexus as a whole, two forms of partial palsy 
are not uncommon, and have received special names. The first is known as Erb’s palsy, 
and is due to a lesion of the upper trunk of the brachial plexus, composed of fibres from 
the 5th and 6th cervical roots. The paralyzed muscles include the spinati, deltoid, biceps, 
supinator longus, and to a less extent the extensors of the wrist and fingers. The arm 
hangs by the side, and the forearm remains pronated owing to weakness of the supinator 
muscles, and especially of the biceps. There is sometimes, but not always, anesthesia 
over the outer aspect of the forearm and hand. This form of palsy is usually produced by 
a fall on the shoulder of such a kind as to separate the latter forcibly from the head, and so 
to exert sudden and severe traction on the upper part of the brachial plexus. A similar 
lesion is often seen in infants as a result of injury during birth, and has been called 
Duchenne’s palsy, after the observer who first described it. In both Erb’s and Duchenne’s 
palsy, the grouping of the paralyzed muscles resembles that which may follow an injury 
to the 5th and 6th cervical segments of the spinal cord, but in the latter case bilateral 
symptoms are practically certain to be present, as well as more extensive disturbances of 

sensation of the trunk and limb, probably of 
the dissociative type. (See SENSATION, SOME 
ABNORMALITIES OF, p. 604.) In spinal cord 
lesions, moreover, we may see an atrophic 
paralysis of the muscles supplied by the 5th 
and 6th cervical segments, together with a 
spastic paralysis of the remaining muscles in 
the arm—that is to say, of the muscles inner- 
vated from the 7th and 8th cervical and Ist 
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Fig. 208.—Diagram to illustrate the cervico-brachial plexus and its branches (after Kocher). 


The other form of partial brachial plexus palsy, Klumpke’s palsy, depends on a lesion 
of the trunk formed by the 8th cervical and 1st dorsal roots. The flexors of the wrist and 
fingers, and the intrinsic muscles of the hand, undergo atrophy, and although the patient 
can carry out all movements at the shoulder and elbow, he is unable to use his fingers. 
The area of anesthesia in this form involves the ulnar border of the forearm and hand 
from the elbow downwards. This condition may be distinguished from a spinal-cord 
lesion affecting the 8th cervical and 1st dorsal segments, not only by its limitation to one 
upper extremity, but also by the absence of the oculo-pupillary symptoms which are nearly 
always present in spinal lesions of that level ; a lesion of the spinal segments in that region, 
or of the corresponding spinal roots in their intra-vertebral course, produces a diminution 
in the size of the pupil and a narrowing of the palpebral aperture on the same side. Such 
a pupil does not dilate to shade, nor when the skin of the neck is pinched, nor when a 
cocaine solution is dropped into the eye. Although the presence or absence of oculo- 
pupillary symptoms affords a point of differentiation between lesions of the 8th cervical 
and 1st dorsal segments of the spinal cord, or of their corresponding roots on the one hand, 
and a lesion of the lower trunk of the brachial plexus on the other, in the majority of cases, 
in very severe injuries to the neck the lower roots of the plexus may be actually torn away 
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from their connection with the spinal cord, in which case the oculo-pupillary symptoms 
mentioned above will be present. 

Amyotrophic lateral sclerosis is a condition dependent on a gradual degeneration and 
disappearance of the anterior cornual cells of the spinal cord, associated with sclerosis of 
the upper motor neuron tracts. The muscular atrophy begins insidiously and progresses 
gradually. It often begins in the intrinsic hand muscles (Aran-Duchenne type), less com- 
monly in the shoulder and upper arm muscles. The loss of power is in proportion to the 
amount of atrophy. The alteration in electrical reactions is usually more a quantitative 
diminution of excitability to both currents than a true reaction of degeneration. Fibrillary 
contractions are common. The atrophy usually begins in one limb before the other, 
but soon becomes more or less symmetrical. The tendon-jerks of all muscles which are 
not atrophied are exaggerated. The abdominal reflexes may be absent, and the plantar 
reflexes may be of the extensor type. There are no pains, no sensory loss, and no oculo- 
pupillary phenomena. : 

In syringomyelia the spinal changes frequently begin in the cervical enlargement of 
the cord, with the result that atrophic paralysis is first noticed in the upper extremity, 
generally in the intrinsic muscles of the hand and the flexor muscles on the ulnar aspect of 
the forearm. The onset is insidious and the progress gradual. One limb is generally 
affected many months, perhaps years, before the other. Manual deformities are common. 
(See CLAw-HAND, Fig. 45, p. 110.) The electrical reactions vary like those of amyotrophic 

lateral sclerosis. The knee- and ankle-jerks 
are increased as a rule, and spastic paralysis 
of the lower extremities usually develops in the 
later stages, with extensor plantar responses. 
Pains shooting down the arms from the neck 
occur, but are not common. Trophic changes 
develop in the skin, subcutaneous tissues, and 
joints.. There is sensory loss of a dissociative 
type, 1.e., loss of sensibility to pain, heat, and 
cold, with preservation of tactile sensibility. 
Oculo-pupillary phenomena and nystagmus are 
common. Spinal curvature, in the form of a 
dorsal scoliosis, is another frequent physical 
sign. It is not necessary that all these signs 
and symptoms should be present for making 
a diagnosis. The combination of muscular 
. atrophy, dissociative anzsthesia, and trophic 
Fig. 209.—Atrophic palsy of right hand associated 4 eae é 
with long 7th cervical rib of that side. Note the marked changes in the skin is usually sufficient. 
wasting of the abductor pollicis as compared with the A cervical rib may be responsible for 


other muscles of the thenar eminence. According to , ; i 
S. A. K. Wilson this is a common feature of these atrophic palsy in the upper extremity. Para- 


cases, but it is not pathognomonic. : % : : 
: (Photo by Dr. P. W. Saunders.) lysis is usually preceded by pain, chiefly 
referred to the inner aspect of the arm, and 
sometimes shooting into the little and ring fingers. The pain is worse after exertion, and 
often relieved by placing the hand behind the head. Muscular atrophy begins in the hand 
muscles (Fig. 209), the interossei, thenar, and hypothenar eminences, and often involves 
the flexors of the wrist and fingers. It develops gradually and does not spread beyond 
the distribution just described. There is often sensory loss in regions corresponding to 
the cutaneous areas supplied by the 1st dorsal and 8th cervical spinal roots. The loss is 
usually less marked to touch than to painful and thermal stimuli. The atrophied muscles 
show reaction of degeneration. There are no oculo-pupillary phenomena and no signs of 
disease in other parts of the body. The condition is usually one-sided, occasionally 
bilateral, and the chief point in diagnosis is the discovery of the ribs by means of skiagraphy 
(Fig. 187, p. 443). At the same time it must not be concluded that the absence of a rib 
shadow in an a-ray photograph is in all cases a contra-indication to the diagnosis. A 
ligamentous band, undetected by the skiagraphic examination, is sometimes found to 
occupy the position of a supernumerary rib and to be responsible for similar results in the 
way of pain and atrophic palsy. (See also PAIN IN THE EXTREMITY, Upper, p. 442; and 
CLAW-HAND, p. 109.) : 
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Another disease in which atrophic palsy of the intrinsic hand muscles is a prominent 
feature is peroneal atrophy. As the name suggests, the muscular atrophy and paralysis 
generally begin in the lower, before they affect the upper, extremities, and further details 
concerning the condition may be found under PARALysIs OF THE ExTREMITy, LOWER, 
p. 498; and Arropuy, Muscuar (Figs. 20 and 21, p. 60). 

The diagnosis of muscular atrophy in the arm dependent on a preceding acute polio- 
myelitis (Fig. 19, p. 59) is not difficult if an accurate history can be obtained. ‘The onset 
was acute, with constitutional disturbance, varying from a transient and perhaps over- 
looked malaise to a pyrexia up to 104° F., with generalized pains all over the body, 
vomiting, and convulsions. It is almost invariable that the initial paralysis was more 
extensive than that which remained permanent. Attention to the distribution of the 
paralysis shows that it is irregular and different in every case, but there is more liability 
on the part of the shoulder and upper arm muscles to suffer than those of the forearm and 
hand. If both arms are affected there is little likelihood of any great degree of symmetry 
in the distribution of the atrophy. With regard to the electrical reactions, much will 
depend on the stage at which the case comes under observation. Some muscles may show 
_ the reaction of degeneration, others may respond fairly well, and others show no response 
whatever to either faradism or galvanism. Vasomotor changes, general defects in the 
growth of the limb, deformities, and contractures are common, but no sensory changes and 
no oculo-pupillary phenomena are to be observed. Only those reflexes are altered or lost 
which are concerned with atrophied muscles. 

Hemorrhage into the spinal cord, or hematomyelia, due to injury, occurs more often 
at the level of the 8th cervical and 1st dorsal segments than at any other. The resulting 
paralysis has much the same distribution as that described in Klumpke’s palsy (p. 507), 
but the diagnosis may be made from the fact that the former also produces spastic paralysis 
of the trunk and legs, and frequently gives rise to areas of dissociated anzsthesia. Oculo- 
pupillary phenomena are usual as well in cases of hematomyelia at this level. Injuries 
to the cord result in bilateral symptoms, whereas Klumpke’s palsy is confined to one arm. 

Various forms of root palsies may be caused by tuberculous or malignant disease of the 
vertebre, and also by pachymeningitis, frequently syphilitic. The diagnosis of the nature 
of such lesions depends on examination of the vertebral column and of the cerebrospinal 
fluid. The symptoms are more often bilateral than unilateral, and may be complicated 
by the results of pressure on the spinal cord, leading to spastic paralysis of parts below the 
level of the disease. 

Tumours originating in the meninges or in the spinal cord at the level of the cervical 
enlargement are rare, but they may produce atrophic paralysis of the arm muscles, with 
spastic paralysis of the trunk and lower extremities. These phenomena may be more 
marked on one side at first, but they tend to become bilateral with the gradual growth of 
the tumour. 

In the group of diseases to which the name myopathy or muscular dystrophy is applied, 
the arm is often more or less completely paralyzed. The diagnosis of this condition 
depends on a consideration of various factors. The gradual onset and the bilateral sym- 
metry of the affection, the marked involvement of the shoulder and upper arm as compared 
with the forearm and hand, are important characteristics. The absence of fibrillary con- 
traction and of the reaction of degeneration are also to be noted, while the history of a 
similar affection in other members of the family, and the presence of muscular atrophy 
or muscular pseudo-hypertrophy in other parts of the body, serve to confirm the diagnosis. 


TABLE SHOWING THE MUSCULAR DISTRIBUTION OF THE VARIOUS NERVE ROOTS OF THE 
% BRACHIAL PLEXUS.* 


G; 


Or 


Deltoid. Spinati. Teres minor. Rhomboids. Diaphragm. Biceps. Supinator longus. 

Serratus magnus. Pectoralis major. Brachialis anticus. Coraco-brachialis. 
Cac. Biceps. Coraco-brachialis. Brachialis Anticus. Supinator longus. Deltoid. Spinati. 
Teres major. Serratus magnus. Pectoralis major. Subscapularis. Pronators 
of forearm. Extensors of wrist. — 


YE Triceps. Extensors of wrist and fingers. Pronators of forearm. Pectoralis major. 
Subscapularis. Latissimus dorsi. Teres major. 

C,8. Flexors of wrist and long flexors of fingers. Interossei and lumbricales. Muscles 
of thenar and hypothenar eminences. 

yale Muscles of the thenar and hypothenar eminences. Interosset and lumbricales. Flexor 


carpi ulnaris. Oculo-pupillary fibres. 
* Those muscles which are the most useful ‘ landmarks’ for individual segments are printed in italics, 
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A glance at this list shows that nearly all muscles derive innervation from more than 
one spinal segment, generally from two or three. The table does not purport to give a . 
complete anatomical list of all the muscles of the arm, but provides a guide to clinicians 
in their endeavours to localize spinal or root lesions from the distribution of atrophic 
muscular paralysis. i. Farquhar Buzzard. 


PARAPLEGIA implies partial or complete paralysis of both legs, with or without 
part of the trunk. It does not, however, include inability to walk owing to mechanical 
defects, such as old fractures, joint disease. and so forth ; it is due, as a rule, to changes 
either in the brain, the spinal cord, the peripheral nerves, or in the muscles themselves, 
though sometimes it is caused by errors of function without any structural change in the 
neuro-muscular system. For clinical purposes, although naturally a paraplegia that has 
arisen in childhood may persist into adult life and thus cause overlapping of the classifi- 
cation, paraplegia in children may be discussed separately from paraplegia in adults. Let 
us suppose that the patient is a child, and that the chief complaint is weakness or paralysis 
of both legs. The following table indicates some of the causes that may produce this 
condition :— 


I. THE CAUSES OF PARAPLEGIA IN CHILDREN. 


(A). Conditions in which there is no definite local disease, though there may be some 
general pathological condition :— 
(1) Simple delayed walking; (2) Rickets; (8) Cretinism ; (4) Idiocy. 
(B). Paraplegia associated with a definite upper neuron nerve lesion :— 
1. Infantile diplegia due to: (a) Congenital defect of the cortex : porencephalus ; 
(b) Infantile encephalitis ; (c) Injury, for example by forceps at delivery ; 
(d) Superior longitudinal sinus thrombosis ; (e) Meningitis ; (f) Congenital 
or acquired hydrocephalus. 
. Congenital malformation, such as meningocele, spina bifida, or spina bifida 
occulta. 
. Spinal caries, with compression of the spinal cord. 
. Friedreich’s ataxy. 
. Paraplegia due to a lesion of the lower neuron type :— 
- Acute anterior poliomyelitis, leading to infantile paralysis. 
- Tooth’s peroneal type of progressive muscular atrophy. 
. Peripheral neuritis. 
- Paraplegia of the primary muscular type :— 
. Pseudo-hypertrophic muscular paralysis. 
. The infantile type of primary muscular dystrophy. 
. The juvenile type of primary muscular dystrophy. 


bo 
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In arriving at the diagnosis, the first point to pay attention to is the history; the case 
will belong to one or other of two main groups, the first containing those that have never 
been able to use the legs properly, the second those that have lost the use of the legs after 
having been at one time able to walk, or otherwise use them efficiently. 

To the first group belong all cases of congenital malformation, such as hydrocephalus 
or meningocele, and most cases of infantile diplegia. Before diagnosing any of these, how- 
ever, it is necessary to exclude rickets, cretinism, idiocy, and simple delayed walking, as 
causes of an apparent rather than real paraplegia. These cannot be the sole diagnosis 
if there is absolute flaccidity on the one hand, or if there is spasticity upon the other. It 
is important to remember how deceptive the reflexes may be; almost any illness in an 
infant or young child—bronchopneumonia for example, or simple diarrhcea—may so 
depress the knee-jerk that it is often unobtainable until the patient’s general health is 
restored ; the plantar reflex is normally more often extensor than flexor in infants ; ankle- 
clonus, however, does not occur except when there is degeneration of the lateral columns. 
If there is neither absolute flaccidity nor intermittent spasticity, and if the limbs are moved 
spontaneously, the mere fact that the child is late in walking by no means necessarily 
indicates nerve disease; the delay may commonly extend to the second year, and 
occasionally even to the third or fourth. The main factor in making a diagnosis in such 
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a case is time, for, until with the lapse of time the little patient begins to walk, it may 
sometimes be difficult to exclude organic paraplegia. If there are definite signs of rickets, 
or if the patient is a cretin or an idiot, the diagnosis is more obvious. The good effects of 
giving thyroid extract over a prolonged period may be the only conclusive means of dis- 
tinguishing cretinism from idiocy, and this remedy should be employed in all such cases, 
however hopelessly idiotic the infant may seem to be. If there is congenital optic nerve 
blindness, the case is one of idiocy and not cretinism. 

Having excluded the above, the next thing to consider is whether there is any con- 
genital malformation of the brain or cord. Cases of meningocele, myelocele, or spina bifida 
will generally be obvious enough ; even spina bifida occulta will often suggest itself from 
the presence of a pigmented or hairy mole over the lower part of the lumbar spinal region, 
and the diagnosis may be confirmed by careful palpation there. Congenital hydrocephalus 
makes itself evident from the characteristic enlargement of the head, which: in extreme 
cases can be mistaken for nothing else, and which in lesser degrees can be distinguished 
from the enlargement due to rickets or to congenital syphilis by the fact that it is more 
uniform, and that the bones are fragile and thin, and separated at the sutures. The only 
_ doubt that arises in a case of infantile hydrocephalus is as to whether it is truly congenital 
or was caused by an early but post-natal posterior basal meningitis. There is increasing 
evidence to show that the majority of these cases are not really congenital, that the head 
is not large at birth, and that the enlargement follows some febrile illness, with or without 
convulsions—really a meningococcal meningitis. 

Congenital defect of the cortex would suggest itself as the cause of infantile diplegia in 
a case in which delivery had taken place without difficulty and without the use of forceps, 
the head and spine not being hydrocephalic or deformed, and yet the limbs being paralyzed 
from birth ; they may be flaccid or they may be spastic, and there is no constant type of 
reflex, though there is a tendency to increased knee-jerk, ankle-clonus, and extensor plantar 
reflex. Intelligence will very likely be defective at the same time. In rare cases the 
kidneys may be so large and cystic that they can be palpated, and the brain may then 
be cystic also—porencephalus. 

Paraplegia due to injury at birth, either by the use of forceps or by excessive com- 
pression in a contracted maternal pelvis, is a diagnosis that can only be made when there 
has been an unusual amount of difficulty at birth, for it is remarkable to what extreme 
degrees the child’s head may be squeezed and altered in shape without apparent detriment. 
Seeing that it is the lateral aspects, especially the arm areas of the Rolandic cortex, that 
will be most affected by forceps, these instruments are more likely to cause bilateral arm 
paralysis than ordinary paraplegia. Just the converse of this is true of superior longitudinal 
sinus thrombosis, for the leg areas of the brain lie close up against either side of this sinus, 
whilst the arm areas, being more distant from it, are likely to be less affected. The 
symptoms of superior longitudinal sinus thrombosis, of acute encephalitis, and of menin- 
gitis, may be so similar—pyrexia, general head symptoms, vomiting, and convulsions— 
that it is almost a matter of guess-work to choose between them when they are actually 
in progress ; if death occurs in a few days, suppurative meningitis is likely ; if in a few 
weeks, tuberculous meningitis ; if the patient lingers for many weeks before dying, or if 
recovery occurs with hydrocephalus, posterior basal or cerebrospinal meningitis; if 
recovery occurs without hydrocephalus, it may be almost impossible to decide between 
meningococcal meningitis, acute encephalitis, and superior longitudinal sinus thrombosis ; 
nor is the distinction material, except in so far that it is important to remember always that 
a favourable issue may occur even in a case that seems to be hopelessly comatose and 
dying—a diagnosis of meningitis may have been made erroneously when the condition 
was really one of acute encephalitis only. If it seems to be of great importance to arrive 
at the accurate diagnosis in the acute stages, it may be justifiable to perform lumbar 
puncture. <A cytological examination of the cerebrospinal fluid may show many poly- 
morphonuclear cells in a suppurative case, or many lymphocytes in a tuberculous case. 
Of more value than the cytological examination, however, is the bacteriological test, which 
may succeed in isolating the causal organism. 

If one is able to exclude the infantile diplegias, and the conditions which simulate 
them, the probability is that the patient will have shown obvious signs of being able to 
use the legs or may even have been able to walk before the paraplegia set in. In that 
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case, if the paralysis is of the upper neuron type, with spasticity, no wasting except such 
as may be due to disuse and non-development, no reaction of degeneration, increased knee- 
jerks, extensor plantar reflexes, ankle-clonus, and probably bladder and rectal trouble— 
especially if there is anesthesia in the legs at the same time—by far the commonest cause 
for the condition is spinal caries with compression of the cord. 

If, on the other hand, the patient develops a lower neuron type of paralysis, with 
wasting of the affected muscles and reaction of degeneration, the chances will be greatly 
in favour of acute anterior poliomyelitis followed by infantile paralysis, particularly if 
diphtheria can be excluded, and if a clear history can be obtained that the child was 
perfectly well until he developed an obscure febrile complaint, which may at first have 
been regarded as of gastric origin, but which, in a day or two, led to one or more limbs, 
possibly all four, becoming limp and paralyzed, with rapid subsidence of the fever and 
great improvement in the paralysis during the next few weeks. It is possible for a child 
to have had absolute paralysis of all four limbs from acute anterior poliomyelitis, and yet 
for complete recovery to occur ; more often, however, one or another group of muscles 
remains weak ; in a typical case, the extensors of the toes and ankle are affected perma- 
nently, the consequent contraction of the unparalyzed calf muscles leading to talipes 
equinus or equino-varus. Weakness of other groups of calf muscles leads in a similar way 
to other forms of club-foot, such as T. calcaneus, T. valgus, and so on. In other cases, 
the muscles below the knee recover completely, but some other group is involved—the 
quadriceps extensor femoris for instance, or the adductors of the thigh. It is of course 
possible for the legs to recover completely, whilst paresis of some group of muscles in the 
shoulder, arm, or forearm persists. The infantile paralysis which follows acute anterior 
poliomyelitis -is nearly always asymmetrical, but it is by no means necessarily so, and it 
may cause persistent partial paraplegia. It is important to remember that the knee-jerk 
is deficient or absent only when the quadriceps extensor femoris muscle is affected ; and 
also that reaction of degeneration is no longer obtainable in the muscles when the disease 
is of sufficiently long standing for all the degenerate fibres to have become fibrous, by which 
time the only muscle and nerve fibres that remain are normal, though they are fewer in 
number than they should be. 

Peripheral neuritis in a child is decidedly uncommon, except as the result of diphtheria ; 
it should not be diagnosed lightly. Being an affection of the lower neuron type, with 
wasting of the muscles, flaccidity, reaction of degeneration, and deficiency in the tendon 
reflexes, it may be difficult to distinguish between it and acute anterior poliomyelitis. It 
might be urged that the occurrence of pain or other sensory symptoms is in favour of 
peripheral neuritis and against poliomyelitis, but this is not really the case ; the inflamma- 
tion in poliomyelitis is by no means necessarily restricted to the grey matter of the anterior 
cornua, and the acute stage of the disease is often accompanied by-severe pains referred to 
the peripheral parts. There may, however, be bacteriological or other evidence of the 
patient’s having had diphtheria during the preceding few weeks, in which case peripheral 
neuritis would be diagnosed ; if there is paresis of the soft palate, as evidenced by the 
regurgitation of fluids through the nose when the patient tries to swallow them, or by the 
nasal character of the voice, diphtheritic neuritis would be very probable. 

There remains for discussion the following causes of paraplegia in children: Fried- 
reich’s ataxy, Tooth’s peroneal type of progressive muscular atrophy, and the primary 
muscular dystrophies, particularly pseudo-hypertrophic muscular paralysis. There are 
two points common to all these, namely, that they all are insidious in onset, slowly pro- 
gressive for years before the end comes as the result of an intercurrent malady ; and that 
they are familial diseases, the family history having an important bearing upon their 
diagnosis. 

Friedreich's ataxy is characterized by paraplegia, often associated with deformity, 
such as talipes and scoliosis, owing to persistent error of posture, without wasting except 
such as may be due to disuse or non-development ; the knee-jerks are absent, but the pupils 
react normally ; there is no sphincter trouble unless quite late ; ankle-clonus is absent, 
but there is generally a remarkable condition of hallux erectus, which amounts to a sort 
of permanent extensor plantar reflex ; there are no sensory disturbances ; the arms may 
not be affected at all, or they may present some degree of ataxy, with or without intention 
tremors—that is to say, tremors which are increased when the patient tries to perform 
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voluntary movements—sometimes even choreiform movements are present ; speech is 
monotonous, nystagmus is sometimes present, and occasionally there is optic atrophy. If 
progressive paraplegia develops at about 8 or 9 years of age in a child with a family history 
of similar trouble ; if the knee-jerks are absent, whilst the big toes are permanently erect, 
and if there is neither atrophy nor pseudo-hypertrophy of the muscles, the diagnosis is in 
all probability Friedreich’s ataxy. The patient may survive to puberty or even longer, 
but is liable to death from phthisis, pneumonia, or other intercurrent malady—the same 
applying to all the familial diseases now under discussion. 

Tooth’s peroneal type of progressive muscular atrophy is apt to develop after some simple 
specific fever, such as whooping-cough or measles. The first point the mother notices is 
that the child—hitherto normal—is unable to bend the big toes upwards ; a condition 
of permanent plantar flexion of the big toes ensues ; inability to extend the other toes 
follows ; and presently the patient cannot dorsiflex the ankles. It is chiefly the muscles 
supplied by the external popliteal nerve, formerly called the peroneal nerve, that are 
affected ; hence the name of the disease. Talipes may result. The lesion is not primarily 
in the muscles, but in the anterior -cornual cells of the lumbo-sacral part of the cord, so 
that reaction of degeneration is obtainable in the wasted muscles. The knee-jerks remain 
normal so long as the quadriceps extensor femoris is unaffected, there is no ankle-clonus, 
and the big toe may not move at all when the sole is stimulated. A brother or a sister is 
very likely to have suffered from the same complaint (see Figs. 20, 21, p. 60). 

In the primary muscular dystrophies the nerves are normal, so that there is no reaction 
of degeneration ; if a muscle has become entirely atrophied, there will be no reaction in 
it at all; but as long as any reaction is obtainable it is of the normal type. The same applies 
to the reflexes. The most easily recognized of all the primary muscular dystrophies 
is pseudo-hypertrophic muscular paralysis, the only difficulty being when no family history 
is obtainable, and when the case is still in too early a stage to be typical. Boys are 
affected more often than girls, but it is generally inherited from the mother’s side. It is 
possible for some members to have presented atrophic myopathy, whilst others suffer 
from the pseudo-hypertrophic form. When fully developed, the most striking feature of 
the case is the marked weakness of the legs, notwithstanding the apparent firmness and 
great size of the calves. The muscles are really atrophied, their apparent enlargement 
being due to extensive deposition of intramuscular interstitial fat. Ultimately, if the 
patient survives, all the muscles in the body become wasted and fibrous ; but whereas 
some of them atrophy from the first, others exhibit marked pseudo-hypertrophy before 
they atrophy—particularly the gastrocnemii, the solei, the glutei, the deltoids, the supra- 
and infra-spinati, and portions of the triceps. The muscles of the hands and feet are 
generally unaffected. The muscles most frequently atrophied are the lower half of the 
pectoralis major, the latissimus dorsi, the serratus magnus, the biceps, and the flexors of 
the knee. There are no sensory or sphincter troubles. When the case is well advanced, 
the way in which the patient gets up from a lying posture is very characteristic ;-it is 
generally described as ‘climbing up himself.’ He first rolls over and rests on his hands 
and knees ; then puts his head between his arms and raises the knees from the ground, so 
that he is now supported on his hands and feet ; he next brings one hand nearer to his 
toes, and then, swinging his body over first to one side, places his opposite hand on the 
corresponding knee, straightens that leg, and repeats the performance on the other side, 
so that he now stands with his legs widely separated and with a hand resting on each knee ; 
he then works each hand alternately higher up his thighs, until finally, by a sudden back- 
ward movement of his shoulders, he attains the erect attitude. Another feature of the 
case is, that if one tries to lift the boy up by putting one’s hands under his armpits, his 
shoulders rise right up to his ears, and he very easily slips through one’s hands. He is 
also unable to stand on tip-toe, and the gait is waddling. 

The two other types of muscular dystrophy mentioned above—the infantile and the 
juvenile—are but different varieties of the same malady ; both are characterized by 
progressive wasting of the muscles without pseudo-hypertrophy ; in the infantile form 
the muscles have been atrophic from the first, whereas in the juvenile form the muscles 
develop in what seems to be a normal way up to a certain point, and then gradually 
waste away. The disease is distinguished from peripheral neuritis, (1) by the absence 
of reaction of degeneration ; (2) by the persistence of the reflexes as long as any muscle 
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tissue is left to respond; (8) by the family history as mentioned above ; (4) by the 
absence of sensory changes; and (5) by the absence of improvement with time. An 
attempt is sometimes made to classify the primary muscular dystrophies into different 
kinds, according to the groups of muscles first affected. In the Landouzy-Dejerine type, 
for instance, the face muscles are first attacked, the trouble Slowly spreading to the 
shoulder and upper arm. It is probable, however, that whatever groups of muscles may 
be the first affected, the differences are those of degree and type rather than of kind, and 
that the muscular wasting, wherever it may begin, ultimately becomes widespread, and 
finally involves all the muscles. 


Il. THE CAUSES OF PARAPLEGIA IN ADULTS. 


We may now pass on to a discussion of the differential diagnosis of paraplegia in 
adults. It is clear that a paraplegia that has arisen during infancy or childhood may 
persist into adult life, in which case the diagnosis will be made upon the lines indicated 
above. It is also possible for some of the causes of paraplegia that usually affect young 
patients not to do so until they have grown up. The chief causes, however, for paraplegia 
arising for the first time in adult life are as follows :— 


(A). Causes of the lower neuron type of paraplegia :— 
1. Peripheral neuritis, which may be due to various different causes (p. 63) 
2. Anterior poliomyelitis 
3. A pelvic tumour interfering with the lumbo-sacral plexus 
4. A tumour affecting the cauda equina 
5. Compression of the lumbar enlargement of the cord. 


(B). Causes of the upper neuron type of paraplegia :— 
1. Transverse myelitis. 
(a). Primary 
(b). Due to compression by: (i) Spinal caries; (ii) New growth in the 
vertebree or meninges; (iii) Injury; (iv) Aortic aneurysm 
. Disseminated sclerosis 
. Amyotrophic lateral sclerosis 
. Primary lateral sclerosis 
. Ataxic paraplegia 
Combined scleroses of the cord 
. Syringomyelia 
. Meningitis 
. Hemorrhage into the cord 
. Cerebellar tumour or abscess 
. Bilateral cerebral softening or hemorrhage. 
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(C). Causes not conforming either to the lower or to the upper neuron type :-— 


. Tabes dorsalis 

. General paralysis of the insane 
Landry’s paralysis 

. Functional paraplegia 

. Malingering. 
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The first points which call for attention in making a diagnosis are the history and 
progress of the case. In only a few of the above conditions is the onset sudden; these 
are certain cases of acute anterior poliomyelitis, transverse myelitis, meningeal hemorrhage, 
Landry’s paralysis, functional paraplegia, and malingering. If the paraplegia is of sudden 
onset, of the upper neuron type, and not the result of injury, it is almost certainly due 
to some form of transverse myelitis. The great majority of cases of paraplegia, however, 
have an onset that is not absolutely acute, and generally it is quite gradual. 

There are certain conditions that can, as a rule, be either diagnosed or excluded at 
once. If the patient has Argyll Robertson pupils and no knee-jerks, tabes dorsalis can be 
diagnosed at once. It is necessary to remember, however, that the pupil may react neither 
to light nor to accommodation in some cases of peripheral neuritis, so that, if care be not 
exercised, the reaction may be mistaken for the Argyll Robertson type of tabes, the latter 
being diagnosed when peripheral neuritis is the lesion really present. The converse 
mistake is also possible, especially if the actual strength of the leg muscles be not tested ; 
in both conditiongy there may be patches of impaired sensation, but in peripheral 
neuritis with absent knee-jerks,. there are absolute wasting, loss of power, and reaction of 


PARAPLEGIA 515 


degeneration, whilst in tabes there is no trophic wasting, and often no great loss of 
power in individual muscles, though there is apparent weakness owing to the action of 
opposing muscles being inco-ordinate, and there is no reaction of degeneration. 

Another difficulty in connection with tabes dorsalis arises in anomalous cases in which 
either the pupil reaction has not yet become typical, or else the knee-jerks are not yet 
gone. If the reaction of the pupil is of the Argyll Robertson type, tabes may sometimes 
be diagnosed even in the presence of knee-jerks, if there is an obvious history of other con- 
comitants of the disease, such as lightning pains, gastric crises, or any of the rarer crises— 
laryngeal, rectal, urethral, vesical, renal, general abdominal, or sweating—marked ataxy, 
history of syphilis, perforating ulcer of the foot, a Charcot’s joint, or bladder or rectal 
_ trouble, particularly if the patient be a male who has had much brain wear. The tendo 
Achillis jerks may disappear before the knee-jerks do, and they should be carefully tested. 
There is also in many cases a remarkable deficiency or even complete absence of deep 
tenderness in such organs as the testis, tongue, larynx, or mamma. In certain cases the 
knee-jerk may still be obtainable on one side after it has been lost upon the other, so that 
both should always be tested and not one only. 

If the paraplegia is obviously of the lower neuron type, with deficiency or absence 
of the superficial and deep reflexes, atrophy of the muscles, and reaction of degeneration, 
with or without paresthesia, the probabilities are that it is due to one of the many different 
causes of peripheral neuritis that are discussed on page 63. If the onset has been sudden, 
however, and if the paralysis began to clear up again rapidly, except possibly in one group 
of muscles in one leg, there would necessarily be a suspicion of acute anterior poliomyelitis 
which occurs occasionally in adults. 

It is important in all cases of suspected peripheral neuritis to make a rectal examina- 
tion, lest there should be some pelvic mass, malignant or otherwise, interfering with the 
lumbo-sacral plexus. Peripheral neuritis may also be simulated closely by either a tumour 
or a gumma interfering with the cauda equina, an uncommon condition that suggests itself 
if there is severe pain referred to the lower part of the spinal column behind, or if the 
paraplegia comes on in such a way as to affect one leg before the other, the pelvis being 
found free from growth. It is also important to remember that transverse myelitis due to 
lesions which, if they are situated a little higher up in the cord, cause a paraplegia of the 
upper neuron type, produces wasting, reaction of degeneration, and loss of reflexes when 
they affect the cord at the level of the lumbar enlargement. 

When the paraplegia is definitely of the upper neuron type, with spasticity of the 
legs without wasting, with increased knee-jerks, extensor plantar reflexes, ankle-clonus, 
and perhaps retention of urine with overflow, and incontinence of feces, the first step in 
arriving at the diagnosis is to determine if there is any sensory disturbance at the same 
time. The only diseases mentioned under heading B, that produce obvious sensory dis- 
orders, are transverse myelitis, syringomyelia, hemorrhage into the cord, and very rarely 
meningitis or bilateral cerebral softening. The latter can only be diagnosed when there 
has been an apoplectic seizure associated with hemiplegia, followed after an interval by 
another cerebral seizure which, by producing hemiplegia of the opposite side to the one 
first involved, results in paraplegia, or rather diplegia. The arms and face are likely to 
be affected as well as the legs, and there will be either a history of syphilis to account for 
endarteritis and thrombosis in a young male, or a bruit, a history of acute rheumatism, 
or other evidence of a heart lesion, to account for embolism ; or senile changes, with or 
without albuminuria, a high blood-pressure, retinitis, and other signs of renal and arterial 
degeneration, to account for hemorrhage. 

Hemorrhage into the cord is hardly ever spontaneous ; it may follow an injury, such 
as a bullet wound or a stab in the back, and then the history will indicate the diagnosis. 
Acute meningitis, whether tuberculous, suppurative, posterior basal, or cerebrospinal, 
seldom causes complete paraplegia until a late stage of the illness is reached, by which time 
the nature of the malady will generally be indicated by the cerebral symptoms, particularly 
headache, vomiting, convulsions, strabismus, and ophthalmoscopic changes such as optic 
neuritis or choroidal tubercles. Bacteriological investigations of the fluid obtained by 
lumbar puncture may assist the diagnosis materially. There is a chronic form of menin- 
gitis, however, of which the diagnosis is not so easy, and that is the chronic hypertrophic 
hemorrhagic pachymeningitis which affects chiefly the vertex and the cervical portion of 
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the cord. The condition is generally caused by chronic alcoholism in syphilitic subjects, 
especially if there has also been some injury ; the diagnosis is difficult, but it may be 
suggested by the history, and by the degree of pain referred to the nerves that are involved 
in the meningeal thickening—the chief difficulty being to exclude spinal caries in cases 
involving the cord. Wassermann’s reaction may be positive if no antisyphilitie remedies 
have been employed. In syringomyelia—a very slowly progressive disease that is by no 
means always associated with paraplegia, the nature of the Symptoms depends upon the 
degree to which the central canal of the cord and the gelatinous substance around it are 
affected, and also upon the level in the cord at which the changes occur. The diagnostic 
symptom is that, in some region or another, the skin will be found to have lost its power of 
distinguishing heat from cold and pain from touch, though it still retains ordinary cutaneous 
sensibility. It is apt to give rise to skin lesions in the paresthetic parts (Morvan’s disease), 
and also to acute painless swelling of the joints, with deformity from destruction of the 
ends of the bones—Charcot’s joints—precisely similar to those that may occur in tabes 
dorsalis. 

If the patient has marked impairment of all kinds of sensation in both legs, with para- 
plegia of the upper neuron type, and no paralysis of the arms, the lesion is almost certainly 
transverse myelitis of some kind. The absence of sensory disturbance, however, does not 
exclude transverse myelitis, for when the conductivity of the spinal cord is interfered with, 
without being entirely inhibited, the sensory columns are able to transmit impulses longer 
than the pyramidal tracts, so that paralysis appears before anesthesia. The same applies 
to a transverse myelitis that is getting better, the patient recovering sensation in his legs 
before he is able to move them. The chief difficulty will be to determine the nature of 
the transverse myelitis. There are two main types: (1) That due to causes outside the 
cord compressing it—especially spinal caries, secondary growth, the effects of such injuries 
as fractures of the spine, bullet wounds and stabs, or more rarely erosion of the bones by 
an aortic aneurysm; and (2) That due to softening from thrombosis of a spinal artery, 
the result of syphilis, or a fever such as enteric or scarlet. One of the first points to attend 
to is the presence or absence of pain. Lesions, such as thrombosis, which affect the cord 
but not its posterior nerve roots, are painless, whereas swellings which compress the cord 
from without almost always produce pain, sometimes a typical girdle pain, on account of 
their irritating the posterior nerve roots. If, therefore, there is or has been any pain in the 
back other than what may be due to a known injury, it is probable that transverse myelitis 
is not primary but due to compression. If the spine presents an obvious Pott’s curvature, 
or if the patient has other evidence of peripheral tuberculosis, such as enlarged or caseating 
glands in the neck, hip, knee, or other joint disease, a psoas abscess, lupus vulgaris, and 
so on, especially in a young person who has been in the habit of drinking much milk, com- 
pression by spinal caries is fairly certain. The main difficulty arises when the cord becomes. 
compressed without deformity of the spinal column, and with no other tuberculous lesion 
apparent. Local tenderness over one or more vertebral spines will help to suggest the 
diagnosis, especially if local pain is complained of in the same region, and if the pain is. 
increased by any jarring of the spine. Growth is fortunately much rarer, and it is to be 
excluded by a routine examination of all the viscera, most cases of spinal new growth being 
secondary to a neoplasm elsewhere, especially of the breast ; primary growths of the spine 
are so rare that they are generally taken for caries at first, and the correct diagnosis is not 
always arrived at before post-mortem microscopical examination has been made. Aortic 
aneurysm is a still rarer cause of compression myelitis; if there is a distinct pulsatile 
tumour along the course of the aorta, the nature of the case may be obvious ; more often, 
however, an aneurysm which erodes the vertebre sufficiently to bulge into the spinal canal, 
does not at the same time enlarge forward to produce a tumour that can be recognized. 
easily by palpation. The patient will generally be a man in the prime of life who has had 
syphilis, who is not a life abstainer, and who has worked hard ; Wassermann’s reaction 
may be positive. Apart from a pulsatile tumour the symptoms will be very like those of 
paraplegia from spinal caries. 

The relationship of injury to transverse myelitis is not always quite straightforward. 
If, for example, a patient who has syphilitic endarteritis of his spinal vessels receives a. 
xick in the back from a horse, he may find that, by next day, he is unable to move his legs 3. 
it may at first seem obvious that the kick has been the sole cause of the paraplegia, when. 


PARAPLEGIA 517 


the real cause is syphilis—the kick having been the final factor which led to thrombosis 
in a diseased spinal artery. Transverse myelitis due to syphilis is exactly comparable in 
its mode of origin to the hemiplegia which results from endarteritis obliterans in a middle 
cerebral artery. There is no pain and no deformity of the spine, but in other respects the 
paraplegia presents the same features as does that which is due to compression of the cord. 
Syphilis is by far the most important cause of this primary transverse softening, but there 
are a considerable number of other maladies in which a similar result ensues occasionally ; 
almost any infective disease may lead to it; one may perhaps mention typhoid fever, 
. scarlet fever, and influenza in particular. In infective endocarditis there may be an 
additional factor, namely embolism of the cord, though this is decidedly rare. 

If it is found that the arms are affected as well as the legs, it is unlikely that the lesion 
is transverse myelitis, unless in rare and anomalous cases such as those mentioned on 
page 62. If the onset has been slow, the course progressive, and wasting is present, with 
reaction of degeneration in the muscles of the hands or arms, with increased knee-jerks, 
ankle-clonus, and extensor plantar reflexes, but no anzsthesia, the malady is almost 
certainly amyotrophic lateral sclerosis. 

If there are increased knee-jerks, extensor plantar reflexes, ankle-clonus, ataxy, 
intention tremors in the hands, nystagmus, and a hesitancy in the voice, which may even 
be of the type described as ‘ scanning,’ the disease is either cerebellar abscess or tumour, 
or disseminated sclerosis. If headache and vomiting have been severe, the former is the 
more probable, and the diagnosis may be clinched by finding double optic neuritis. 
Abscess will be more likely than tumour if there is otorrhcea or pyrexia. It is not 
uncommon to find optic atrophy, with either concentric diminution in the fields of vision 
or else a central scotoma, in disseminated sclerosis, but optic neuritis is uncommon. The 
difficulty in diagnosing disseminated sclerosis arises mainly when the complaint is in its 
early stages ; the patches of sclerosis may be anywhere in the cord, and before the affected 
fibres atrophy there is a period when they are sometimes able to conduct impulses, some- 
times not ; when they are not able to conduct, there are numerous symptoms, and in a 
day or two, when conducting power recovers, these symptoms are gone again ; this varia- 
tion from day to day nearly always leads to a diagnosis of neurosis for months or years 
before the true nature of the malady becomes obvious. In some patients a central scotoma 
may develop early, leading to peculiar symptoms, such as the inability to distinguish a 
sovereign from a shilling if the light is not good, or the liability to run into people without 
seeing them when cycling. If ataxy is marked, the staggering gait may lead to a suspicion 
of alcoholism ; the patient staggers alternately to either side in disseminated sclerosis, 
whereas in tumours of one cerebellar hemisphere the tendency is to stagger constantly to 
the same side. Bladder and rectal troubles are not common in either case, and yet they 
may be prominent. Paresthesia may also develop in disseminated sclerosis, although as 
a rule there is no sensory disturbance at all. 

If a patient has the symptoms of spastic paraplegia and ataxy, without anesthesia, 
nystagmus, or changes in the voice, a diagnosis of ataxic paraplegia will usually be made. 
There is really no difference between this and what has been called combined scleroses of the 
cord; in both conditions there is degeneration of the posterior columns, the crossed 
pyramidal, and the cerebellar tracts. Some observers use the term combined scleroses 
only for syphilitic cases, reserving ataxic paraplegia for similar non-syphilitic cases. 

Primary lateral sclerosis was a relatively common diagnosis until it was found that 
the more careful the examination the greater was the likelihood that more than simple 
degeneration of the crossed pyramidal tracts would be found. Partial compression of the 
cord produces spastic paraplegia without anesthesia, and thus simulates primary lateral 
sclerosis as described above. Disseminated sclerosis may do so likewise, and so on. 
Primary lateral sclerosis should never be diagnosed, therefore, till all the other affections 
in which the lateral columns may be affected have been excluded. There is such a disease 
as primary lateral sclerosis, however ; it is generally syphilitic in origin, and it leads to 
typical spastic paresis of the legs, with increased knee-jerks, ankle-clonus, extensor plantar 
reflexes, no wasting, no R. D., no sensory disturbances, and in the later stages, retention 
of urine with overflow. and incontinence of feces; the disease is generally progressive, 
but after reaching a certain point it may remain stationary for years, or even improve to 
a slight extent for a time. When lateral sclerosis is yet in an early stage, a valuable sign 
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of it is the disappearance of the abdominal reflexes ; the diagrams (Figs. 210, 211) may 
be of assistance in locating the level of the cord at which a lesion may be present. 

The causes of paraplegia that remain for discussion are Landry’s paralysis, general 

paralysis of the insane, functional paraplegia, and malingering. 

Landry's paralysis is probably not a distinct entity, but rather a very acute type of 

perhaps more than one variety of paraplegia. It is rare. It affects young adults, who, 

hitherto strong and well, become rapidly 

; affected by paralysis which starts in the legs 

coe) and quickly ascends to the trunk and arms, 


Cc 


and may even involve the neck and cranial 
nerves. It either gets well quite rapidiy, or 
else kills the patients in a few hours or days 
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pw 
by affecting the intercostal muscles and dia- 
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phragm, with consequent asphyxia. There 
valeeen may be slight pains in the affected parts 
: vex’ |, | Shortly before paralysis sets in, but sensory 
rOnAND pega! symptoms are generally slight, or absent.’ The 
THUMB . . 
Re nature of the malady is obscure, but if one 
FORE ARI tnay were to regard it asea very acute and wide- 
spread anterior poliomyelitis, one could account 
both for its main symptoms, its rapid fatality 
2 in some cases, and its equally rapid recovery 
in others. Moreover, seeing that the patient 
either dies or recovers so quickly, it is not 
surprising that there is no time for the develop- 
ment of obvious muscular wasting or reaction 
of degeneration. 

Paraplegia in cases of general paralysis of 
the insane does not arise until the third stage 
of that malady is reached ; by that time the 
diagnosis is generally obvious ; the paraplegia 
is part of a general and extreme weakness, and 
the patient is bedridden. 

Functional paraplegia and  malingering 
Should never be diagnosed until all organic. 
causes—particularly disseminated sclerosis and 
spinal caries—have been excluded. Malinger- 
ing may be suggested by the particular cireum- 
stances of the case—the patient may be a 
nervous, self-conscious girl who desires to 
attract sympathy, or an _ out-of-work who 
wants to get a night’s shelter in a hospital ; 
careful observation generally leads to the 
detection of the fraud. Functional paraplegia 
is less easy to be sure of, and in many patients 
that which may at first be regarded as func- 
tional ultimately turns out to be organic; this 
4 | is especially true in the case of disseminated 
sclerosis. The paraplegia is never of the 
primary muscular, or the lower neuron type, 
there being no wasting and no R.D. The 
muscles remain of good bulk as they do in 

Fig. 210.—Diagram of Fg. 2\1.—Diagram of the upper neuron type of paraplegia, “but 
spinal'cord, resin thespinatesrd,” although the knee-jerks may be unduly brisk, 
the plantar reflexes remain flexor, and there is 

no maintained ankle-clonus. If there is anzesthesia, the distribution of the latter is some- 
times obviously functional ; it may, for instance, start sharply at the knee and cease 
suddenly at the ankle, or in some other way indicate that it corresponds neither to the 
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segments of the spinal cord nor to the distribution of the peripheral nerves. It is by 
anomalies of this kind, which make it impossible to fit in the case with any organic 
lesion, that functional paraplegia is diagnosed by a process of exclusion. Herbert French. 


PARASITES, INTESTINAL.—Tape-worms.—The commonest symptom of the 
existence of a tape-worm is the passage of the detached terminal segments per rectum in 
longer or shorter tape-like strips. The only condition for which these might be mistaken 
is muco-membranous colitis, in which long, narrow, white mucous casts of the bowel may 
be passed with the motions (Fig. 172, p. 398). It is easy to distinguish these, however, 
if the suspected material is floated in water, for in the case of a cast of the bowel a central 
lumen will be found which is not present in the tape- 
worm. There is, moreover, no regular segmentation in 
the case of muco-membranous colitis, whereas tape- 
worms are obviously segmented. If any doubt remains, 
examination with a lens will show the glandular structure 
of the uterus in the tape-worm segments, and no such 
structure in the strips of mucus in muco-membranous 
colitis. It is sometimes stated that picking of the nose 
and a voracious appetite are symptoms of the presence 
of some kind of intestinal parasite; but this is hardly 
ever the case ; if constitutional symptoms develop at all, 
they take the form of deficiency of appetite, with more 
or less anemia, which may become profound ; there 1s 
often considerable EostNopHILiA (p. 218). The three 
forms of tape-worm that occur in the human intestine 
are Tenia solium, T. mediocanellata, and Bothriocephalus 
latus, the commonest in Great Britain being the T. medio- 7 OSS eae ee de 
canellata, the cystic stage of which is spent in cattle. J. four hooklets, alternately long and short. 
solium is derived chiefly from pig-meat, whilst Bothrio- Oe Sse OPE Baines Hee Bond 
cephalus latus occurs mainly in those who live much on AE NO) 
fresh-water fish. It may be possible to make the dia- 
gnosis of T'. mediocanellata by holding the segments up against a bright light and seeing 
a4 median streak or water-channel, in addition to one down either edge of each strip, 
this middle water-channel giving the name to the parasite. The ultimate proof of the 
nature of the tape-worm, however, is afforded by the characters of the head, that of 
T. solium having four sucking dises, with a rostrellum surrounded by thirty-four hooklets 
(Figs. 212 213); that of 7. mediocanellata four circular sucking dises and no hooklets 
(Fig. 214); whilst that of the 
Bothriocephalus latus has a 
more or less conical head, with 
two elongated lateral sucking 
dises and no hooklets (7g. 215). 
The degree of anzemia, chlorotic 
in type, is usually greatest with 
Bothriocephalus latus, least with 
T. mediocanellata, and the same 
also applies to the degree of 
eosinophilia. The eggs of the 


Fig. 213.--Tead of Fig. 214.--Head of Fig. 215.-—- Lateral : 

Tenia solium, semi- Tenia mediocaneilata. view of head of Bothrio- tape-worm are unmistakable 
diagrammatic. (Low (Low power.) (Irom cephalus latus, showing (Fig. 216); they are spherical, 
power.) (From .. French’s Medical La- longitudinal sucking - 

French’s- Medical La- boratory Methods.) disc. (Low power.) with a dark-brown central por- 
Oe le oe tion, and a lighter striated 


broad capsule. 


Microscopical Examination of Faces.——One of the best ways of preparing feces for 
microscopical examination for the ova of parasites or for other solid particles, is to put about as 
much as would cover a shilling into a test-tube, filling the latter two-thirds full of normal saline 
solution (1} dr. of salt to a pint of water), corking the tube, and shaking it vigorously in order to 
break up the feces as much as possible ; on allowing to stand for twenty minutes, the upper part 
of the fluid remains opaque with fine débris, whilst ‘the heavier particles, including the ova of 
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parasites, have sunk to the bottom; the supernatant opalescent or opaque fluid may now be poured 
off, and the more definite residue again shaken up with normal saline and allowed to stand for 
another twenty minutes ; this process is repeated until the supernatant fluid becomes clear after 
it has stood for the twenty minutes, and then, when as much of the fluid as 
possible has been poured away, a drop of the sediment is taken up in a pipette, 
transferred to a microscope slide, covered, the excess of fluid removed with 
filter paper, and the specimen examined either with the 3 in. or 4 in. objective, 
preferably with the mechanical stage. Such a specimen exhibits all sorts of 
vegetable cells, keratin particles, and so forth, which may at first be regarded 
as ova, but when the actual ovum of an intestinal parasite is seen, there is 


p cig. 216.—Ovum of seldom any doubt about it. 
Tenia solium, semi- 


Seay By ae ae Round-worms.—The only round-worm that oceurs in Great Britain 
ee Metlods) “a is the Ascaris lumbricoides. This parasite may or may not give rise to 

Symptoms ; if it does so, they take the form of slight and obscure 
nervous and gastro-intestinal disorders. More often the diagnosis is quite unsuspected 
until one of the worms is found in the bed, having crawled out per anum, especially when 
the patient, generally a child, falls ill of some febrile malady. If round-worms have been 
found previously, and if the existence of others is suspected, the 
diagnosis may be confirmed by discovering the typical ova (Fig. 217) 
in the faces; their chief characters are their relatively large size, 
oval shape, and irregular membranous envelope outside the chitinous 
shell. This worm does not produce eosinophilia as a rule, but in 
exceptional cases it may do so. 

Thread-worms.—Oxyuris vermicularis, if present at all, usually 
occurs in hundreds, and can be detected immediately by examination 

: of the fxces with the 
naked eye. Each para- 
site is rather more than 
4 in. in length, without oer, gaa 
any colour; its extremi- (High power.) (From 

3 53 French’s Medical Labor- 
ties project from the atory Methods.) 
feecal mass, and move 
about slowly, like threads waving in the air. 
These parasites produce no eosinophilia. The 
patients are nearly always children, and there 
may be no symptoms at all; but more often 
there is considerable irritation around the 
anus, and in young girls about the vulva. 
Gonorrhcea has before now been suspected 
when the vulvar infection was really due to 
the Oxyuris vermicularis. 

The Whip-worm (T'richocephalus dispar) 
is in itself an entirely unimportant parasite 
occurring in the cecum and large intestine 
(Fig. 218), and producing no symptoms what- 
ever. The worm with its tail is about 14 in. 
in length, and it is often coiled up watch- 
spring-wise. Its appearances are unmistak- 
able ; its ovum (Fig. 219) looks more or less 
like a running-cork, and, with its deep brown 
central parts and clear ends, it is quite 
characteristic. Whip-worms are present to 
the extent of nearly 10 per cent of all the 
inhabitants of some cities. They produce no 
eosinophilia, blood-changes, or symptoms. 

Fig. 218—Whip-worms (Trichocephalus di ‘) in the e ES EO pias tig (Ankylostomum EE 
and | ascending sete (From cee thes Cirich ale) (Fig. 220).—This is not a general parasite 
Museum, Guy's Hospital.) | in Great Britain, but has affected many 

persons in certain districts as the result of | 
introduction from abroad, particularly amongst lead-miners in Cornwall. Outbreaks also 
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occurred in the workers in the St. Gothard tunnel, and the disease is prevalent in many 
parts abroad, especially in India, Egypt, Brazil, and Jamaica. The infection is carried 
from fzces to soil, from the soil to the hands, thence to the mouth, 
and so to the alimentary canal. The symptoms are for the most part 
those of progressive anzmia and asthenia, inability to continue with 
work, cedema of the lower extremities, anasarca, shortness of breath, 
and the occurrence of boil-like skin eruptions, described popularly as 
the ‘flowers’ of the disease. The appearance of the patient may Fig 20 Onin of THe 
suggest pernicious anemia, and the blood-count may sometimes chocephalus dispar. (High 
: 5 : power.) (From French’s 
seem to confirm this diagnosis at first ; for whereas a great many of Medical Laboratory Met- 
the patients have a severe chlorotic type of anaemia, some have a /?“*-) 
marked reduction of the red corpuscles and a slightly less reduction of 
the hemoglobin, so that there is a high colour-index such as is characteristic of per- 
nicious anemia. There is generally no leucocytosis, but the differential leucocyte-count 
may suggest the diagnosis at once, for nearly all the patients 
present a considerable degree of eosinophilia. The adminis- 
tration of anthelmintics such as thymol may lead to the 
evacuation of the mature worms, which may be recognized in 
the faeces (Fig. 27, p. 79), each being from } to 2 in. in length. 
The ova (Figs. 28 and 29, p. 80) are oval, with a clear transpar- 
ent shell and coiled-up embryo parasite. Melzena is another 
symptom which may be prominent in some of these cases. 
The two intestinal parasitic affections which produce the 
most serious anzmias and other toxic effects in man are Anky- 
lostomum duodenale and Bothriocephalus latus. Herbert French 
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PENIS, DISCHARGE FROM.—(See Discnarcr, URE- 


THRAL, pel Sl.) 


PERISTALSIS, VISIBLE.—The importance of visible 
peristalsis lies in the fact that it is always pathological 
except in a few cases in which its unimportant nature is 
immediately obvious. The two chief conditions which render 
the normal movements of the bowels visible are divarication 
of the abdominal recti muscles, and ventral herniation of a 
laparotomy scar. The latter is obvious at once; the former 
is best detected when the recumbent patient, who is generally 
a multiparous woman with a soft flabby abdomen, tries to 
raise her head and thorax from the couch without the use of 
her arms ; the contracting recti come together then, and close 
over the gap in the middle line in which, under the stretched 
and unsupported skin, the bowel movements had been seen. 
In almost all other circumstances visible peristalsis is patho- 
logical ; it may then be divided into two types—gastric, and 
intestinal. 

Pe Ge een Gastric Peristalsis takes the form of a comparatively 
the Gordon Museum, Guy’s Hospital.) large swelling in the upper part of the abdomen, coming and 

going, generally appearing from under the region of the left 
ribs, progressing slowly downwards and to the right, where it fades away and disappears ; 
it corresponds more or less with the greater curvature of the stomach. It is often stated 
that a return wave, passing along the lesser curvature from right to left, can also be made 
out, but this is exceptional. Sometimes, instead of progressing, it comes and goes almost 
in the same spot, varying in shape but scarcely in position. The exact site of the wave 
must depend mainly upon the size and position of the stomach. It indicates pyloric or 
duodenal obstruction, and its presence serves to exclude atonic gastrectasis. There may or 
may not be other signs of dilated stomach, particularly a widely distributed succussion 
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splash, vomiting of large volumes of fermenting fluid at relatively long intervals, and a 
greatly increased bismuth v-ray shadow. Whether the pyloric stenosis is simple or malig- 
nant has to be decided upon other grounds. 

Visible Intestinal Peristalsis is, with the limitations discussed above, one of the 
surest signs of grave intestinal obstruction. There are almost certain to be abdominal 
distention, vomiting, and constipation along with it, and the discussion of the differential 
diagnosis of the different causes of these symptoms will be found elsewhere. The great 
importance of visible peristalsis is seen in those doubtful or obscure cases in which the 
patient seems hardly ill enough to be suffering from intestinal obstruction. It may be 
thought that colic, the result of some indigestible article of diet, is a more likely diagnosis, 
and that a dose of castor oil will cure the malady. Rather than wait for increasing 
severity of the symptoms to clinch the diagnosis in these cases, it is most important to 
arrive at a diagnosis of the necessity for laparotomy at the earliest possible moment if life 
is to be saved. If the small intestine alone is involved, the waves are multiple, and they 
run more or less transversely across the abdomen—the ladder-rung type ; when the colon 
is obstructed, vertical waves, especially in one or both flanks, are the chief form the peri- 
Stalsis takes. Definite and visible intestinal peristalsis is, so far as any single sign can be 
relied on, an almost infallible indication of the need for laparotomy in any case in which 
the other symptoms and the history point to a possibility of intestinal obstruction. 

Herbert French. 

PERSPIRATION, ABNORMALITIES OF -—(See SWEATING, p. 654.) 


PHOSPHATURIA.—This is a term the precise significance of which is by no means 
clear; the meaning it conveys to one observer is not always that which it implies to 
another. Some restrict it to conditions in which the total quantity of phosphates in each 
day’s urine is greater than the average maximum. Others use the term when there is a 
spontaneous deposit of phosphates in the specimen glass. Others would include cases in 
which, on applying the boiling-test for albumin, a cloud of phosphates comes down. So 
loose is the application of the word phosphaturia that it is generally used whenever anything 
arises to remind the observer ocularly of the fact that the urine contains any phosphates 
at all. 

What is really required is a series of different terms to express the following conditions :— 

1. Circumstances in which a greater quantity of phosphates is habitually passed 
in the urine than is the average maximum in health. 

2. The spontaneous deposition of phosphates in a urine that has stood in a specimen 
glass until cold. 

3. The spontaneous deposition of phosphates in the bladder, so that the urine is thick 
and milk-like when it is being passed. 

4. The deposition of phosphates as a white cloud when the urine is heated. 

Absolute Phosphaturia.—The phosphoric acid in the urine is chiefly exogenous, i.e., 
derived from phosphates in the food. It is chiefly in inorganic combination as salts of the 
alkalies and alkaline earths. There is a certain small percentage of urinary phosphorus 
derived from the katabolism of nuclein and lecithin, but the amount derived from 
these in healthy persons is very slight as compared with that which comes direct from the 
food, so that the phosphates almost disappear from the urine during starvation. There 
are wide variations in the amounts excreted by normal persons ; the average is 3-5 grams 
per diem, but the healthy limits are as far apart as 1 gram and 8 grams. 

It has been asserted that persons whose business entails great wear and tear of the 
nervous system excrete more than the average amount of phosphates, and the same has 
generally been held to be true of sufferers from certain nervous disorders of the hysterical 
or neurasthenic type, particularly when sexual matters are in question. There is very 
little evidence, however, to show that there is any real increase in the urinary phosphates 
in these cases. There is often a very abundant deposit of phosphates on applying the heat 
test to the urine, and this may give the impression that the total quantity of phosphates 
present must be above the normal; but the impression has not been confirmed by exact 
analysis. There is only one well-defined condition in which there is absolutely and persist- 
ently more phosphate in the urine than healthy limits would allow, and that is phosphatic 
diabetes—a very rare condition, of which the main features are thirst, emaciation, aching 


PHOSPHATURIA 523 


in the loins and back, and polyuria without sugar but with an absolute excess of phos- 
phates in the urine. 

Physiology of Phosphatic Deposits.—In nearly every case the deposition of phos- 
phates is a purely physiological process. A molecule of phosphoric acid, H,PO,, contains 
three hydrogen atoms. Each of these can be replaced separately by an atom of any mono- 
basic metal, such as sodium. Three types of salts are formed, according as one, two, or 
three of the hydrogen atoms have been replaced, as in the following examples :— 


NaH,PO,~ - - Sodium dihydrie phosphate 
Na, HPO) = - Sodium monohydric phosphate 
Na, PO, - - Sodium phosphate 


These salts may all be present in the same urine, the proportions of each varying with 
the amount of phosphoric acid present, on the one hand, and the total amount of bases 
(i.e., sodium, potassium, etc.), and the total quantities of other acids present in the form 
of chlorides, sulphates, and so forth, on the other. The greater the quantity of chlorides 
and sulphates, the greater will be the amount of the metallic bases required to form them, 
and consequently the less will be the amount of bases left to combine with phosphoric 
acid; the result must then be a relative excess of NaH,PO,. Conversely, the scantier 
the chlorides and sulphates, and the more abundant the bases, the greater will be the pro- 
portion of Na,HPO, and Na,PO,. 

Now the three sodium salts differ from one another in at least two physical respects— 
their action upon litmus, and their solubility in water. Sodium dihydrogen phosphate 
(NaH,PO,) turns blue litmus red—in other words, it is an acid phosphate. The acidity 
of ordinary urine is mainly due to it. Sodium monohydrogen phosphate (Na,HPO,) is 
also an acid salt technically speaking, and there are some colour tests which exhibit the 
acid reaction with it ; litmus, however, is not one of these, for Na,HPO, turns red litmus 
blue. When a given urine contains more Na,HPO, than NaH,PO,, the reaction of that 
urine to litmus is alkaline ; that is to say, it turns red litmus blue and does not turn blue 
litmus red. Some urines have what is known as an amphoteric reaction—they turn red 
litmus bluish and blue litmus reddish—a different thing from neutrality of reaction, in 
which neither red litmus nor blue is turned in colour at all. The cause of the amphoteric 
reaction of a urine is the even balance in that urine of the Na,HPO, on the one hand and 
of the NaH,PO, on the other. 

Now the dihydrogen phosphate is much more soluble in water than is the mono- 
hydrogen phosphate, whilst the tribasic phosphates are as a rule far less soluble still. 
When it is stated, therefore, that phosphates are more soluble in acids than they are in 
alkalies, it must be remembered that it is not a question of a difference of solubilities of the 
same salt of phosphoric acid, but of an acid urine containing the bulk of its phosphates in a 
salt different from the one present in an alkaline urine. The very fact of a urine being 
alkaline means that there is relatively little of the more soluble NaH,PO, present, and rela- 
tively much of the less soluble Na,HPO, and Na,PO,. Conversely, the fact that ‘@ urine 
is acid implies that the phosphates are relatively more abundant in the soluble NaH,PO, 
form than they are either as Na,HPO, or Na,PO,. As a matter of fact, the three degrees 
of phosphates of sodium, potassium, and ammonium are all so soluble that they practically 
never become precipitated spontaneously, nor do they take part in forming ealeuli. It 
is the phosphates of calcium and magnesium that form precipitates, but what has been 
said above of sodium phosphate applies equally to calcium and magnesium phosphates. 
The less acid a urine is, the more will the less soluble varieties of calcium and magnesium 
phosphate preponderate, and it is on this account that phosphates come down in alkaline 
or neutral rather than in acid urines. 

Again, it is often stated that phosphates are less soluble in hot urine than they are in 
cold, and this is given as the reason for the cloud of precipitated phosphates that so often 
forms when a urine that is not already very acid is boiled. This, however, does not express 
the real reason for the cloud ; the heat does not precipitate the same phosphate as the cold 
urine contained, but leads to the formation of a different, and less soluble, phosphate. 
The calcium monohydrogen phosphate dissociates into calcium dihydrogen phosphate and 
normal calcium phosphate ; it is the latter which is so insoluble that it comes down : 

4CaHPO, ss Ca(POn), + Ca(H,PO)), 


Medium solubity. Relatively insoluble, and so Relatively the most 
coming down as a cloud. soluble of the three. 
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Milky Urine.—The urine of many healthy people, especially children, and eaters of 
large public dinners, is sometimes milk-like when it is passed soon after a full meal. Many 
a person has become alarmed at the sight, and has feared some grave disorder of the sexual 
organs or functions, especially either gonorrhcea or spermatorrhcea. The condition is 
physiological. It results from increased quantities of hydrochloric acid being required in 
the stomach at the time. The result of this is that the urine temporarily contains such an 
abundance of bases in proportion to acids that the less soluble monohydrogen phosphates 
exceed the more soluble dihydrogen phosphates, and they may become precipitated even 
in the urine that is still within the bladder. The commonest salt to come down is calcium 
monohydrogen phosphate, CaHPO,, which is either amorphous, or else assumes the form 
familiar as ‘ stellar phosphate.’ MgHPO, may come down with it in the form of amor- 
phous particles, or as needles. 

The alternation between oxaluria and phosphaturia exhibited by some individuals is 
discussed on p. 424. 

Ammonio-magnesium Phosphate.—This, generally known as triple phosphate, 
MgNH,PO,, is comparatively insoluble, and when precipitated it nearly always assumes 
the form of prisms—the familiar ‘ knife-rester ’ or ‘ coffin-lid ’ crystals (Fig. 221). It 
is clear that these will come down only when the urine contains ammonia. The latter may 
of course have been produced by ammoniacal decomposition of urea after the urine was 
passed. If urinary decomposition after passage can be 
excluded, however, it is usually stated that the presence - 
of ammonio-magnesic phosphate crystals indicates a puru- 
lent lesion in the urinary tracts, especially in the bladder. 
It is quite true that ammoniacal urines from cases of 
cystitis often abound in crystals of triple phosphate. The 
diagnosis is given by the pus cells and so forth, however, 
and not by the triple phosphate crystals. It is important 
to remember, moreover, that each day’s urine normally 
contains enough ammonia for ammonio-magnesic phos- 
phate crystals to occur in an absolutely healthy urine, 
even apart from decomposition on standing. This fact 
detracts very greatly from the value formerly attributed 

Fig. 221.—Triple phosphate crystals. to the detection of triple phosphate crystals in the urine. 
Indeed, the importance of phosphates in the urine lies 

almost entirely in the fact that errors of interpretation may arise unless their physi- 
ological behaviour is clearly understood. Microscopically they are often amorphous, 
but the three well-defined forms of crystals shown in Fig. 221 may be recognized micro- 
scopically. The chief chemical test is the addition of dilute acetic acid, which causes a 
precipitate of phosphates to clear up. The main importance of recognizing them correctly 
is to avoid mistaking phosphates for pus in the case of a spontaneous deposit, for sper- 
matozoa, or gonorrhoea, when the urine comes milky from the urethra, and for albumin in 
the case of the boiling-test for the latter, Herbert French 


PHOTOPHOBIA, or intolerance of light, may be due to three main groups of causes, 
namely :— 


1. Causes in the Eye itself :— 


Foreign body Tritis Kye-strain from close work in 
Injury Cyclitis those suffering from uncor- 
Conjunctivitis Glaucoma rected errors of refraction, 
Ophthalmia Retinitis especially astigmatism and 
Keratitis Retrobulbar neuritis hypermetropia. 

Ulceration of the cornea 


2. Certain Occupations: 


Involving work under eye-straining conditions, such as affect furnace stokers, electric 
steel welders, workers in strong sunlight, those who are exposed to the dazzle of snow 
in strong sunshine, those who come out into strong daylight after prolonged work in 
the dark, as in coal pits; those who work much with w-rays. Some persons are 
unable to stand any strong light, whether of the sun, gas, or electric. 
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3. Causes not primarily in the Eye itself :— 
(a). Some fevers, especially :— 


Measles | Influenza | Typhus. 
(b). Intracranial lesions :— 
Tuberculous menin- | Epidemic cerebrospinal men- Syphilitic pachymeningitis 
gitis ingitis Cerebral tumour. 
Suppurative menin- Acute encephalitis 
gitis 


(c). After the administration of some drugs :— 
Arsenic | Potassium iodide | Potassium bromide. 


(d). Functional conditions :— 
Migraine | Tic douloureux | Hysteria | Sick headache. 


(e). Supra-orbital herpes zoster. 

(f). Severe anemia (see ANEMIA, p. 20). 
(g). Secondary to dyspepsia or constipation. 
(h). Malingering. 


Some idea of the cause will generally present itself as soon as the patient gives an 
account of how the trouble began and how it has progressed. By itself photophobia is 
seldom a symptom of diagnostic significance, and nearly always there will be other sym- 
ptoms to assist one. The eyes should be examined carefully in the first place, to find or 
exclude a local cause, especially glaucoma, which is the most serious of the local lesions : 
it is associated in acute cases not only with severe photophobia, but also with acute pain 
in the eye (see Eyr, AcuTrE INFLAMMATION OF, p. 231). Retinal changes will be 
discovered by ophthalmoscopie examination (see OpnrHaLMOscoPic APPEARANCES, p- 
415). Retrobulbar neuritis may not cause any visible changes in the optic disc, at any 
rate not until several days have elapsed, by which time optic neuritis may be visible ; 
but it may be suggested by the rapid onset of impaired vision without increased intra- 
ocular tension as in glaucoma, going on perhaps to temporary complete blindness, 
(p. 760). 

Eye-strain from errors of refraction requires special ophthalmic knowledge for its 
exact determination, though it may be suggested by the circumstances of the case. 

Occupation photophobia will be likely if the patient works under peculiar conditions 
of light, though it will be necessary to exclude organic lesions in the eyes by a thorough 
ophthalmic examination. When local eye conditions have been excluded definitely, the 
cause of photophobia will generally be either pretty clear at once or soon, or else open to so 
much doubt that the actual cause may be one of conjecture only. 

It will not be the photophobia, but other symptoms, such as the rash, the fever, and 
the course of the disease, which will give the diagnosis in cases of measles, influenza, 
or typhus fever ; headache, vomiting, optic neuritis, and the results of lumbar puncture 
or the Wassermann test in the case of meningitis, encephalitis, cerebral tumour or syphilitic 
pachymeninigtis; knowledge of the drug given and cessation of the photophobia when it 
is stopped in the case of arsenic, potassium iodide or bromide, or quinine. 

Migraine and tic douloureux are so characteristic in their attacks that they are both 
diagnosable as a rule from the patient’s story ; photophobia may be severe in either, or 
even extreme in tic douloureux, in which, during the excruciating paroxysms of facial pain, 
the patient will often desire to remain for days in an absolutely darkened room ; exposure 
to any light may bring on a paroxysm. 

Supra-orbiial herpes is generally obvious from the eruption of groups of vesicles on a 
reddened base along the course of one supra-orbital nerve ; and the photophobia is 
generally unilateral ; it may persist however for weeks or months after the eruption has. 
subsided, and then its origin may be overlooked. 

Malingering can be diagnosed only by catching the patient unawares and discovering 
that when he is not watched he is able to read in an ordinary light notwithstanding the 
photophobia he complains of. Dyspepsia, constipation, and severe anemia are somewhat 
problematical as causes of photophobia, but might be regarded as its origin in a patient 
who, suffering from any of the three, also had photophobia without any other discoverable 
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cause, especially if the photophobia disappears when the patient is cured of the constipa- 
tion, the dyspepsia, or the anzemia, respectively. 

Sick headache is a periodic malady of many women and some men. Headache of 
great severity is the chief symptom, lasting a whole day or even longer: gastric functions 
are in abeyance during the attack, so that food in the stomach remains undigested and 
medicines unabsorbed ; the patient may feel ill enough to have to stay in bed: towards 
the end of the attack vomiting occurs once or several times, and by the next day the 
patient feels perfectly well again. Dislike of any but a dim light is common during the 
attack. The diagnosis is generally based upon the patient’s familiarity with similar 
Symptoms on many previous occasions. The malady is often hereditary ; possibly it is 
related to migraine. 

Biliousness is a very common ailment, due to many different causes, especially 
injudicious eating or drinking, or to deficient fresh air or exercise. Some cases of recurrent 
biliousness are closely allied to sick headache and to migraine. During an attack the 
tongue is coated and the bowels inactive. The precise pathology of the condition is little 
understood, but the diagnosis is not difficult although it is important to make a routine 
examination to exclude more serious lesions. Photophobia, though common in a minor 
degree in bilious attacks, is seldom very marked. 

Hysterical photophotia is met with only occasionally, but when it occurs it may be 
extreme; that is to say, the patient may mimic—not intentionally, as in the case of a 
malingerer, but without at all wishing to do so—so extreme a degree of intolerance to light 
that she may cover her eyes with deep-tinted glasses, or even cover her whole head with 
an impervious dark robe : and may perhaps require to be led about when she walks, like 
a person totally blind. It is this over-doing of the part that may give the clue to the 
diagnosis. Naturally a thorough examination, particularly of the eyes, will be required 
to exclude organic disease, but if functional photophobia appears to be the diagnosis in 
a particular case, the suspicion may be confirmed by the way the symptom can be made 
to disappear by sufficiently beld suggestion. Herbert French. 


PIGMENTATION IN THE MOUTH generally consists of flecks, streaks, or spots of 
pale brown or pale sepia discoloration of the mucosa. especially upon the inner aspect of 
the cheeks along a line roughly corresponding to the level of the closed teeth: with or 
without similar pigment spots, streaks, or patches upon the mucous surface of the lips, 
seen best when the latter are everted in a good light : upon the roof of the mouth. generally 
upon the soft palate or upon the posterior part of the hard palate rather than more 
anteriorly ; upon the gums occasionally: and sometimes upon the sides of the tongue 
(Plate XXI). Such pigmentation of the buccal mucosa immediately suggests Addison's 
disease, especially if there is generalized pigmentation of the skin at the same time. 
extreme asthenia, a low blood-pressure, a tendency to vomiting or to fainting attacks 
on any exertion, with inability to maintain any effort, mental or physical. Unfortun- 
ately, however, although such buccal pigmentation is highly suggestive of Addison's 
disease, it is not pathognomonic, for it has been noted in a variety of other conditions also. 

Thus, it is an almost constant feature in persons who have negro blcod in their 
ancestry, even though this be from one great grandparent only. This source of difficulty 
in interpretation is commoner, perhaps, in Africa, the West Indies and America. than it is 
in Britain, but even here it makes it uncertain sometimes whether one is to diagnose 
Addison’s disease or not. 

Then in pernicious anemia buccal pigmentation precisely similar to that of Addison’s 
disease is met with occasionally (Plate XXII, p- 528). and unless the blood-count 
is very definite (p. 24) it may be difficult, even up to the time of post-mortem examination, 
to say which of the two conditions the patient is suffering from. Probably the right course 
to follow then would be to treat the-case with salvarsan and arsenic, and watch the effect : 
pernicious anzmia rallies, temporarily, to these remedies much more certainly than 
Addison’s disease does. 

Arsenic itself may cause pigmentation, not only of the skin, but also within the mouth, 
as was shown by some of the cases in the Manchester epidemic of arsenic in beer poisoning. 
Some have supposed that the buccal pigment in pernicious anemia is due to the arsenic 
employed in treatment ; that this is not so, however, is shown by the fact that some cases 
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PIGMENTATION OF TONGUE AND MOUTH IN ADDISON’S DISEASE 


© 


Pigmentation of the tongue and buccal mucosa in Addison's diseas 


INDEX OF DIAGNOSIS—To face p. 326. 
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of pernicious anemia exhibit pigmented spots inside the mouth even before any arsenic 
has been given; the patient from whom Plate XXII was taken was an instance in point. 

One has also seen pigmentation of the buccal mucosa, suggesting Addison’s disease, 
in chronic cachectic conditions in which the suprarenal capsules have proved to be 
healthy at autopsy. In a case of phthisis recently, for example, so pigmented was the 
mouth that it seemed reasonable to diagnose that the tuberculous process was affecting 
the suprarenals as well as the lungs ; yet after death the suprarenals were normal, and one 
can only suppose that the buccal pigment resulted from the phthisical cachexia which had 
caused a general tendency to pigmentary degeneration everywhere. In another case 
Addison’s disease was diagnosed during life for the same reason, but at autopsy a carci- 
noma of the splenic flexure of the colon was found, with secondary deposits in the liver ; 
there had been asthenia and general cachexia, and apparently it was the latter which was 
responsible for the pigment changes. In a third case the patient was both anemic and 
eachectic, without any other definite symptoms, and there was extensive pigmentation 
in the mouth. The blood-count showed extreme anemia with a colour index that was 
approximately 1. The doubts during life lay between Addison’s disease and pernicious 
anemia ; both suggestions proved wrong, for at autopsy syphilitic gummata of the liver 
were found, together with tertiary syphilitic amyloid disease 

Fortunately, buccal pigmentation from cachectic states such as phthisis, cancer, and 
syphilis is rare, though the possibilities 
have to be kept in mind. In the great 
majority of cases, however, if pernicious 
anzmia, arsenic, and negro blood can be 
excluded, Addison’s disease will be dia- 
gnosed correctly if the patient is clearly 
asthenic and ill without any very definite 
physical signs, but with marked pigmenta- 
tion within the mouth. Herbert French. 


PIGMENTATION OF THE SKIN. 
—Anomalies of the natural pigmentation 
of the skin, on the side either of excess or 
deficiency, may be due to irritation of the 
abdominal sympathetic, and_ particularly 
the solar plexus, leading to general pig- 
mentation, or to the exudation or extra- 
vasation of the colouring matter of the 
blood, producing local pigmentation. 
Local pigmentation may be brought about 
by the action of irritants, may result from 
a condition of hyperemia, or may be a 
sequela. of skin eruptions. The most 
familiar errors of pigmentation are covered 
by the term chloasma. This may be either 
idiopathic or symptomatic. Idiopathic 
chloasma is usually caused by counter- 
irritants, such as vesicants, or some other 
form of external irritation, especially 
scratching, as in vagabond’s disease— Fig. 222.—A case of typical exophthalmic goitre, to illustrate 
phtheiriasis : but in some cases it is im- general pigmentation of the skin in this disease. 
possible to trace the cause. Symptomatic 
chloasma is a sequela or an accompaniment of cutaneous eruptions, or is the result of 
abnormal conditions of the uterus or of other abdominal viscera, or of cachexia. It is 
most often met with as chloasma uterinum, which may occur not only in connection with 
pregnancy, but also in association with any form of uterine irritation. The smooth 
yellowish-brown patches are seen most commonly on the forehead, but almost the entire 
face may be involved, and also the trunk and limbs. Somewhat similar irregularities of pig- 
mentation occur in rhewmatoid arthritis, pernicious anemia, Hodgkin's disease, Graves’ s disease 
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(Fig. 222), abdominal tuberculosis, constipation, chronic intestinal stasis,and other disorders of 
the abdominal viscera, and in cases in which arsenic has been given over long periods. In 
Addison’s disease there is a general bronzing of the skin, together with pigment deposits in 
the mucous membranes of the mouth (Plate X XJ), anus, vulva, and urethra; buccal 
pigment, however, does not by itself prove that Addison’s disease is present, for precisely 
similar pigmentation in the mouth is observed in some cases of pernicious anzmia (Plaie 
XXII), of phthisis without suprarenal disease, and of malignant disease ; whilst negro 
blood in the ancestry often causes buccal pigmentation in perfectly healthy persons. 
Pigmentary abnormalities of the skin occur also in cachexia associated with malaria, 
cancer, nodular leprosy, and secondary syphilis—in malaria, a yellowish-brown to black ; 
in cancer, a sallow tint ; in nodular leprosy, a fawn colour early in the disease, and a general 
bronzing at a later stage ; in secondary syphilis, an earthy tint affecting the face. In the 
rare condition known as ochronosis, the skin, cartilages, and sclerotics are blackened, as 


‘Fig. 223.—Extensive syphilitic leucomelanodermia. Fig. 224.—The same case as Fig. 223, seen from behind. 


the result in some cases of alkaptonuria, in others of the prolonged absorption of carboiic 
acid. In hemochromatosis, another rare condition, apparently due to diseases of ‘the 
alimentary tract and liver, the patient may be pigmented from head to foot, the prevailing 
colour being a deep blue-grey slate tint. The diagnosis of urticaria pigmentosa seu nigri- 
cans is generally clear. Pigmentary deposits in the skin form only part of the skin changes 
characteristic of Kaposi’s disease. The pigmentation of bronzed diabetes can scarcely be 
misinterpreted if, when the urine is examined, glycosuria be found ; most cases of this form 
of diabetes have cirrhosis of the liver as well, so that there is a non-teetotal history. 

The diagnosis of the various forms of chloasma is usually easy, though the particular 
cause of the pigmentation can only be deduced, of course, from the general symptoms. 


PLATE XXII 


PIGMENTATION. OF MOUTH WN PERNICIOUS ANAMIA 


Pigmentation of the mucous membrane of the lips, cheek, and palate, in a case of pernicious anemia in which 
ho arsenic had yet been given, Addison’s disease was simulated, but the diagnosis of pernicious anemia was 
confirmed by autopsy. 
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Chloasma can be differentiated from chromidrosis, by observing that in the latter condition 
the colour, which is derived from the exuded secretions, disappears if washed with ether 
or chloroform. In tinea versicolor, and some other fungous diseases which resemble 
chloasma, the patches are not smooth but scaly, and the discoloration can be scraped off. 
The pigmentary syphilide, which may take the form of a diffused brownish hue, brownish 
spots, or dappled patches, is seldom met with except on the neck, but sometimes 
it may take the form of widespread leucomelanodermia (Figs. 223 and 224). Question 
may arise between chloasma and leucodermia (vitiligo) when in the latter condition 
the white areas have spread over the greater part of the body, and are taken for the normal 
colour ; but in leucodermia the border of the area is concave, whereas in chloasma it is 
-eonvex. Moreover, in leucodermia the history is that of the formation of white patches, 
surrounded by a pigmented border, which may spread until large areas, and even the whole 
surface of the body, are affected. 

Leucodermia has in its turn to be distinguished from sclerodermia, morphcea, macular 
leprosy, pigmentary syphilide, and partial albinism. The skin is not stiff and thickened 
as it is in sclerodermia. The edges are not 
streaked with small dilated vessels, making a 
pink or violet border, as in morphea, nor is 
there any intermingling of atrophic striae. The 
patches are not destitute of sensation as in 
nerve-leprosy, nor,~though it has been styled 
‘white leprosy,’ has  leucodermia any other 
resemblance to that affection save the colour 
of the patches. Doubt as between leucodermia 
and a congenital condition like partial albinism 
could only arise by disregarding the history. 
Of albinism itself, whether partial or universal, 
nothing more need be said here ; for though 
it is an abnormality of pigmentation, its true 
character can never be in question. Nor need 
I speak of jaundice, for that condition forms the 
subject of a separate article. 

Discoloration of the skin may be due to the 
prolonged administration of drugs. Thus picric 
acid may turn the skin and the conjunctive 
yellow, arsenic may cause a peculiar greyish, 
brownish or freckle-like pigmentation (ig. 225, 
and Plate VII, p. 64), nitrate of silver may 
set up the condition known as argyria, in which 
the integument and the mucous membrane, par- 
ticularly in situations exposed to light, take on a tae I 

: ; F _ Fig. 225.—Pigmentation of skin from arsenic in a case of 
bluish-grey or greyish-black colour, especially on pernicious anaemia. 
the face and the flexor aspects of the limbs. 
This condition may closely resemble hemochromatosis and similar abnormalities, but the 
history of protracted use of the drug will make the diagnosis clear. Since, however, 
arsenic may be derived from some unsuspected source, as was the case in the peripheral 
neuritis epidemic in and around Manchester due to beer containing it as an impurity, 
chemical analysis of the hair should be made, for arsenic becomes stored up in the hair 
that grows whilst this is being taken. Malcolm Morris. 


PLANTAR REFLEX, EXTENSOR.—(See Basinskr’s SIGN, p. 68.) 


- PLEURAL EFFUSION.—(See Cues, p. 102.) 


PNEUMATURIA—or the passage of gas per urethram, either along with or indepen- 
dently of urine—is a rare symptom, but when it does occur it is very striking, particularly 
in males. 


It may be due to one or other of two entirely distinct groups of causes, namely : 
D o4 
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1. Communication between the rectum, czecum, vermiform appendix, or other part 
of the alimentary canal and the bladder, ureter, or renal pelvis ; either directly, or via an 
intermediate gas-containing abscess cavity. 

2. Infection of the bladder or other part of the urinary tract by micro-organisms that 
produce gas, without there necessarily being any breach of surface of the mucosa. 

When the cause lies in the first group, the patient is very liable to pass faecal material 
at the same time as the gas, and the differential diagnosis between the various possible 
lesions is discussed under FacES PASSED PER URETHRAM (p. 288). It should be added, 
however, that the passage of gas without feces per urethram by no means excludes there 
being a fistulous communication between some part of the alimentary canal and the 
urinary tract ; the fistula may be tortuous, so that gas gets along it, but not feces. It 
may happen, moreover, that a lesion such as appendicitis has led to the formation of a 
local abscess which, owing to its infection by the Bacillus colt communis, contains gas ; 
this abscess may open into the bladder and cause the discharge of pus and gas, but ne 
feeces, per urethram. The same applies to other abscesses which, though not arising pri- 
marily in connection with the bowel, nevertheless occasionally contain gas from infection 
by the B. coli communis—a suppurating hydatid or ovarian dermoid cyst, for instance, or 
a pyosalpinx. 

Sometimes there may be serious doubts as to whether the gas is finding its way into 
the urinary passages from some external source, as above, or whether it is being produced 
in situ. In the absence of any rectal or other pelvic or abdominal evidence of disease out- 
side the bladder, it will be remembered that certain organisms produce gas when they grow 
in urine; notably the Bacillus coli communis, and in glycosuric cases, various yeasts. 
The urine will be examined for sugar, and if it be present, a catheter specimen will be ob- 
tained to see if saccharomyces are present in the bladder-urine ; if so, and if there is no pus 
or evidence of infection by other micro-organisms, the nature of the pneumaturia will be 
clear ; as a rule, in these cases the patient voids urine that is bubbly rather than distinct 
and separate from the gas. If, on the other hand, no sugar is present, a catheter specimen 
will be cultivated to find out whether the B. coli communis is present, and if so, in what 
quantity. If it is, and if no sign of any fistulous communication between any part of the 
bowel, or a gas-containing abscess cavity, and the urinary tracts, can be made out, the pre- 
sumption will be that the pneumaturia is due to coli bacilluria, although the latter is far 
commoner without than with pneumaturia. The urine in these cases may contain very 
little obvious pus and only a trace of albumin ; it may be acid, and not foul smelling or 
ammoniacal ; on the other hand, it may sometimes be so foul and feeculent as to cause 
serious suspicions of a communication between the colon and the bladder, even when there 
is none. A cystoscopic examination will serve to exclude a fistulous opening into the 
bladder, but it may be much more difficult to exclude a similar communication with the — 
higher parts of the urinary tract, especially the renal pelvis. The latter condition is so 
rare, however, that it is wiser to diagnose coli bacilluria only unless there is direct evidence 
of a cause for communication between the bowel and the renal pelvis, such as a carcinoma 
coli. Herbert French. 


PNEUMOTHORAX, or gas in the pleural cavity, may exist with or without clear 
fluid, pus, or blood in the lower part of the pleura at the same time. If there is any kind 
of fluid in the cavity along with the air, the fact is generally made obvious at once, when 
the patient’s thorax is auscultated whilst it is being actively or passively shaken, so as to — 
produce the typical succussion splash, often followed by the ringing sounds made by drops 
of fluid falling from the compressed lung into the pool of fluid beneath. The nature of the 
fluid—hydro-pneumothorax, pyo-pneumothorax, or hzemo-pneumothorax, as the case 
may be—can seldom be diagnosed except by means of an exploring needle and syringe. 
Whether the pneumothorax is or is not associated with any of these fluids, the diagnosis is 
generally easy on account of the deficiency in movement of the affected side of the chest, 
the displacement of the heart in the opposite direction, and hyper-resonance to percussion, 
together with remarkable deficiency or complete absence of the vesicular murmur and 
voice sounds. The coin-tap sound, obtained by placing one silver coin on the chest wall, 
tapping it with another silver coin, and listening through the stethoscope for the ringing 
echo produced, when the sign is positive, may serve to confirm the diagnosis, but it is not 
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essential. Partial pneumothorax, in which complete collapse of the lung is. prevented by 
adhesions, is proportionately more difficult to diagnose, but the same type of physical 
signs, including the coin-tap sound or bruit d’airain, will generally be found in these cases, 
though in less degree than. when the pneumothorax is complete. The x-rays show an 
abnormal clearness corresponding to the air in the pleural cavity (Fig. 226.) It is not 
sufficient, however, merely to diagnose pneumothorax ; its cause has to be determined 
from amongst the following :-— 

Phthisis : (a) early, (b) late. 

Rupture of an emphysematous bleb. 

Gangrene of the lung with necrosis of the pleura. 

Empyema ruptured through the lung. 

Instrumental: e.g., after tapping a pleural effusion. 

Stabs, or gunshot wounds of the chest wall. 

Epithelioma of the cesophagus ulcerating into the pleura. 

Gastric ulcer or carcinoma ventriculi, leaking so as to produce a gas-containing 
-subdiaphragmatic abscess, which in its turn may perforate the diaphragm and cause a 
pneumothorax. 

Infection of the pleural cavity by gas-producing organisms, such as the Bacillus coli 
communis. 


Fig. 226.—Skiagram of a right-sided pyopneumothorax (left side of the skiagram). Note the horizontal upper 
level of the pus (black) and the clearness of the pneumothorax above it. (Skiagram by Dr. Lindsay Locke.) 


The commonest cause by far is phthisis; and when the occurrence of the pneumo- 
thorax does give rise to symptoms, it is generally due to comparatively early phthisis ; 
indeed, when it comes on acutely with sudden lancinating pain in one side of the chest, 
associated with rapid shallow breathing, and cyanosis with or without hemoptysis in a 

young apparently healthy adult, it is almost certain that the patient has a tuberculous 
focus at one apex, even though, as frequently happens, there have been no abnormal sym- 
ptoms previously, such as cough or night sweats, and even though absolutely no abnormal 
physical signs can be detected at the apex of the other lung. There may be a little sputum, 
and in this tubercle bacilli may be detected. 

When pneumothorax is attributed to rupture of an emphysematous bleb, there must 
always remain in the physician’s mind a serious doubt as to whether it is not really due to 
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a bleb in the immediate neighbourhood of an undiagnosable tuberculous deposit, and the 
case should be treated as one of potential phthisis. 

If the tuberculous process in the lung has made considerable advance pneumothorax 
is far less common, because there will almost certainly have been pleurisy with thickening 
and adhesions sufficient to prevent pneumothorax occurring ; nevertheless, in some such 
cases pneumothorax does develop, and the diagnosis of its cause is easy both on account 
of the abnormal physical signs and of the sputum with the tubercle bacilli in it. In a 
later stage still, the occurrence of pneumothorax may cause very little additional disturb- 
ance, on account of the extent of lung already diseased, and although its cause would be 
obvious enough, the occurrence of the pneumothorax often escapes detection. 

When the patient has had a pleuritic or pleural effusion tapped, detection of air free 
in the pleural cavity next day is by no means uncommon ; it does not follow that this air 
has leaked in through the tapping instrument, for it is quite as commonly derived from 
the rupture of superficial alveoli which have been re-expanded rather too rapidly in the 
withdrawal of fluid by the aspirator. The air generally becomes reabsorbed in a few 
days, and the temporary pneumothorax is of little significance. 

Similar escape of air into the pleural cavity, as the result of cuts, stabs, fractured ribs, © 
or gun-shot wounds, is remarkably rare; this rarity depends upon the fact that the two 
layers of pleura tend to cohere in a way similar to that which makes two thin sheets of 
Indian paper difficult to separate, so that when an injury from outside penetrates one layer 
it nearly always perforates both, and air from within the lung escapes into the subcutan- 
eous tissues instead of into the pleural cavity, and produces surgical emphysema instead 
of pneumothorax. It rarely happens that an injury separates a sufficient area of the two 
layers of pleura one from the other to cause a pneumothorax. 

All the remaining causes of pneumothorax in the list above are uncommon, and 
none of them will arise without there having been other symptoms to indicate the nature 
of the malady. It is possible for an empyema to rupture into a bronchus, and so lead to 
the sudden expectoration of much foul pus, without any pneumothorax arising, or at least 
none of any extent, because for such an empyema to rupture into the lung it must have 
been shut off all round by firm pleural adhesions. When pneumothorax results from 
gangrene of the lung due to any cause (p. 259), it is but a terminal factor in an already 
serious disease, and may even pass without recognition on account of the severity of the 
symptoms already existing in the case. Gas-containing abscesses beneath the diaphragm, 
such as may either perforate directly into the pleural cavity or lead to-infection of that 
cavity by the Bacillus coli communis or other gas-forming organism, never arise suddenly, 
but are preceded by a simple or malignant ulceration of either the stomach, duodenum, or 
colon, the symptoms of which will generally have existed for days, weeks, or months ; so 
that if the possibility of gas appearing in the pleural cavity in this way is borne in mind, 
the diagnosis of its origin need not be difficult. The w-rays may serve to show a large gas 
bubble below the diaphragm as well as gas in the pleural cavity, and that the gas bubble 
is not intragastric may be demonstrated by filling the stomach with a bismuth meal and 
finding that the gas bubble does not become blackened. Herbert French. 


POLYCYTHAMIA is the term used to denote a material increase of the red cor- 
puscles above their normal number per cubic millimetre of blood. In males they should 
average 5,000,000 per c.mm.; in females, 4,500,000. Any considerable increase above 
these figures, for instance up to 6,000,000 per c.mm., or more, constitutes polycythemia. 
Figures as high even as 14,000,000 are reached sometimes. The following are some of the 
conditions in which polycythemia occurs :— 

1. Congenital heart disease of the type spoken of as morbus cceruleus—generally due 
to pulmonary stenosis (see Fig. 46, p. 111, and Fig. 67, p. 157.) 

2. Persons who live in high altitudes. 

3. Patients afflicted with chronic shortness of breath, with a tendency to periodic 
cyanosis, particularly cases of (a) mitral stenosis, (b) fibroid lung with and without bron- 
chiectasis, (c) chronic bronchitis and emphysema, (d) spasmodic asthma, (e) some renal 
cases. 

4, Patients who have recently lost a quantity of fluid from the tissues, the result of 
such conditions as (a) severe vomiting, e.g., the uncontrollable vomiting of pregnancy ; 
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(b) severe diarrhoea, e.g., the summer diarrhoea of infants, cholera, ptomaine poisoning, 
arsenic ; (c) inability to obtain fluid to drink, especially if there exists already a disease 
tending to polyuria, such as diabetes mellitus, diabetes insipidus, or granular kidney. 

5. From the prolonged use of certain drugs, especially acetanilide, veronal, and some 
others of the type that may cause methemoglobinuria (p. 284). 

6. Splenomegalic polycythemia. 

As a rule, the diagnosis of the cause of polycythemia in a given case is not difficult. 
When it is due to congenital heart disease it is nearly always associated with an extreme 
degree of cyanosis without proportionate dyspnea, and with clubbing of the fingers, both 
these dating from birth or early childhood. The patient is generally young, though some 
survive into adult life. There is not always a cardiac bruit, and the precise lesion will 
then be obscure ; often, however, percussion shows increased cardiac dullness to the right 
of the sternum, and upwards towards the second left rib, indicating increased size of the 
right auricle and ventricle ; and in most cases there is either a loud rumbling or blattering 
systolic bruit of pulmonary stenosis, heard loudest in the second left space close to the 
sternum, but also audible over the greater part of the precordial region, and often over 
both sides of the chest in front and behind ; or else a very similar universal systolic bruit, 
differing chiefly in having its maximum intensity either behind the sternum between the 
two fourth ribs, or else in the fourth left intercostal spaces close to the sternum, indicative 
of patent septum ventriculorum. These two lesions may both be present in the same 
patient, and they are the commonest cause in cases of morbus coeruleus that survive 
infancy. The red corpuscles seldom number less than 6,000,000 per c.mm., and in some 
cases they have been no fewer than 14,000,000 per c.mm. The percentage of hzemo- 
globin is also increased greatly, but usually to a less degree than are the red cells, so that 
the colour index falls below 1. This applies to nearly all causes of polycythemia. There 
is no simultaneous increase in the number of leucocytes per c.mm., and the differential 
leucocyte count falls within the normal limits. It is noteworthy that cases of persistent 
ductus arteriosus seldom present either cyanosis, clubbed fingers, or polycythzmia. 

Residence at high altitudes often causes polycythemia. The increase is seldom 
extreme, but the red cells not infrequently reach 6,000,000 or more per c.mm. This rule is 
not by any means universal, however, though upon the whole the higher the altitude the 
higher the normal average number of red cells per c.mm., particularly in those who have 
resided long and continuously in the mountains. The individuals are not ill; it is merely 
that their red cells stand at a higher figure normally than do those of dwellers nearer sea level. 

Quite apart from the presence or absence of anasarca, patients suffering from chronic 
lesions which tend to produce dyspnoea are also very apt to have polycythemia, particu- 
larly when the lesion causes marked redness of the lips. This is well seen in many cases of 
mitral stenosis when there has been a tendency to failure of compensation for some time 
past. There is no similar polycythemia in aortic cases unless mitral disease is present as 
well, and the red cells are much less increased in mitral regurgitation than in mitral stenosis. 
In the latter they often reach 6,000,000 or even 7,000,000 per c.mm., and it would seem to 
be an attempt on nature’s part to try and compensate for the failing circulation by dis- 
tributing the hemoglobin over a larger corpuscular area. The same explanation probably 
accounts for the similar polycythemia due to morbus cceruleus, and to high altitudes, and 
to certain cases of fibroid lung, bronchiectasis, emphysema, chronic bronchitis, renal disease 
with chronic dyspnoea, and spasmodic asthma, in which some degree of polycythemia, 
though not the rule, is sometimes met with, just as it is in mitral stenosis. The colour 
index is less than 1, for although the hemoglobin is increased, it is less so than are the red 
cells. The leucocytes remain unaltered. The polycythemia will seldom if ever be the 
most prominent symptom in the case, so that the diagnosis will nearly always have been 
made upon other grounds—the presystolic bruit at the impulse ; the displacement of the 
heart towards that side where the lung presents an impaired note, with or without crackling 
rales and bronchial breathing; and so on. The maintenance of the polycythemia is 
important, however, and therapeutic measures should be directed to this end, for many 
cases of mitral stenosis with 5,000,000 red cells per c.mm. are relatively anemic ; they 
should have 6,000,000 or more. 

The effect of cholera, ptomaine poisoning, arsenic, summer diarrhea of infants, severe 
ihirst that cannot be assuaged, the towwmia of pregnancy, and so on, in concentrating the 
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blood by withdrawing or withholding fluid from it, and thus producing some degree of 
polycythemia, is an acute condition which is to be counteracted by continuous saline in- 
fusion or some similar method of restoring fluid to the tissues. The polycythemia seldom 
reaches any marked degree except in quite early stages, for instance, in cholera ; later, 
the red cells disintegrate more rapidly than they are replaced. In measuring the concen- 
tration of the blood in these conditions, it is of less value to count the red cells than to 
measure the specific gravity. This is done most readily by the chloroform and benzene 
method. The specific gravity of chloroform is high, that of benzene is low, and by mixing 
the two in different proportions it is possible to obtain fluids of every intermediate specific 
gravity. A mixture of the two of the normal specific gravity of the blood, viz., 1056, is 
made, and poured into a specimen glass of sufficient depth to allow a urinometer to float 
in it. For strict accuracy, certain corrections in the readings of the ordinary urinometer 
are required, but for emergency use the instrument will serve. The lobule of the patient’s 
ear is pricked, a large drop of blood is allowed to fall into a suitable small cup or other 
receiver containing some of the chloroform-benzene mixture, and thence transferred to the 
main bulk of the fluid in the specimen glass. If the blood-drop sinks, more chloroform 
must be added; if it floats, more benzene ; ultimately a point is reached at which the 
blood-drop neither sinks nor floats; the specific gravity of the chloroform-benzene mix- 
ture is then the same as that of the blood. In cases of collapse from loss of fluid there 
is a rise in the specific gravity of the blood even when there is no polyeythemia,—and 
the greater the rise, the greater the need for infusion. 
Splenomegalic polycythemia is a somewhat rare condition that is also termed erythre- 
mia, or erythrocythemia. Its name suggests its main features, which are: Enlargement 
of the spleen, increase in the red cells up to as many as 10,000,000 per c.mm., or even more, 
and duskiness or lividity of the face (Plate XX1X, p. 634) and of the extremities. The 
nature of the malady is still obscure, though some regard it as due to disease of the bone- 
marrow. It affects adults and females rather than children and males, and its course is 
chronic. It only remains to add, that whereas to be typical the spleen must be enlarged, there 
are cases, probably of the same affection, in which, without the spleen becoming palpable, 
the only definite clinical signs are progressive lividity and polycythemia. Herbert French. 


POLYDIPSIA.—(See Tuirst, ExTrEemeE, p. 719.) 


POLYURIA.—The term polyuria signifies the passage of more than the average 
amount of urine per diem. It may be either (I) Transient, or (II) Continued. It is impor- 
tant not to mistake frequency of micturition for polyuria, for although the latter almost 
necessarily causes the former, there are many conditions that lead to frequency of micturi- 
tion without polyuria—for example, tuberculous ulceration of the bladder, enlargement of 
the prostate, or urethral stenosis, in all of which urine may be passed frequently, but in 
small quantities at a time. In case of doubt the total amount of urine passed in each 
period of twenty-four hours should be measured. The normal limits are very wide, the 
average being about 50 ounces per diem, more being passed in cold weather than in warm, 
during rest than after exercise, waking than sleeping, and after drinking than after taking 
little fluid by the mouth. The point at which polyuria begins is arbitrary ; if a patient 
passes 70 ounces or more per diem it is almost certain to attract attention, and therefore 
to merit the term polyuria. In degree, the polyuria due to causes in Group I seldom 
exceeds 100 ounces a day; some of the causes in Group II, especially diabetes mellitus 
and diabetes insipidus, may cause polyuria to the extent of 200 ounces, or even 300, 400, 
500, 600, or more, per diem. 

In arriving at the differential diagnosis of the cause in any given case, one of the first 
points to note is whether the polyuria is persistent ; or whether, even if recurrent, it is 
transient. Any of the causes that usually give persistent polyuria may in some individuals 
produce the symptom intermittently, but upon the whole one may classify the causes of 
polyuria as follows :— 


I. CAUSES OF TRANSIENT POLYURIA. 


1. After drinking abundance of water or other fluid. 
2. After drinking fluids containing diuretic principles, such as alcohol (wine, malt liquors, 
spirits) ; caffeine (tea, cocoa, coffee); citrates or tartrates (artificial lemonades). 
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3. As the result of nervousness, or of nervous attacks, such as :— 
(a) Medical examination for life assurance 
(b) Preparation for some physical or mental competition 
(c) Hysteria, especially during recovery from an acute outburst 
(d) Neurasthenia 
(e) After an epileptic attack 
(f) After migraine 
(g) After an asthmatic attack 
(h) After an attack of angina pectoris 
(i) Periodic polyuria, apparently without cause. 

. Hydronephrosis, with periodic emptying of the renal sac. 

. The cold stage of a malarial attack. 

_ In some cases of convalescence from a febrile illness, such as enterica. 

_As the result of the clearing up of extreme cedema or serous effusions,—for 
instance, during recovery from acute nephritis ; mitral stenosis, with heart 
failure ; cirrhosis of the liver, and so on ; especially if the fluid clears up 
quickly after giving diuretic remedies, such as blue pill, digitalis, calomel, 
copaiba resin, potassium salts, diuretin, sodium-theocin-acetate, uva ursi, 
broom tops, or dwarf elder. 


IOs 


When the cause lies in Group I its nature is generally obvious, though it is essential 
to examine the urine carefully for sugar, albumin, and renal tube-casts, for purposes of 
exclusion. Nevertheless, the diagnosis may be in doubt until the course of the symptom 
has been watched for a while. For instance, polyuria may seem to be due to profuse 
drinking, when really the kidneys are granular and contracted ; or in a life insurance case, 
nervousness may seem to be the cause, when there has really been a bout of drinking ; or, 
again, the drinking may be secondary to the extreme thirst produced by diabetes insipidus. 

Excessive Drinking.—When due to drinking water, tea, wine, spirits, or artificial 
lemonades, the polyuria ceases when the drink in question is limited. 

Nervousness.—The history and circumstances of the case, together with the absence 
of signs of gross disease of heart or kidneys, will be the main factors in deciding whether 
the polyuria is caused by excitement, nervousness, hysteria, or neurasthenia. 

Epilepsy.—The character of the convulsive seizures, their recurrence at intervals, 
and the influence of bromides upon them, will serve to diagnose epilepsy, for polyuria in 
association with the latter nearly always follows immediately after an attack of grand mal. 
It may, however, be associated with petit mal, or even be the chief phenomenon in some 
cases of epilepsy. 

Migraine.—The diagnosis of migraine depends on the history of the case and the 
absence of optic neuritis and other evidence of gross intracranial disease. 

Asthma.—Asthma is sometimes.easy to diagnose, sometimes very difficult ; it may 
be mistaken for recurrent bronchitis, cardiac dyspncea, renal dyspnoea or uremic * asthma,’ 
mediastinal new growth, thoracic aneurysm, thymic ‘ asthma,’ laryngeal papilloma or 
fibroma, foreign body in the air-passages, syphilitic stenosis of a bronchus, goitre, or 
hysteria. It so frequently develops into emphysema and bronchitis that one is apt to 
forget that the essential symptom of asthma is dyspnoea, and not cough. To diagnose a 
difficult case it may be necessary to examine the chest with the x-rays to exclude aneurysm 
and new growth ; to examine the larynx and voeal cords ; the heart, the retine, and the 
urine to exclude renal and cardiac mischief; and even then, doubt may remain unless 
there is a clear and typical account of the nature of the earlier attacks in a patient who has 
had recurrences for years, and who is relieved by cocaine sprays to the nose, by ethereal 
tincture of lobelia, by inhalations of stramonium fumes, by injections of small doses of 
adrenalin, or by other anti-asthmatic remedies ; EosINOPHILIA (p. 218) is more likely to be 
found during an attack of asthma than as the result of any of the other conditions that 
may simulate it. The polyuria occurs in by no means every case ; when it does so, it 
generally follows immediately after an attack, and this applies also in cases of angina 
pectoris, the diagnosis of which is not difficult when the acute attacks of precordial pain 
radiate upwards and outwards to the left shoulder and down the left arm, and when there 
is evidence of an aortic lesion, or of atheroma and arteriosclerosis with high blood-pressure. 
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Periodic Polyuria, apparently without cause, is a condition which is regarded by 
some as a Clinical entity ; the diagnosis must always be difficult to be sure of however, 
and the more carefully a cause is looked for, the fewer will be the cases remaining in this 
category ; it will be found that some are due to epilepsy ; others to secret drinking ; 
others to granular kidney ; others to hydronephrosis, and so on. 

Hydronephrosis, with periodic emptying of the renal sac, is the chief cause of typi- 
cally periodic polyuria. The diagnosis is arrived at by having the urine measured care- 
fully each day, and by palpating the loins bimanually for evidence of renal enlargement. 
When a kidney swelling can be detected, and when this increases in size at the same time 
that less urine is being passed, whilst it materially decreases on the days when the polyuria 
occurs, the diagnosis of hydronephrosis or pyonephrosis is clear; and the distinction 
between the two depends on whether there is or is not pyuria. The commonest causes 
for hydronephrosis are movable kidney and renal calculus; and the #-rays often serve 
to distinguish the latter from the former. 

Fevers.—The polyuria that occurs during the cold stage of a malarial attack is 
replaced speedily by the opposite condition when the hot stage is reached ; the diagnosis is 
afforded by the circumstances of the case, such as residence in a malarial district and pre- 
vious attacks of the malady ; by the discovery of malarial parasites in blood-films ; by 
the absence of leucocytosis, the relative increase in the large lymphocytes in the differen- 
tial leucocyte count, and by the beneficial effects of quinine upon the disease. Polyuria 
during convalescence from other fevers, such as enterica or pneumonia, is not uncommon ; 
it is a phenomenon that may attract some attention at the time, but it seldom gives rise to 
difficulty in diagnosis. 

(Edema and Diuretics.——The considerable polyuria that often results in renal or 
cardiac cases when cedema is clearing up under treatment is noteworthy, but the diagnosis 
is not, as a rule, difficult. If the polyuria is due merely to the excretion of accumulated 
fluid it will cease when there is no longer any cedema ; whilst if it is due to granular kidney, 
or other underlying malady, it will continue even after the cedema has gone. 


II. CAUSES OF CONTINUED POLYURIA. 


1. Diabetes mellitus. 
2. Red granular contracted kidneys. 
3. Arteriosclerosis. 
4. Pale granular contracted kidneys. 
5. Lardaceous or amyloid kidneys. 
6. Cystic kidneys. 
7. Diabetes insipidus : 
(a) Due to no gross nervous lesion 
(6) Due to tumour or injury of the medulla oblongata. 
8. Incorrigible drinking of beer or spirits. 
9. Phosphatic diabetes. 
10. Azotic diabetes. 
11. Some cases of acromegaly. 
12. Some cases of myxcedema. 


Diabetes Mellitus.—A very important step in the diagnosis is to examine the urine 
carefully. If sugar is present, a diagnosis of diabetes mellitus will be made, especially 
if diacetic acid and acetone are also present, and the specific gravity is between 1035 and 
1045. Some authorities distinguish in kind as well as in degree between what they 
term true diabetes mellitus on the one hand, and alimentary glycosuria on the other, 
though others hold that these differ only in degree ; it is chiefly in severe diabetes of young 
people that polyuria is marked, something between 100 and 600 ounces of urine being 
passed per diem ; in elderly people with glycosuria the polyuria is often slight; in these 
cases the specific gravity need not be above the normal, and diacetic acid and acetone are 
generally absent. If no sugar is present upon one occasion it may be on another, so that 
several examinations may be required. 

Albuminuria.—If albumin is present, and the polyuria cannot be attributed at once 
to anything so obvious as the clearing up of cedema or the administration of a diuretic, 
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a careful microscopical examination of the centrifugalized deposit for renal tube-casts 
should be made ; if the latter are absent, and if the patient is a young adult male, who 
seems to be in good health, whose heart and other organs present no abnormal physical 
signs, and whose polyuria troubles him chiefly at times of excitement, for instance when 
he is in for an examination, the diagnosis is very likely to be that of * functional’ or 
‘ physiological ’ albuminuria, in which case repeated tests will show that the urine is often 
quite free from albumin, especially the first thing in the morning, and the blood-pressure 
would not be raised. If, on the other hand, more than an occasional renal tube-cast was 
found, and the albumin and polyuria were persistent, the diagnosis of red granular 
contracted kidney, arteriosclerosis, pale granular contracted kidney, lardaceous kidney, or 
eystic kidney would suggest itself. The differential diagnosis between these is discussed 
under ALBUMINURIA (p. 6, et seq.). 

Diabetes Insipidus.—If neither albumin nor sugar is found, even on repeated testing, 
and if the polyuria is extreme and persistent, whilst the specific gravity of the urine is con- 
stantly low (1004 to 1008), a diagnosis of diabetes insipidus will suggest itself. Before 
- this diagnosis is made finally, however, precautions must be taken to determine that the 
patient’s thirst and polyuria are not due to habits of drinking to excess: it may be diffi- 
cult to decide this in cases in which alcoholic beverages are consumed ; but when the 
patient is a water-drinker, and yet cannot do with less than 8 or 10 pints a day, the drinking 
is probably a necessity, and not a habit ; and diabetes insipidus is the probable diagnosis. 
In cases of doubt, the difficulty can be decided by restricting the intake of fluid and deter- 
mining the specific gravity of the blood. This should be about 1056, and in a case where 
polyuria is due to drinking habits, restriction of fluids will not alter it materially ; in a 
case of diabetes insipidus with restricted intake of fluids, however, the drain of the latter 
from the blood still goes on, and the specific gravity rises to 1060, or 1065, unless the patient 
is allowed fluid by the mouth again. 

There are two classes of diabetes insipidus, according as there is, or is not, a gross 
lesion of the central nervous system. If the malady follows on a fractured base of the 
skull, or if there are vomiting, headache, optic neuritis, or other symptoms of cerebral 
tumour, there is probably a gross lesion of the base of the brain in or near the medulla 
oblongata—thrombosis, softening, hemorrhage, small aneurysm, gumma, glioma or other 
neoplasm. In other cases, the complaint arises after a fright or shock, or even without 
any apparent cause, and there seems to be no gross lesion to account for it. 

Phosphatic and Azotic Diabetes.—Another point that needs investigation in a 
case suspected to be diabetes insipidus, is the amount of solids excreted daily in the urine. 
In ordinary diabetes insipidus the total solids are normal, the only increase being in the 
water. There are rare cases in which, in addition to polyuria, there is a great increase in 
the total solids in the urine also—so-called baruria. Rare though these cases are, they 
have been divided into two types, namely, those in which the inorganic salts are most in- 
creased—phosphatic diabetes (p. 522), and those in which the nitrogenous constituents 
are augmented mainly—azotic diabetes. The diagnosis here depends mainly on quan- 
titative estimation of the various urinary substances. 

Acromegaly and Myxeedema.—It only remains to add that symptoms not unlike 
those of diabetes insipidus have sometimes arisen in cases of acromegaly and in myxce- 
dema. There is probably a nervous factor in both cases, coupled in myxcedema with 
dryness of the skin, and consequent deficiency in perspiration ; whilst in acromegaly there 
is the tumour-like enlargement of the pituitary body which may cause polyuria like any 
other lesion near the medulla oblongata. The diagnosis of acromegaly may be confirmed 
by the a-rays, which will show the great enlargement of the bones of the hands, feet, and 
head, or even perhaps of the pituitary fossa itself ; whilst in myxcedema, if the general 
symptoms, the pseudo-cedema of the legs, the acquired dullness of intellect, the increasing 
weight, and the broadening of the features (Fig. 104, p. 234), the fingers, and the hands, do 
not at once indicate the nature of the complaint, the beneficial effects of treatment by 
thyroid extract may serve to clinch the diagnosis. Herbert French. 


PRECORDIAL PAIN. 


PRIAPISM signifies erection of the penis, continual, of troublesome degree, and not 
necessarily accompanied by sexual desire. Though generally spoken of in connection 


(See PAIN IN THE CHEST, p. 430.) 
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with the male sex, a precisely similar affection may occur in the female clitoris. The 
symptom is not often by itself of diagnostic importance, though it may be due to a con- 
siderable number of different causes. Most of the latter need be little more than enumer- 
ated, for if they are borne in mind they will nearly always lead to a speedy diagnosis. Two 
in particular merit special mention, however. The first is priapism in elderly men. In 
some such cases there may be enlargement of the prostate, or local inflammation such as 
gouty urethritis, but in many the priapism seems to occur, without pathological cause, as 
a sort of final outburst of sexual energy before the onset of senile impotence. 

The other special condition under which priapism may be extreme is after injury to 
the upper dorsal region of the spinal cord. The damage may be so serious as to have pro- 
duced a fracture dislocation of the spine with paraplegia, in which case the diagnosis will 
be obvious ; short of this, however, there may have been only a minor degree of injury, 
with contusion and perhaps multiple small hemorrhages into the substance of the cord, in 
association with which priapism may in some instances be very pronounced and last for 
weeks or months before recovery occurs. 

For the rest, the causes of priapism may be summarized briefly according to age 
periods, the chief being :— 


Priapism in infancy :— 
Phimosis Posthitis 
Oxaluria Calculus, urethral or vesical 
Worms, especially oxyuris vermicularis | Certain conditions of mental deficiency 
Balanitis Circumcision. 


Priapism at puberty :— 
The changes in the genital organs associated with the onset of puberty. 
Priapism in young adult life :— 


Sleeping on the back Fracture of the dorsal spine 

Non-emptying of the bladder when full | Transverse myelitis of the upper dorsal region 
Ill-fitting trousers Spinal meningitis 
Sexual excitement Certain aphrodisiac drugs :— 


Gonorrbaea Cantharides 
Epilepsy Turpentine 
After circumcision Alcohol, especially port wine in some 
Masturbation persons, champagne in others 
Convalescence from an acute disease Strychnine 
Tetanus Cannabis indica 
Hydrophobia Camphor 
Leukemia ; Phosphorus 
Thrombosis of the pampiniform plexus | Damiana. 
Priapism in older men :— 
The male menopause 
Local irritation as the result of :— 
Gouty urethritis / Hemorrhoids 


Enlarged prostate A loaded rectum. 


Hemorrhage into the middle lobe of the cerebellum 
Lesions of the pons varolii 


Very seldom indeed will priapism be the only symptom in the case; the diagnosis 
will be made from the history and from the other symptoms. Herbert French. 


PROLAPSE OF THE UTERUS.—As a matter of practical fact, the uterus only 
descends as a result of a much wider displacement of all the movable structures which go 
to make up the pelvic floor. This is composed of a movable or pubic portion, and a fixed 
or sacral portion, and it is descent of the pubic portion which produces the actual lesion 
known as prolapse of the uterus. In other words, the uterus only descends because it is a 
part of the pubic portion of the pelvic floor. The uterus, bladder, and anterior vaginal 
wall are normally kept in position chiefly by the connective tissue sheaths which accom- 
pany the blood-vessels supplying them, and it is injury and stretching of this connective 
tissue which allows of descent of the organs named. There is no doubt, however, that 
injuries to the fixed portion of the pelvic floor, the perineal body, and levatores ani muscles 
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and their fascize, will contribute something to the facility with which the structures 
mentioned may descend. In practice, therefore, prolapse of the uterus and descent of the 
pelvic floor lead to the appearance of a swelling at the vaginal orifice. There are other 
swellings which come down the vagina and appear at the vulva, and from them, therefore, 
prolapse of the uterus has to be diagnosed. These swellings are: (1) Hypertrophic elonga- 
tion of the cervix uteri; (2) A tumour protruding from the vagina ; (3) Inversion of the 
uterus ; (4) Cystocele and rectocele ; (5) Extroversion of the bladder. 

Hypertrophy of the Cervix may be of the vaginal, the intermediate, or the supra- 
vaginal portion. The first is always congenital, and consists of elongation of the portio 
vaginalis. It may protrude from the vaginal entrance, but the vaginal fornices will be 
found unaltered at their usual level, and the sound will pass an increased distance propor- 
tionate to the length of the portio. The os uteri forms the apex of the protrusion. The 
fundus remains at its usual level. In hypertrophy of the intermediate portion the anterior 
fornix of the vagina is carried downwards with the cervix and may be obliterated, whilst 
the posterior fornix remains at its usual level, because the elongated portion lies between 
“the insertion levels of the anterior and posterior vaginal walls. The sound passes an 
increased distance, and the os uteri forms the apex of the protrusion. The fundus remains 
at its usual level. In hypertrophy of the supravaginal portion both fornices are carried 
down with the cervix, and both may be obliterated. The bladder is displaced down- 
wards, but the rectum does not descend. The fundus uteri will be found on bimanual 
examination to be at its usual level, whilst in true prolapse the fundus uteri descends as 
a whole with the rest of the uterus. It is common for some prolapse of the uterus as a 
whole to accompany elongation of the cervix, and this can be appreciated only by a care- 
ful bimanual examination. 

A Tumour protruding into or from the vagina is most commonly a fibromyoma of 
the uterus. It may be a pedunculated growth either of the cervix, or protruding through 
it, in either case hanging free in the vagina. It may grow from the cervix in the connec- 
tive tissue in front, between the uterus, bladder, and anterior vaginal wall; or behind, 
between the uterus, rectum, and posterior vaginal wall; in either case the vaginal wall 
is stretched over the growth. The uterus will be felt high up. When the pedunculated 
growth is protruding from the os the hard ring of the cervix is felt encircling the pedicle. 
In the case of sessile interstitial growths, the cervix is high up in front or behind the 
growth, as the case may be, and if the tumour is a large one, may be out of reach 
altogether. In any case there is no descent of the uterus, and it may even be higher than 
usual. The growth may be a fibroid growing from the vaginal wall, a mucous polypus of 
the cervix, or a malignant growth. 

Inversion of the Uterus may be chronic, or may occur immediately after labour as 
an acute condition which could hardly be mistaken for anything else, except perhaps 
extrusion of a fibroid immediately after delivery. In the latter case the tumour protrudes 
through the cervix, whilst the whole uterus can be felt above it bimanually, whereas in 
inversion the uterus turns inside-out, partially or completely, a cup-shaped depression is 
felt above instead of the rounded fundus, and a finger or the sound will only pass a short 
way by the side of the mass, or not at all if inversion is complete. Both conditions may be 
accompanied by hemorrhage, but that with inversion may be exceedingly severe. Acute 
inversion is always accompanied by great shock, whilst extrusion of a fibroid is not. 
Chronic inversion is more likely to be mistaken for prolapse or a polypoid fibromyoma. 
It is distinguished from prolapse in that the uterus does not necessarily descend as a whole, 
the cervical ring is felt high up in its usual position, and the sound will only pass a short 
distance all round the protruding mass, according to the degree to which the uterus is 
inverted. A cup-shaped depression, instead of the rounded fundus, is felt in the vaginal 
vault by a hand on the abdominal wall. 

Cystocele and Rectocele more often accompany prolapse of the uterus, but may 
occur independently of it. They are essentially bulgings of the anterior or posterior vaginal 
walls towards or through the vaginal entrance, the bladder or rectum being attached, and 
following them of necessity. A sound passed into the bladder, or a finger in the rectum, 
will directly enter the bulging vaginal wall, whilst the uterus will be felt bimanually above 
in its normal position. 

Extroversion of the Bladder can occur either through a congenital defect in its 
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wall, or through an injury to its basal portion ; for instance, in removing a growth from 
the vaginal wall a gap may be left in the bladder through which extroversion may occur. 
The mucous membrane will be exposed in the vagina, and on it will be seen the two orifices 
of the ureters, with urine issuing by intermittent jets. The uterus in such a case may 
have its normal position. Thos. G. Stevens. 


PROPTOSIS.—(See Exornrnatnmos, p. 229.) 

PRURITUS.— Itching may occur without visible lesions of the skin, save those due 
to scratching, or may be associated with various cutaneous eruptions. It is to the former 
condition that the word ‘ pruritus’ should be restricted. The diseases of which itching 
is a symptom may be either neuroses, such as hysteria, hypochondriasis, and other affec- 
tions of the nervous centres, or general nutritive disorders affecting the nervous system 
secondarily, such as arthritism and diabetes mellitus ; or the irritation may be set up by 
the attacks of parasites, or by definite skin lesions. Itching varies in character: it may 
be interpreted by the patient as a tingling, or pricking, or as a formication—a feeling as of 
insects crawling on the skin. It varies also in degree, from a mild sensation which is wel- 
come to the patient from the pleasure he finds in scratching, to an irritation so severe and 
persistent as to endanger his life from sleeplessness, or his reason from the nervous irrita- 
bility which it sets up. The affections in which itching is slight are seborrhcea, erythema, 
pityriasis rubra pilaris, and pemphigus ; it is more severe, in varying degrees, in eczema, 
prurigo, some cases of psoriasis, dermatitis herpetiformis, dermatitis gestationis, applica- 
tion dermatitis, lichen planus, lichenization, lichen urticatus, pityriasis rubra, mycosis 
fungoides, pityriasis rosea, cheiropompholyx, chilblain, prickly heat, tinea marginata, 
urticaria, scabies, the various kinds of pediculosis, flea-, mosquito-, and bug-bites, jellyfish 
and other stings.. Even in the affections in which it is usually severe it varies much in 
degree in different cases. Itching seldom has any distinct diagnostic value, but in cases in 
which the cutaneous lesions may admit of more than one interpretation, its presence or 
absence may suffice to turn the balance. Syphilides hardly ever itch. 

Pruritus proper may be general or local. Of general pruritus there are four varieties 
—pruritus universalis, pruritus hiemalis, pruritus senilis, and bath pruritus. The local 
varieties affect chiefly the anus, the vulva, and the scrotum, but the nares, the palms of 
the hands, and the soles of the feet may be the seat of the irritation. One of the most 
curious forms of pruritus is that which is associated with bathing. According to Stelwagon, 
who has made it a subject of special study, it most commonly affects the legs from the hips 
downwards ; but the forearms also may be involved, and it may have even wider range. 
It is an affection of adolescence and adult life, and is more frequent in males than in 
females. 

If no lesions of the skin are present save those which can be accounted for, directly or 
indirectly, by the scratching, the diagnosis of pruritus ‘ imposes itself.’ Care must, how- 
ever, be taken to exclude all possible sources of parasitic irritation ; and it must always 
be remembered that lice and acari sometimes find harbourage in the most unexpected 
quarters. If the scratches are on the shoulders, or in the genital region, the presence of 
lice must be suspected ; if on the wrists and between the fingers the burrows of the Acarus 
scabiei must be sought for. Some patients, without developing actual urticaria, suffer 
from severe itching after the ingestion of certain foods, notably strawberries, or crab. 
After serum injections pruritus may be extreme, especially about the ninth day, though 
urticaria generally accompanies it. Pruritus from the irritation of sugar (grocer’s itch), 
or of primula obconica or rhus toxicodendron (gardener’s itch); or of satin wood sawdust 
(carpenter’s itch) ; or of some kinds of soaps; or of the hairs of some caterpillars, may 
or may not be associated with objective evidence of dermatitis. Only when careful inves- 
tigation fails to reveal any local source of irritation should the case be 7 . ws one of 
pruritus pure and simple. Malcolm Morris. 


PTOSIS is the term applied to drooping of the upper eyelid with inability to raise it to 
the full extent (Figs. 227, 228, 229, 230); it must not be confused with the inequality 
of the palpebral apertures sometimes observed in people accustomed to screw up one eye. 

It is usually caused by paralysis of the third nerve, in which case it may also be 
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associated with paralysis of other ocular muscles, either external or internal (Fig. 228). 
Sometimes it is accompanied by paralysis of other motor cranial nerves, the 7th for instance 
(Figs. 229 and 230), in which case the multiple cranial nerve paralyses immediately suggest 
a syphilitic cause, which may be verified in many cases by means of Wassermann’s serum 
reaction. 


PARALYSIS OF THE LEFT THIRD NERVE. 


Fig. 227.—The patient’s face at rest ; there Fig. 228.—TVhe patient is trying to look to 
is complete ptosis from paralysis of the left his right; the left eyelid is being held up to 
levator palpebre superioris, Note the scar show that the left eye is unable to look to 
of the healed gumma on the left cheek near the right owing to paralysis of the left in- 
the left angle of the nose, ternal rectus muscle. 


LEFI-SIDED NUCLEAR AND INFRANUCLEAR 7TH NERVE PARALYSIS AND COMPLETE PTOSIS FROM PARALYSIS ON THE LEFT 
3RD NERVE; THE RESULT OF CEREBRAL SYPHILIS. 
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Fiq. 229.—At rest. Fig. 230.—When voluntary effort was made to show 
the teeth and clese the eyes. 


In paralysis of the cervical sympathetic, slight ptosis may be associated with diminution 
in the size of the pupil on the affected side, and retraction of the eyeball or enophthalmos. 
It may also occur in myasthenia gravis (Fig. 111, p, 235). 

Ptosis of the lids, associated with much oedema and infiltration of the lids, is also found 
in all inflammatory affections of the conjunctiva, in angioneurotic cedemas (fig. 178, p. 412), 
and is a very constant symptom in trachoma. 
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Congenital ptosis is usually bilateral, and associated with smoothness of the upper lids 
and absence of all the usual cutaneous folds. The levator palpebree is absent or ill-developed, 
and efforts to open the eye are made by the occipito-frontalis muscle. Herbert L. Eason. 


PTYALISM denotes excessive secretion of saliva. It is not easy, however, to deter- 
mine in every case whether there is really excess, or whether the patient is not merely 
allowing the normal saliva to dribble from the mouth. It is difficult to draw an absolute 
distinction, therefore, between dribbling of saliva and ptyalism, though in practice the 
nature of the case may be obvious enough. One has but to consider the various condi- 
tions under which trouble with the saliva may arise to see how in some cases the difficulty 
is solely one of swallowing the normal secretion, as in bulbar paralysis and in babies ; how 
in others there is both excess of secretion and difficulty in swallowing it, as in mercurial 
stomatitis ; and how in others, again, there is too much secretion but no difficulty in 
swallowing it, as in functional or hysterical ptyalorrhcea. The first step in arriving at 
the diagnosis of the cause is to inquire carefully as to any medicine or drug the patient may 
be taking orally or applying externally, especially :— 


Mercury Bromide : Aconite 
Pilocarpine Phosphorus : Chlorate of potash 
Jaborandi Arsenic | Cantharides 
Iodide Antimony | Copper salts. 


Mercury is the most important of these ; its effects are most serious when the mouth 
is not kept scrupulously clean, particularly when there is also nephritis, as is not uncom- 
mon in severe secondary syphilis. The saliva is also apt to have peculiar effects when 
mercury is being taken; thus, in repairing submarine cables it is customary to use saliva in 
completing the process of covering in the central core, and it has been found that if the 
repairer is taking mercury medicinally the repaired part of the cable speedily becomes 
defective again, in a way which does not result when the repairer is a healthy man taking no 
medicine. 

If the salivation is not due to any drug, it may be the result of one of the many forms 
of general stomatitis :— 


Aphthous | Variolous Due to angina Ludovici 
Dyspeptic | Diphtheritic »  cancrum oris 
Septic Syphilitic » pernicious anzemia 
Suppurative _ Tuberculous »» hemophilia 
Ulcerous | Due to pyorrheea alveolaris eee sprue 

Malignant | se necrosis of the jaw 8 scurvy. 


The exact nature of a severe stomatitis will be diagnosed by making a careful local 
examination, ocular and digital, assisted by the history and, if need be, by bacteriological 
examination of swabbings from the mouth, by Wassermann’s serum reaction for syphilis, 
or by microscopical examination of a fragment of the affected tissues. Tuberculous stoma- 
titis is one of the rarer forms, but when it occurs it is severe ; it may be primary, but more 
often is associated with obvious phthisis. 

If drugs and general stomatitis can be excluded, local examination may still serve to 
detect a local cause acting by reflex irritation of the fifth nerve, especially :— 


A jagged carious tooth | A ranula 
A rough filling A gumboil 
A stump left beneath a tooth-plate ' An epulis 
A broken or ill-fitting tooth-plate A myeloid sarcoma of the jaw 
A foreign body, such as a fishbone, impacted | A salivary calculus 
in the gum An eschar left by some recent irritant or corro- 
Neuralgia of the fifth nerve sive substance, or injury. ~ 


If careful examination serves to exclude all these, the salivation, apparent rather 
than real, may be found to result from mechanical difficulties in swallowing, the effect of 
such lesions as :— 


Mumps Fixation of the jaw, as by osteoarthritis of 
Acute tonsillitis the temporo-maxillary joint 

Quinsy Painful affections of the larynx, pharynx, 
Fracture of the jaw or cesophagus. 


Dislocation of the jaw 
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In the absence of any obvious structural lesion locally, it may yet be clear that 
inability to swallow, owing to paralysis of some kind, is the cause of the apparent sali- 
vation, for instance in cases of :— 


Bulbar paralysis Myasthenia gravis Paralysis agitans 
Pseudo-bulbar paralysis Hypoglossal nerve paralysis Hydrophobia. 
Bilateral facial paralysis Diphtheritic paralysis 


The differential diagnosis of these conditions is discussed elsewhere, and of them all 
it is only in bulbar and pseudo-bulbar paralysis that the dribbling of much saliva is a pro- 


_minent symptom. The sequence of events summarized by the term labio-glosso-pharyngo- 


laryngeal paralysis is sufficiently characteristic as a rule ; pseudo-bulbar paralysis, being 
of cortical instead of medullary origin, has not the wasting of the tongue that is prominent 
in the latter. 

The salivation that results from gastric or hepatic reflewes is almost physiological, 
though sometimes it reaches a pathological degree in certain cases of :— 


Dilatation of the stomach Acute dyspepsia Biliousness 
Gastric ulcer Acute gastritis Hepatic disorder 
Duodenal ulcer Gastric carcinoma Pancreatitis. 


Mere slovenliness and lack of proper cerebral control are responsible for the slobbering 
and salivation of :— 


Idiots | Imbeciles | Dements and other mental cases. 


Finally, a remarkable degree of salivation can sometimes be attributed to nothing but 
functional disorder—ptyalorrhea. It can scarcely be called hysterical, because it may 
occur in men as well as in women, generally in later life rather than at a time when hysteria 
is commonest. The condition is a sort of salivary neurosis, which may come on suddenly 
and without obvious cause, or as the result of some worry, shock, or mental emotion. It 
may possibly be a functional affection of the 5th nerve analogous to the far more distress- 
ing tic douloureux. It is sometimes prominent amongst the neuroses that are apt to 
accompany pregnancy. It can only be diagnosed when a careful examination has served 
to exclude any likelihood of organic disease, when the history is suggestive, and when the 


’ excessive salivation ceases after a time almost as suddenly as it began. In some male 


cases, notwithstanding the diagnosis being ‘ functional,’ a high blood-pressure will be 
found, with other signs of arteriosclerosis, suggesting that errors in the circulation involv- 
ing the vasomotor and other brain centres are responsible for the symptom. 


Herbert French. 
PULSATING TUMOURS.—(See SweEturnc, PULSATILE, p. 693.) 


PULSATION, UNDUE ABDOMINAL AORTIC.—Excessive pulsation of the 
abdominal aorta may occur in cases of aortic regurgitation, when all the arteries through- 
out the body may pulsate with undue violence. Apart from aortic regurgitation, how- 
ever, it is nearly always an entirely functional disorder of the aorta. It occurs much 
more frequently in women than in men, the patients generally being unmarried or child- 
less, between 20 and 40 years of age. They complain of pain in the abdomen, especially 
in the epigastrium ; a feeling of discomfort and distress; a sensation of pulsation and 
throbbing over the abdominal aorta ; nausea, retching, sickness, and constipation ; they 
are usually thin, anemic, extremely nervous, often hysterical, and sometimes decidedly 
hypochondriacal. There may be nothing else the matter with them at all, or they may 
be suffering from some other complaint of which much nervousness is a feature, exoph- 
thalmic goitre for example. The condition is frequently associated with movable kidney 
and enteroptosis ; the symptoms may suggest some organic disease, such as gastric ulcer, 
appendicitis, or ovaritis, without any of these being present. 

On palpation of the abdomen the pulsation may be found to be forcible ; but the 
normal cylindrical outline of the aorta can generally be felt to be quite free from any 
saccular bulging or fusiform dilatation ; there is no thrill over it ; on applying a stetho- 
scope lightly to the pulsating region no murmur will be audible, but firmer pressure, suffi- 
cient to compress the aorta slightly, will bring out a systolic bruit. The heart, lungs, and 
urine are usually normal. The knee-jerks are apt to be much exaggerated, though the 
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plantar reflexes remain flexor, and there is no ankle-clonus. The chief importance of the 
condition clinically is that it is apt to be mistaken for an aneurysm of the abdominal aorta. 
Abdominal aneurysm is so extremely rare in women, however, that it should never be 
diagnosed unless the pulsation can be made out to be definitely expansile, or unless, in 
addition to pulsation, a definite swelling of the aorta can be felt. Herbert French. 


PULSE, IRREGULAR.—No advance in clinical medicine is more striking than the 
change which has come over our view of the arrhythmic pulse during the past decade. 
Formerly we felt that our duty was finished when we had recorded the main facts: as to 
whether the force or the frequency varied, or both, and so forth. Now, however, it is 
possible to refer almost every type of irregularity to a definite cause, and thus to gain 
information of the utmost value for prognosis and treatment. To this end it is advisable 
that each case should be investigated by means of the recording polygraph, and the jugular 
and arterial curves compared. 

The Mackenzie ink polygraph, the best of these instruments, consists of (1) A 
clockwork machine drawing a band of paper at a uniform rate over a flat surface ; 
(2) Tambours for application to different parts of the body where there is superficial 
pulsation ; (3) Levers connected by tubing with these tambours, carrying pens at their 
free ends which write upon the travelling paper; (4) A time-marking lever, also driven 
by clockwork, and marking five times per second. One of the tambours is applied to 
the radial artery, and the other to the internal jugular vein at the root of the neck asa 
rule. The result is a synchronous record of (i) time in one-fifth second intervals, 
(ii) the movements of the radial artery, (iii) the movements of the jugular vein. In the 
records from this last, each cardiac cycle exhibits three principal waves. By comparison 
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Fig. 231.—An electrocardiograph record showing ventricular extrasystoles. p, Auricular systolic phase. €. Main 
ventricular systolic phase. 1, Terminal systolic phase. R’, Ventricular extrasystolic phase.’ This movement is 
premature, and its form (diphasic) indicates that only a part of the ventricle has contracted instead of the whole. 


with the radial trace the identity of the ventriculo-systolic wave (c) is established. The 
wave immediately preceding this is the auriculo-systolic (a), and the interval between 
its origin and that of the ventriculo-systolic, normally about -2 second, is spoken of as 
the ‘a-c interval.’ It constitutes an index of auriculo-ventricular conductivity. The 
third, or v wave arises at the end of ventricular systole. The chief value of the method 
lies in the accuracy with which it enables us to study the time relations of auricular and 
ventricular systole. 

A still newer method, of great value in differential diagnosis, is by means of electrocardio- 
grams. This method depends on the fact that contracting muscle is an electrical battery, 
the currents in which can be appreciated and their movements recorded by a sufficiently 
delicate galvanometer. The contracting heart thus generates currents which are led off 
to an extremely sensitive galvanometer, and the photographie records made from this can 
be interpreted in terms of cardiac movement (Fig. 231). Practically every one of the large 
medical schools throughout the country has one of these electrocardiographic outfits, 
so that there are few patients to whom this method cannot be applied if the practitioner 
feels that the accuracy of the information derived is so valuable as to justify the expendi- 
ture of time, trouble, and money involved. Many practitioners, however, are obliged to 
learn what they can about their patient’s heart without these means, and in what follows 
this has been borne in mind. 
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First, it must be remembered that the heart generates its own stimuli; that these 
| normally arise at the sino-auricular node, a relic of the primitive cardiac tube lying at the 
junction of the sinus venosus with the right auricle ; that thence they pass through the 
auricular walls, and are conducted along the auriculo-ventricular bundles, narrow strips 
of muscle—also relics of the primitive cardiac tube—into the ventricular walls, one branch 
from the stem of the main bundle running to each ventricle ; and that each portion of 
the cardiac muscle contracts as this stimulus provokes it to do so, the result being a co- 
ordinated and economical movement of the whole heart. 

: Pulse irregularities may be (1) Perversions of the normal rhythm ; (2) Rhythms origin- 
‘ating abnormally. Under the first heading fall (a) Irregularities of the whole heart— 
‘sinus arrhythmias’—due to extracardiac influences acting through the vagus on the sino- 
auricular node; (b) Irregularities due to interference with the conduction of impulses 
through the heart, and especially with their passage from auricle to ventricle— heart 
block’ ; and (c) Irregularities in the response of the musculature to the stimuli reaching 
it, of which the outstanding example is the ‘alternating pulse.” Of abnormally originating 
rhythms there are three chief examples: (a) The simple extrasystole or premature con- 
traction; (b) Paroxysmal tachycardia, and (c) The totally irregular pulse of auricular 
fibrillation. 


1. Perversions of the Normal Rhythm :— 

(a). Sinus irregularities are specially common in children and nervous subjects, in 
convalescence and acute illness, and in the presence of increased intracranial pressure. 
The difference in length between two sequent beats is never great, and sufficiently 
prolonged observation is nearly always rewarded by the discovery of a * dominant rhythm’ 
—i.e., a normal rhythm—from which the pulse departs from time to time. This type of 
irregularity is singularly apt to be exaggerated by excitement, and by bidding the patient 
swallow or hold his breath. As it does not depend on intracardiac causes, physical examin- 
ation of the heart detects no sign of disease. It is generally possible to distinguish it from 
other forms of irregularity without instrumental help ; but sometimes it is difficult to 
be quite sure that the arrhythmia is of this type, and if a tracing be taken it shows that 
auricular and ventricular systole are following each other in normal sequence. 

(b). Heart-block is of various grades. The mildest type is that in which the interval 
elapsing between the start of auricular systole and that of ventricular systole is prolonged 
(Fig. 232, xx); this of course can only be detected by graphic records of the arterial and 
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Fig. 232.—Incomplete heart-block. Note at x: (i) The radial pulse misses a beat entirely; (ii) The 
jugular pulse shows an a@ wave without a sequent c wave. This means that auricular systole occurred aN 
at the normal interval after the preceding cardiac cycle, but that ventricular systole failed to follow ; 
the reason being that disease implicating the conducting paths hindered the normal transmission of 
stimuli from auricle to ventricle. Note at xx: The long a—c interval (about 0:4 second) indicating 
considerable though incomplete hindrance to transmisson of the impulse from auricle to ventricle. 


venous pulses. The next grade, in which some of the descending impulses are completely 
‘blocked’ in their passage from auricle to ventricle, reveals itself in ordinary observation 
of the pulse as a dropping of beats; a gap, equivalent in length to two whole pulse- 
beats, separates one beat from that which preceded it. Here the auricle has contracted 
in the ordinary way, but since the stimulus which provoked that contraction has not 
passed into the ventricle, the latter has failed to contract (Fig. 232, x). This proves 
that there is some disease or disorder of the conducting apparatus. In higher grades 
of block, every third or every other stimulus, or even two out of three, or three out of 
four, may fail to pass over from auricle to ventricle (Fig. 238) ; so that the auricle may 
be beating 72 to the minute while the pulse counted at the wrist comes to 48, 36, 24, or 18 
only. In the highest grade of all the auricle is completely dissociated from the ventricle, 
which assumes a rhythm of its own, usually at 30 to 40 per minute ; thus the auricle is 
D 35 
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beating regularly at one rate and the ventricle at another quite independent of that of the 
auricle. 

To make sure that a dropped beat, or a slow regular pulse, is due to heart-block, it is 
therefore necessary to prove that the auricle contracted while the ventricle failed to follow 
suit. The only means of such proof, apart from the use of the polygraph, is furnished 
by observation of the venous pulse in the neck. If this can be seen to continue regularly, 
during the radial pauses, as well as immediately before the radial beats, then it is safe to 
assume that the condition is one of heart-block. It must be confessed, however, that 
this is very often difficult, and sometimes impossible, and that the observer is on much 
firmer ground if he obtains solid proof of his suspicion in the form of a graphic record. 
This will show that in the intervals when the pulse failed at the wrist, the wave which 
represents auricular systole made its appearance at the proper moment in the jugular 
curve (see Fig, 232). It is particularly desirable to obtain graphic evidence when it is a 
matter of accounting for occasional failures of the radial beat; for, as will be shown 
below, this grade of block may be simulated by extrasystoles too feeble tc reach the 
wrist (see Fig. 234), and also in extreme exhaustion of contractility. 

In the higher grades of block the patient often suffers from severe syncopal and 
epileptiform attacks, the coincidence of which with heart-block constitutes the Stokes- 
Adams syndrome. In these attacks the pulse usually becomes slower than ever. It 
is not quite safe, however, to conclude from the coincidence of such attacks with slow 
pulse that a lesion of conductivity is present ; one or two cases have been described in 
which tracings have proved that the whole heart—auricle as well as ventricle—was slowed ; 

e., that the rhythm was altered at its origin at the sino-auricular node and not in its 
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Fig. 233.—Heart-bleck, The ventricle only responds to every fourth stimulus descending to 
it from the auricle. The a—c interval is more than twice its normal length. 


passage through the heart. The distinction between this condition and that of heart- 
block is important, for the latter signifies organic disease of the heart, while the former 
does not; and their distinction cannot be safely founded except on the evidence of 
graphic records. 

If the existence of heart-block be definitely proved, it points practically always to 
the existence of organic disease implicating the bundle which connects auricle with 
ventricle. Heart-block may arise in connection with acute infections such as diphtheria, 
rheumatism, influenza, pneumonia, or ulcerative endocarditis; or as part of a chronic 
disease such as gumma or cardiosclerosis. In any given case the cause of the block can 
only be determined by a general consideration of all its features. 

(c). The term ‘pulsus alternans’ is reserved for cases in which beats, equal in length, 
alternate in force ; that is, for an alternation of a large beat with a small beat, but not of 
a long beat with a short beat. This phenomenon is an expression of exhaustion of the 
contractile power of the ventricle, and it is therefore of serious import. In some instances 
it can be detected clearly with the finger on the pulse ; a full wave is followed by a small 
wave, and this again by a full wave, and so on, each beat being of equal duration. Often, 
however, the difference in the amplitude of the waves is so minute that it can only be 
detected by a tracing. Where alternation is suspected, confirmatory evidence may some- 
times be afforded by a corresponding alternation in the intensity of the first cardiac sound, 
particularly if it be accompanied or followed by a bruit. 

In connection with this form of irregularity, it is important to note that the smaller 
beat may sometimes be so feeble as to fail to reach the wrist ; consequently the pulse 
appears to drop a beat. 
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2. Rhythms Originating Abnormally :-— 

(a). Turning to those forms of irregularity which are due to ectopic generation of 
stimuli, one finds that the simplest type, the extrasystole, is very common. It is associated 
with nervous states and with coronary sclerosis, and though it is of no great import, it 
is often productive of uncomfortable sensations which distress the patient ; it is therefore 
necessary to recognize its nature in order that a reassuring statement may be made. The 
extrasystole is “‘ a premature contraction of auricle and ventricle in response to a stimulus 
from some abnormal part of the heart, where otherwise the fundamental rhythm of the 
heart is maintained ’? (Mackenzie). 

The patient sometimes complains of feeling as if his heart had stopped, and then gone 
on again with a jerk ; or it may be that the jerk alone is felt. The observer, with his finger 
on the radial pulse, feels a small beat occur before its time, i.e., at a shorter interval after 
the preceding beat than the usual pause between beats. The beat which follows this 
premature one is generally more forcible than normal ; in some cases it follows after a 
compensatory pause, i.e., a pause of such length that it makes up for the brevity of the 
‘premature beat, the two together being equal in duration to two normal beats. It is the 
small premature beat which signifies the occurrence of an extrasystole (Figs. 231, 234). 
Confirmatory evidence of its nature may often be found in the heart-sounds ; simul- 
taneously with the small premature beat at the wrist, a premature feeble pair of heart- 
sounds (or in some cases the first sound only) is heard. 

It might be argued that if the extrasystole can be thus detected by ordinary methods 
of examination, and that if it has little positive significance in assisting to a full diagnosis 
of the case, it is needless to apply graphic methods to its elucidation ; and it is certainly 
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Fig. 234.—Ventricular extrasystole. Note at x a small premature radial beat: that this coincides with a large 
wave (c’) in the jugular curve. (c’) is therefore a ventriculo-systolic wave, and as it is not preceded by any auri- 
cular movement, it denotes a premature contraction, or ‘ extrasystole,’ arising in the ventricle, Clinically this case 
simulated ‘heart block’ until the tracing made_the truth plain, 


true that it is of all forms of irregularity the one in which tracing is least essential. How- 
ever, there are one or two considerations which may make a tracing advisable and even 
necessary : (i) The premature contraction may be so small that its beat is not felt af the 
wrist ; a dropped beat may be thus simulated, especially where the extrasystole is followed 
by a compensatory pause. In such cases heart-block may be wrongly diagnosed, unless 
clearer information be sought in a tracing. This will show the fault to be due to a feeble 
premature beat, and not to a blocked auricular impulse (see Fig, 234). (ii) Extrasystoles 
may occur in complexes, e.g., at every second or third beat. In the former case an alterna- 
tion will result : a full beat is followed at a short interval by a small beat, and this after a 
long interval by a full beat, and so on (pulsus bigeminus). The true nature of such an 
arrhythmia is much easier to appreciate when it is seen mapped out in a tracing. (ili) A 
polygraphic record enables the observer to discover whether the premature beat arose in 
the auricle, in the ventricle, or in the junctional tissues. In the first case the jugular curve 
shows an auricular wave preceding the premature arterial beat at the proper interval ; 
in the second case there is no such auricular wave ; while in the third case, auricle and 
ventricle contract simultaneously, and the result is an abnormally large wave in the 
jugular curve. A knowledge of the source of extrasystoles may occasionally be of material 
value ; for instance, in mitral stenosis the final breakdown of the auricle is sometimes 
heralded by a series of extrasystoles of auricular origin. It is true that as a rule auricular 
extrasystoles are not followed by a compensatory pause, while those of ventricular origin 
are; but it is not always easy to appreciate this distinction apart from a tracing, and, 
moreover, it does not invariably hold good. 

(b). In paroxysmal tachycardia, as the term is used nowadays, the patient suffers from 
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attacks of fast but regular cardiac action. The duration of these may vary from seconds 
to days; what is characteristic is the abrupt transition from the normal to the rapid 
rhythm and back again, at the onset and offset of the attack. The patient is conscious 
of discomfort, and indeed there is good cause if the speed be above a certain pitch ; for 
in such a case the auricle gets no time for emptying itself, and becomes over-distended, 
pulmonary stagnation with cyanosis and: venous engorgement resulting. Tachycardial 
paroxysms may appear on a background of organic disease, cardiosclerosis and mitral 
stenosis in particular ; or the patient’s heart may be normal. This form of irregularity 
has especially to be distinguished from that next to be described, the total arrhythmia of 
auricular fibrillation, which may manifest itself in paroxysms, particularly in its earlier 
stages. The distinguishing point is that in true paroxysmal eh ee the pulse is regular, 
whereas in the other it is quite irregular 

By means of a polygraph tracing it is possible to aiscayer the source of the rapid 
rhythm, whether it is auricular or ventricular, in most cases. The complexity of the 
subject of cardiac arrhythmia is, however, illustrated by the fact that there is a form of 
paroxysmal tachycardia arising in the auricles, which beat at great speed, up to and even 
exceeding 300 per minute, in which a certain proportion of the beats is blocked ; so that 
only every second, third, or even fourth impulse passes over into the ventricle. That is to 
say, the auricle may be in a state of paroxysmal tachycardia, and yet the radial pulse is 
hastened but little or not at all. The difficulty of diagnosis is heightened by the fact that 
the auricular beats do not always appear in the jugular curve of a polygraph record, though 
they are manifest in an electrocardiogram. This form of tachycardia goes by the name of 
‘auricular friction.’ 

(c). The last form of irregularity to be recognized is in many senses the most important 
—the total arrhythmia which is associated with breakdown and fibrillation of the auricles. 
This is essentially a terminal phase of chronic organic disease, especially of mitral stenosis 
and cardiosclerosis ; it may be prolonged for years, but nevertheless it marks a certain 
‘last state’ of the auricular musculature. The features which characterize it are of two 
kinds: those which mark the disappearance of auricular systole, and the evidences of 
absolute irregularity of the pulse. To the observer using ordinary methods of examination 
without apparatus, this latter is the more obvious and striking side of the picture. If the 
pulse be counted for one or two minutes, it will be found that there is no ‘dominant 
rhythm’; anarchy is complete. The pulse is usually hasty—over 100 per minute—but 
not always. The heart’s action is similarly irregular, and on comparing it with the arterial 
pulse, a certain number of beats too feeble to reach the wrist will be discovered. Cessation 
of effective auricular systole is manifested in two ways if the case be one of mitral stenosis : 
by disappearance of the presystolic thrill and bruit (the diastolic vibration, however, per- 
sisting), and by disappearance of the auriculo-systolic wave from the jugular tracing. Of 
course, if the case be not one of mitral disease, there are no presystolic vibrations to dis- 
appear. However, the absolute disorder of the pulse, coupled with evidences of organic 
disease of the heart and a gravely embarrassed circulation combine to form a picture so 
characteristic that there is little fear of a mistake. Nevertheless, there are cases of sinus 
irregularity so profound that without a polygraph tracing it is difficult to exclude auricular 
fibrillation ; the same may be said of some few cases of multiple extrasystolic irregularity. 


SUMMARY OF VARIATIONS IN RHYTHM OF PULSE. 


I.—The radial pulse may be wholly regular, but abnormally slow or abnormally quick. 


A.—Regular Slow Pulse may be due to— 

1. Evtracardiac causes (convalescence from acute illness, sinus irregularity, raised 
intracranial pressure, jaundice). In such, the whole heart is slowed, auricle and ventricle 
alike ; there are no signs of cardiac disease ; and there are signs of extracardiac disease. 

2. Intracardiac causes. (a) Alternating extrasystoles may cause an apparent regular 
slowing of the pulse ; if each ‘normal’ beat is followed by a premature one too small to be 
felt at the wrist, the radial pulse will appear slow. The real interpretation may be dis- 
covered by a polygraph tracing, and by comparing the heart-sounds with the pulse at. the 
wrist ; by these means the occurrence of the small premature beat after every normal beat. 
will be observed. (b) Heart-block, either partial or complete, will render the radial pulse: 
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slow. If the block be partial but regularly recurrent, the pulse at the wrist will be regular 
and slow ; e.g., if the auricle is beating at 72 per minute, and every other stimulus is blocked 
in its passage from auricle to ventricle, a regular pulse of 36 per minute will be the result ; 
while if two out of every three stimuli are blocked, the pulse will beat regularly 24 times 
per minute. If the block be complete, auricle and ventricle will each have its own regular 
thythm ; that of the ventricle is usually at the rate of 80 to 40 per minute, and this will 
accordingly be the rate of the pulse. The occurrence of epileptiform and syncopal attacks 
is to a large extent confirmatory of the diagnosis of heart-block ; but this cannot be 
accepted as proved unless it has been demonstrated that when the auricle contracts, the 
ventricle sometimes or always fails to follow suit. This evidence is provided (i) by naked- 
eye observation of jugular, i.e., auricular, movement, (ii) by auscultation detecting auricular 
sounds during the ventricular pauses, (iii) by polygraph records, which not only afford 
conclusive evidence, but also facilitate the study of the degree of block present. 

B.—Regular Rapid Pulse (and see TAacHycaARDIA, p. 702) may be due to— 

1. Evtracardiac causes (tuberculosis and other infections, excitement, Graves’s disease, 
ete.). Here the whole heart is persistently hurried, and the cause is usually manifest ; 
moreover, change to or from a slower rate is gradual and not abrupt. 

2. Intracardiac causes. The only important intracardiac condition giving rise to a 
quick but regular pulse is that form of ectopic stimulus production which manifests itself 
in paroxysmal tachycardia. Were there may or may not be other signs of cardiac disease, 
mitral stenosis and cardiosclerosis being the commonest types ; the tachycardia is tempo- 
rary, its onset and cessation being abrupt. 


Il.—The radial pulse may show a fundamental regularity, occasionally interrupted by 
premature beats, intermissions, or periods of irregularity. 


A.—Premature Beats may be single or multiple; they may recur at regular or 
irregular intervals ; the pause following them may or may not be compensatory ; the beat 
next following the pause is often increased in magnitude. The premature beat bespeaks 
an extrasystole ; it is a small beat, accompanied by heart-sounds feebler than those coincid- 
ing with the normal beats. 

B.—Intermission of a beat or beats may be due to one of three causes : a premature 
extrasystolic beat too feeble to reach the wrist ; a blocked auricular stimulus ; or a com- 
parative failure in the contractility of the ventricle. 

1. If the intermission be due to a feeble extrasystole, the imperfect heart-sounds which 
accompany the premature beat will be audible. A sphygmographie tracing will sometimes 
bring to light a wave too feeble to be perceived with the finger. The pause due to the inter- 
mission is shorter than the duration of two complete beats, if the gap is due to an 
unperceived extrasystole which is not followed by a compensatory pause. 

2. If it be due to a blocked auricular impulse, this can only be proved by demonstrating 
the occurrence of auricular systole without a corresponding ventricular systole following 
at the usual interval ; and it is scarcely possible to do this without a polygraph record of 
jugular and radial pulses. The auricular systole may be audible, and its effect visible in 
the jugular vein ; but in both cases timing is a difficult matter. 

3. If it be due to a normally timed ventricular systole too feeble to send a wave to the wrist, 
other evidences of failing contractile power, among them the alternating pulse, are sure to 
be detected ; indeed, this type of intermission is in reality an exaggeration of the 
alternating pulse, without which it will not occur. 

C.—Short Periods of Irregularity due to a ‘ sinus disturbance’ are very common, 
especially in children and nervous subjects. The diagnostic features are absence of physical 
signs of cardiac disease, marked variation of the rhythm with respiration and swallowing, 
and implication of the whole heart—auricle as well as ventricle—in the irregularity. 
This latter fact is of course only discerned by means of graphic records ; but the diagnosis 
can usually be made without recourse to these. 

Longer periods of total arrhythmia (0. infra, IV, A), sometimes interrupt a norma 
rhythm. 


II.—The radial pulse is arranged in pairs of beats. 
A.—The Pulsus Bisferiens is a. single beat with a double summit (/%g. 235). This can 
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easily be recognized by the fact that the two summits are very close together, and that one 
cycle only of heart-sounds corresponds to each pair. 

B.— Alternating Extrasystoles cause the pulse to be paired (pulsus bigeminus) ; each 
pair consists of a full beat, followed after an abnormally short pause by a small beat. Each 
beat, whether normal or abortive, is accompanied by a cycle of heart-sounds ; though the 
second sound may fail if the accompanying premature extrasystolic beat be too feeble to 
open the aortic valves. A sphygmographic or polygraphic record will help to make the 


nature of the irregularity clear. 
C.—The Pulsus Alternans 


: is associated with other evidences 

EKA SM Chaba Radial of inadequate contractile power. 

; NL Be Each pair consists of a full beat 

un eres and a small beat, and each beat 

Dehn SN ee! _ Jugular is equidistant in time from that 

WR Whe Vo BE Vo ae v ae Fv preceding and that following. 

Fig. 235,—Pulsus bisferiens. There is a double peak to each radial beat, A similar alternation in cardiac 

simulating a pair of beats, foree may be detected in the 

heart-sounds. In many cases 

the alternation can only be recognized certainly by means of a sphygmographic tracing. 

D.—Blocking of every third Auricular Stimulus results in the ventricular contractions 

being arranged in pairs. Each beat is of equal force, and the interval separating each 
pair from that following it is equivalent to the duration of two normal pulse waves. 


Beats may fall regularly in groups of three or four if every fourth or fifth beat is either 
an extrasystole, or missing, owing to auriculo-ventricular block. 


IV.—The pulse is totally irregular, no fundamental rhythm being discoverable. 


_A.—tTrue Total Irregularity is associated with organic disease, either post-rheumatic 
or cardiosclerotic. The pulse and heart-sounds are altogether irregular, and the circula- 
tion is obviously embarrassed. The picture is therefore characteristic : if any doubt be 
present, discovery of evidences of auricular asystole (loss of presystolic thrill and murmur, 
failure of auriculo-systolic wave in jugular curve of polygraph tracing) will remove it. 

B.—Total Irregularity may be Simulated by extreme sinus irregularity, by depres- 
sion of conductivity leading to variations in the a-c interval, and also by multiple extra- 
systoles. In any such case all that is needed to establish a diagnosis is a polygraph tracing. 

It is clear from this brief summary that most forms of arrhythmia can be recognized 
without the use of special apparatus ; but that in many cases a polygraphic record is valu- 
able on account of the certainty which it gives to the diagnosis, while in a few it is impossible 
to be sure of the meaning of the irregularity without such a record. Carey Coombs. 


PULSE, UNDULY RAPID.—(See Tacuycarptra, p. 702.) 
PULSE, UNDULY SLOW.—(Sce Brapycarpia, p. 82.) 


PULSES, UNEQUAL.—Inequality of the pulses may be a perfectly natural phen- 
omenon ; one frequently finds that the radial arteries of the two sides are not of the same 
calibre, owing to variable degrees of collateral circulation by an enlarged comes nervi 
mediani. Inequality of the pulses is a much more important sign when known to have 
developed in a patient whose pulses were formerly normal. In such a case the cause is 
probably one of the following :— 


Thoracic aneurysm | Accessory cervical rib Atheroma. 
Mediastinal new growth | Embolism | 


Pathological inequality of the pulses, or definite delay of one behind the other, as 
gauged by simultaneous palpation of the two radial pulses, is distinctly uncommon, even 
in cases of thoracic aneurysm ; it is true that when very careful simultaneous records are 
made from the two radial pulses slight differences in size and definite differences in time 
can be detected, the one being delayed behind the other ; but in clinical medicine such 
minute methods of investigation are seldom applicable; if the aneurysm involves the 
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origin of the innominate artery, the right pulse will be smaller than the left ; whereas if 
it affects that part of the arch from which the left subclavian artery is derived, the left 
radial pulse will be smaller than and delayed behind the right. Similar delay or inequality 
might be produced by new growth compressing either the innominate artery on the right 
side or the subclavian artery on either side ; but this is rare. 

An accessory cervical rib might stenose the subclavian artery, but’ the condition is 
generally bilateral, so that it rarely produces inequality of the radial pulses; its sym- 
ptoms are more likely to be those of interference with the lower part of the brachial plexus, 
with consequent pain, parssthesia or paresis corresponding to the nerves distributed 
_upon the ulnar aspect of the arms and hands (p. 443). 

Embolism of one or other radial artery will rather obliterate it altogether than cause 
it to be less in size than that of the other side. It will almost always be due to fungating 
endocarditis (p. 34). 

Atheroma of the brachial or subclavian artery on one side might cause the correspond- 
ing radial pulse to be less than that on the other; but this very rarely happens, and in 
‘such a case it would be more probable that atheroma of the aorta with an aneurysmal 
dilatation would be diagnosed than atheroma restricted to the vessels in the upper arm, 
unless the w-rays exhibited no trace of aneurysmal opacity in the thorax. — Herbert French. 


PUPIL, ABNORMALITIES OF THE.—Abnormalities of the pupil may be classified 
into :—I. Irregularities in shape; U1. Irregularities in size. 

I. Irregularities in Shape.—The normal pupil is circular or slightly oval. Its out- 
line may become irregular owing to an adhesion between the iris and the lens, the result of 
old iritis. "These adhesions are most evident when the pupil is dilated. A similar irregu- 
larity sometimes occurs with the persistence of a pupillary membrane—a congenital affection. 
The adhesions due to this cause may be distinguished from inflammatory adhesions by the 
fact that they arise from the anterior surface of the iris at a slight distance from the pupil, 
and not from the posterior surface and the extreme edge. 

The pupil may also become irregular in shape as the result of injuries, such as rupture 
of the sphincter, and tearing of the root of the iris from its ciliary adhesion (iridodialysis) ; 
of dislocation of the lens ; or of partial adherence to an old perforated corneal ulcer. 

Il. Irregularities in Movement and Size.—Before considering the irregularities in 
the movements and size of the pupil, it is desirable to remember that its normal size varies 
during life. In extreme infancy it is small. It becomes larger during young adult and 
middle life, and ultimately becomes small again in old age. It is also, as a general rule, 
small in hypermetropic, and large in myopic eyes. 

There are also four normal pupillary reflexes ; (i) The light reflex ; (il) The reflex to 
accommodation; (iii) The reflex to sensory stimulation; (iv) Psychic reflexes. The 
reflexes to light and to accommodation are both constrictive, the constriction in accommo- 
dation being more in the nature of an associated muscular action. The sensory and psychic 
reflexes are both dilatations, the dilatation being caused by either sudden sensory stimuli 
or some sudden emotion, such as fright or terror. 

The pathological variations in the pupil may be classified as follows :— 

1. Loss of the Pupillary Light Reflex, either with or without constriction of the pupil, 
but with persistence of the reaction to accommodation, constitutes the Argyll Robertson 
pupil. It never occurs in healthy individuals, but has been observed most frequently in 
tabes dorsalis, to an extent varying according to different observers from 70 to 90 per cent 
of all the cases. The condition is usually permanent. It also occurs in general paralysis 
of the insane. The pupil is constricted in nearly all tabetic cases, and the affection is most 
commonly bilateral. 

2. Loss of Convergent Accommodation Reflex and Retention of the Light Reflex.—This 
condition is extremely rare, but has been observed in syphilis, basal meningitis, myelitis, 
and tumour of the corpora quadrigemina. 

3. Loss of the Convergence Pupillary Reflee may be unilateral or bilateral. It occurs, 
rarely, in tabes dorsalis, and after some cases of diphtheria and alcoholic intoxication. 

4. Loss of all Reflex Movements of the Pupil.—tIn this condition there is paralysis of the 
sphincter of the pupil and of the ciliary muscle, the extrinsic muscles of the eye being 
unaffected (ophthalmoplegia interna). The site of the lesion must be in the third nerve 
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nucleus, and it is most frequently unilateral, though occasionally bilateral. Syphilis is 
the most frequent cause. It may also occur after diphtheria, injury, or in some intracranial 
diseases. 

5. In the condition in which there is a lesion of the optic nerve on one side, between the 
chiasma and the globe, there will be, as a result, a loss of direct light reflex in that eye, and 
of the consensual light reflex in the opposite eye. 

6. Loss of Sensory or Psychic Reflex occurs in lesions of the dilatator pupillary tract, 
such as paralysis of the cervical sympathetic: in which condition it is associated with 
slight ptosis of the upper lid, enophthalmos, and diminished tension of the globe. 

7%. Abnormal Constriction of a Pupil, with Retention of the Light and Convergent Reflexes, 
may occur from abnormal stimuli of the sphincter, or paralysis of the dilatator pupille as 
the result of acute encephalitis, intracranial abscess, or growth, in which the lesion irritates 
but does not destroy the centre for convergence. In all cases of brain disease the constriction 
is ultimately replaced by dilatation. 

8. Abnormal Dilatation of the Pupil, with Retention of the Light and Convergent Reflexes, 
is met with in ‘cases of stimulation of the cervical sympathetic, for instance by an aortic 
aneurysm. It may also be observed in certain mental states, such as epilepsy, acute mania, 
or catalepsy. 

9. Inequality in the size of the Pupils is observed frequently, and may have no patho- 
logical significance ; but pronounced difference in the size of the pupils is nearly always 
symptomatic of some organic lesion. In cases where the abnormal pupil is the smaller, 
the condition is usually due to hyperemia of the iris, such as occurs in iritis ; paralysis of 
ihe cervical sympathetic ; or the use of a myotic drug such as physostigmine. In cases 
where the abnormal pupil is the larger, the dilatation is usually due to stimulation of the 
sympathetic, the use of a mydriatic, paralysis of the fibres of the third nerve, or increased 
ocular tension, such as may occur in glaucoma. 

In cases of inequality of the pupils one may suspect tabes, general paralysis of the 
insane, a unilateral lesion of the third nerve or cervical sympathetic, trigeminal neuralgia, 
carotid or aortic aneurysm, a unilateral intracranial lesion, or glaucoma. 

16. Irregularities in the shape of the pupils other than those mentioned above may 
occur in fabes and various cases of insanity. There is no marked or sharp irregularity, it 
only being noticed that the pupil is not circular owing to paralysis of certain fibres of the iris. 

11. Hippus.—This term is applied to a condition in which, when both eyes are shaded, 
and then illuminated, the pupils will alternately dilate and contract. It is sometimes associ- 
ated with nystagmus, and occurs also in disseminated sclerosis, and in some cases of brain 
tumour. It is observed most frequently when there is a central scotoma in the field of 
vision, with some injury to the macular or axial fibres of the optic nerve. It is also common 
in alcoholic subjects. 

12. Paradoxical Pupillary Refiex: pupils dilating under the stimulus of light. This 
condition is extremely rare, and has only been observed in patients affected with grave 
lesions of the central nervous system, usually tabes dorsalis. 

13. Hemianopic Pupillary Reflex : lesions of the brain situated in the optic tract above 
the corpora quadrigemina may give rise to partial loss of vision, but will not affect the 
pupil-reflex are. For example, a lesion in the right occipital cortex may give rise to a left 
homonymous hemianopsia, but the pupil will react even when a light is thrown on the blind 
side of the retina (see HEMIANOPSIA, p. 800). In cases, however, where the lesion is situated 
in the optic tract below the corpora quadrigemina, hemianopsia may also occur, but under 
these circumstances no pupillary reflex for light can be obtained on stimulus of the blind 
side of the retina, the pupil reacting to light when the opposite side of the retina is stimu- 
lated. This reaction is termed the hemiopic pupillary reflex, and is of great value in the 
localization of intracranial lesions. Herbert L. Eason. 


PURPURA signifies hemorrhage into the skin, and, according to the size of the 
extravasation of blood, the lesions are spoken of as puncta or spots, vibices or lines, pete- 
chie or small patches, ecchymoses or bruises. The lesions cannot be obliterated by pres- 
sure with the finger, which distinguishes the effused blood from mere congestion. The 
diagnosis of the actual fact of purpura is seldom difficult ; the persistence of the discolora- 
tion under pressure differentiates it from erythematous lesions, and the colour generally 
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serves to distinguish it from pigmentation of the skin other than that due to hemorrhage. 
In a case of doubt, the fact that the lesions presently alter in colour and then disappear 
serves to distinguish purpura from capillary nzevi or from pigmentation of the skin, which 
persist. It may be more difficult, however, to decide what is the nature of the purpura in 
any given case ; the following is a list of its better-recognized causes :— 


CAUSES OF PURPURA. 
1.—Due to Local Injuries: 


Flea-bite Biows Rupture of a vein, especially 
Pediculosis Sprains a varicose vein. 
Leech-bite Rupture of a muscle 


2.—The Effect of Drugs and Poisons: 


Antipyrin Chloral hydrate Salicylic acid 
Iodoform | Butyl-chloral hydrate Potassium chlorate 
Iodide of Potassium | Veronal Diphtheritic antitoxin 
Sulphonal Mercury Ptomaine 
Copaiba Arsenic Snake-bite poison. 
Belladonna Quinine 
Chloral | Ergot 
3.—In Fevers : 

Typhus fever General tuberculosis Remittent fever 
Cerebrospinal fever Dysentery Severe malarial fever 
Small-pox Cholera Blackwater fever 
Pyezemia Yellow fever Measles 
Septicemia Weil’s disease, or  bilious Diphtheria 
Fungating endocar- typhoid Typhoid fever 

ditis Plague Scarlet fever. 


4.—In association with Jaundice from whatever cause (see JAUNDICE, p. 324). 
5.—Bright’s Disease. 
6.—Chronic Alcoholism : 

Cirrhosis of the liver | Peripheral neuritis 


7.—The so-called Blood Diseases : 


Splenomedullary leu- ; Pernicious anemia Barlow s disease. 
keemia Splenic anzemia Hemophilia 

Lymphatic leukemia | Pseudo-leukemia infantum 

Lymphadenoma Scurvy 


8.—In cases of generalized Malignant Disease, especially : 
Sarcomatosis | Chloroma 


9.—Peliosis Rheumatica. 
10.—Henoch’s Purpura. 
11.—Purpura Simplex. 


Morbus maculosus of Purpura hemorrhagica | Purpura fulminans. 
Werlhof 


A number of the above conditions require but little discussion, for if they are only 
borne in mind their diagnosis will generally be easy. 

Flea-bites are by far the commonest cause of purpura in the out-patient department 
of a hospital, and they may sometimes be so. numerous as to raise a misleading suspicion 
that the patient is suffering from some serious disease. The relatively small haemorrhagic 
foci, and their prevalence on the parts covered by the clothes rather than upon the hands, 
face, or exposed parts of the legs, serve to indicate the diagnosis, even in a severe case. 

The commonest variety of pediculosis to produce purpura is P. corporis or vestimen- 
torum ; the circumstances of the case and the distribution of the purpura itself and of the 
marks of scratching, particularly in the regions where collars and other constrictions in the 
dress occur, would indicate the diagnosis. 

The hemorrhage around a leech-bite is so characteristic that, once seen, it cannot be 
mistaken for anything else. 

Blows and sprains, if sufficiently severe, produce purpura even in the healthy, in whom 
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the history gives the diagnosis ; it is important to bear in mind, however, that some normal 
individuals bruise with such ease that there may be no clear evidence of injury unless care- 
ful inquiry is made, when some trivial stumble or knock may be recalled to mind by the 
patient. Such easy bruising may also occur in any of the blood diseases. A case of 
epilepsy may sometimes come under observation for multiple bruises simulating some 
other kind of purpura, but due to injuries produced during the attacks, which may them- 
selves be unsuspected if they occur during the night. Very extensive purpura on the legs 
or other parts has sometimes been produced by multiple self-injury in girls suffering from 
hysteria or by malingerers ; serious organic disease may be feared unless other factors in 
the case or the distribution of the purpura suggests an artificial origin ; the hemorrhagic 
spots and blotches may be abundant on the fronts and sides of the legs, for instance, and 
not down the backs of them ; no known organic purpura has so selective a distribution. 

Spontaneous rupture of a muscle leads to extensive purpuric extravasation of blood, 
but the diagnosis is not difficult if the history is clear, and one can often feel the place 
where the muscle has given way unless it is too deep-seated to palpate, as in the case of the 
plantaris longus, which is apt to rupture during sudden efforts such as may be made in 
playing tennis or the organ. 

The purpuric discoloration of the skin around varicose veins in the legs, together with 
its resultant dark-brown pigmentation, is familiar to all. 

As regards drugs, the list above indicates that there are many which may sometimes 
produce purpura; it may be said at once, however, that none do so at all commonly. 
Nevertheless the possibility should be borne in mind, and inquiry made as to the remedies 
the patient may have been taking. Antidiphtheritic serum and ptomaines merit particular 
attention. The commonest eruption resulting from anti-diphtheritic serum, or from 
other forms of antitoxic horse-serum administered hypodermically, is urticaria ; purpura 
is relatively rare ; either form occurs as a rule about nine or ten days after the serum has 
been given, and is generally associated with lassitude, muscular and joint pains, anorexia, 
and more or less pyrexia, lasting from a few hours to two or three days. Ptomaine poison- 
ing is often difficult to recognize with certainty unless it occurs in epidemic form. It is due 
in most cases to the products of Gaertner’s bacillus, and seeing that the blood-serum of 
patients affected by this bacterium develops agglutinating powers against it similar to 
Widal’s reaction for typhoid fever, this serum test should not be omitted ; if it proves 
positive the diagnosis is clear; a negative result, however, does not exclude ptomaine 
poisoning. 

In the majority of acute fevers, the occurrence of purpura is of prognostic rather than 
of diagnostic value ; in diphtheria, for example, even a single well-defined purpuric spot 
is a sign of grave omen, but it does not assist at all in the diagnosis of the disease, which 
has to be recognized upon other grounds. The same applies to measles, scarlet fever, and 
so on; indeed, the only two fevers in which purpura is of essentially diagnostie value are 
typhus and cerebrospinal fever. The former is now very rare in Great Britain, but when 
it was common and typhoid fever began to be differentiated from it, the point upon which 
greatest stress was laid was that in true typhus or gaol fever there is always more or less 
purpura, whereas in typhoid fever all the red spots fade upon pressure. It happens occa- 
sionally, even yet, that typhus fever develops in the poorest parts of cities, and this point 
is most useful in distinguishing it from typhoid. In the latter, if flea-bites are excluded, 
purpuric spots are exceedingly rare. Cerebrospinal fever presents many characters that 
are common to it and to other forms of acute meningitis ; but if with these there is a pur- 
puric eruption, it is at once differentiated from the others, though the absence of purpura 
does not exclude the disease. So characteristic is the purpura in some cases that the 
malady has earned the title of spotted fever, which used to occur in widespread epidemics, 
and still does in smaller ones from time to time. The diagnosis may be clinched by 
bacteriological examination of the cerebrospinal fluid obtained by lumbar puncture. 

Small-pox may present cutaneous hemorrhages of three different kinds ; there may 
be hemorrhage into the pustules in a late stage, when the diagnosis has already been made 
and when the prognosis is not thereby made worse ; there may be hzemorrhage between 
the pustules, vesicles, or papules, the diagnosis having already been made, in which case 
the prognosis is not good; and there may be a hemorrhagic eruption either all over the 
body or in the bathing-drawers region in the prodromal stage of the disease, in which case 
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the patient will almost certainly die before the true small-pox eruption develops, so that 
if there is not an epidemic at the time the diagnosis may be exceedingly difficult. 

Almost any condition in which there are pyogenic micro-organisms or their toxins 
circulating in the blood-stream may be associated with extensive purpura, and this applies 
to pyemia and. septicemia in general. The diagnosis will be confirmed best by obtaining 
cultivations from the blood, though should blood-cultures prove negative septiceemia will 
not be excluded necessarily ; there will very likely have been rigors, pyrexia, and other sym- 
-ptoms pointing to the nature of the case. Fungating endocarditis is only a variety of 
pyemia or septicemia. Seeing that it is very rare to get purpura in association with 
chronic valvular disease of the heart if both purpura rheumatica and infective endocarditis 
can be excluded, the occurrence of purpura in a heart case (Mg. 236) may be one of the 
main symptoms indicating that fungating endocarditis has supervened. So indefinite is 
the nomenclature in regard to this disease, that the terms malignant, ulcerative, fungating, 
infected, and infective endocarditis are used indiscriminately by different observers to 
denote the same condition. The disease may be further indicated by symptoms described 
on p. 34. Pyorrhea alveolaris is another septic infection which leads occasionally to exten- 
sive purpura and other hemorrhages. 

General tuberculosis is not a common cause of purpura, and yet in a few instances 
extensive purpura has 
been the first, and for 
the time being the only, 
symptom of an obscure 
illness which has ulti- 
mately turned out to be 
general tuberculosis. 
The patient has generally 
been a child, and the 
diagnosis has only been 
possible when the course 
of the case has _ been 
watched. The same may 
be said of sarcomatosis 
in certain cases, though 
this has been included 
under a different heading 
in the above list. 

Jaundice should be 
borne in mind as a cause 
of purpura, for although 
the occurrence of the Fig. 236.—From a photograph showing extensive purpura in a case of fungating endo- 
latter does not assist in carditis. The limbs were affected more than the trunk. From the same case as Fig. 270, 
differentiating one kind pte 
of jaundice from another, one might be misled into diagnosing something more serious than 
is necessary if one did not bear in mind that any kind of jaundice may produce purpura. 
Moreover, some of these patients may seem to have been grossly ill-treated if one were to 
judge only by the degree of bruising that may result from ordinary palpation ; the danger 
of fatal oozing after operation is always to be remembered when surgical measures are 
thought of in a jaundiced subject. Spontaneous haemorrhage into the skin is less common 
here than is hemorrhage from what otherwise would be trivial causes. 

Bright’s disease, particularly the chronic varieties, may produce hazmorrhage any- 
where in the body. Purpura is not a very common form of such hemorrhage, but when 
it does occur it may be extensive. The diagnosis is discussed under ALBUMINURIA (p. 6). 

Chronic alcoholism, especially if it has already led to either cirrhosis of the liver or to 
peripheral neuritis, is occasionally a cause of considerable purpura, though the latter is 
generally confined to the legs, particularly to the parts below the knees. In many instances 
the diagnosis is easy, even if the history is not given with perfect honesty ; but consider- 
able difficulty sometimes arises in the case of ladies who have contracted the habit of 
secret drinking, their relatives and friends being entirely unaware of it. 


556 PURPURA 


Any of the so-called blood diseases may present purpura as a prominent symptom, 
and in some cases, particularly in lymphatic leukemia in children, extensive purpura may 
be the first symptom that anything is wrong. More often, however, the disease has 
already given rise to anemia or to enlargement of the spleen or lymphatic glands, or to 
some other prominent hemorrhage, and the diagnosis has already been made by the time 
the purpura supervenes. (See ANZ#MIA, p. 20; SPLEEN, ENLARGEMENT OF THE, p. 628 ; 
and LympHAtTic GLAND ENLARGEMENT, p. 376.) 

Scurvy in an adult is relatively rare, but is sometimes met with in those who have 
been obliged by poverty to live upon a diet containing no fresh vegetables ; a man may 
try to live for a month or more on plain bread, in which case typical scurvy may develop 
in him, with the spongy heaping up of the gums both inside and outside the teeth, and 
with the knotty hemorrhagic swellings in the muscles of the calves, as well as purpura. 
Children who are fed upon patent foods without sufficient fresh milk, or vegetable food, or 
fresh meat, not infrequently develop a milder form of scurvy, with marked tenderness of 
the periosteum of the long bones, pasty pallor, mouth bleeding from spongy gums, and 
possibly purpura; this is infantile scurvy, or Barlow’s disease, which should not be 
confused, as it is apt to be, with rickets. 

Hemophilia is generally indicated at once by the history of persistent oozing from 
slight cuts and scratches, and also by the fact that other members of the family, especially 
males, have suffered in a similar way. 

Chloroma is a very rare disease, in some ways related to sarcomatosis, and in others 
to lymphatic leukemia ; it produces swellings in connection with the bones, especially of 
the head, together with enlargement of the lymphatic, lachrymal and salivary glands ; it 
develops in early life, proves slowly fatal, and the diagnosis is confirmed by the green 
colour of the new-formed tissue—*‘ green cancer.’ The blood changes are negative. 

Peliosis rheumatica, or purpura rheumatica, or Schonlein’s disease, was formerly 
regarded as related to acute rheumatism ; but it is exceedingly rare for a patient affected 
by it to present unmistakable signs of valvular heart disease, although there may be a local 
systolic bruit at the impulse. The reason why it is thought to be related to acute rheuma- 
tism is, that in addition to the extensive purpura, which comes out in successive crops and 
may affect any part of the body, though it is commoner upon the lower limbs than else- 
where, there is considerable pain, redness, and swelling of many joints, which may become 
affected successively ; the temperature rises during an attack to 103° F. or 104° F., the 
throat generally being sore at the same time. It is not impossible that the purpura is due 
to the absorption of microbes or their toxins from the acute tonsillitis ; but be this as it 
may, the diagnosis is not difficult when the purpura, the joint pains, and the pyrexia are 
present together. The disease is little influenced by sodium salicylate ; it may be associ- 
ated with more or less erythema as well as purpura; the malady affects young persons, 
especially between the ages of ten and thirty, of either sex. 

Henoch’s purpura is met with chiefly in children (Fig. 157, p. 345), and the same 
patient may suffer from recurrent attacks, which usually cease at or before puberty. In 
addition to hemorrhages beneath the skin, there is generally some tendency to joint pains 
not unlike those of peliosis rheumatica, but in addition to this the child is seized with more 
or less severe acute abdominal symptoms, varying from simple vomiting and stomach-ache 
to severe prostration with agonizing cramp-like attacks of colic, some of which may be fol- 
lowed by the passage of blood and mucus per rectum to such an extent as to simulate acute 
intussusception ; the abdominal attacks are probably the result of submucous intestinal 
hemorrhages. There is every degree of the affection, from mild to very severe, but the 
association of the purpura with the abdominal attacks in childhood suggests the diagnosis 
at once, especially if there has been a similar attack previously. The chief error to avoid 
is mistaking for Henoch’s purpura that which is really an acute nephritis; the urine 
should be examined periodically for albumin. and renal tube-casts, even if there is no 
cedema, though the occurrence of blood alone would not be sufficient to indicate acute 
nephritis, seeing that hemorrhage from the kidney may be due to Henoch’s purpura itself. 

It is only when every precaution has been taken to exclude all the above causes of 
purpura that one can be satisfied with any of the remaining three diagnoses, namely pur- 
pura simplex (morbus maculosus of Werlhof), purpura hemorrhagica, or purpura fulminans. 
These differ from each other only in degree ; broadly speaking, purpura simplex signifies 


PUSTULES 557 


hemorrhage into the skin only ; purpura hemorrhagica has, in addition, hemorrhages 
from the mucous membranes, particularly of the mouth, nose, and bowel, less commonly 
of the urinary passages ; whilst purpura fulminans is the term used to denote a condition 
in which a person may seem perfectly healthy to-day, may be seized with acute purpura 
and be dead before to-morrow, without developing any other symptoms to indicate the 
nature of the complaint. These kinds of purpura have sometimes been spoken of as idio- 
pathic, but they must have some underlying cause, if only it can be found. It is better 
probably to label them cases of purpura of which the exact cause is not yet known, than 
to be content with such a term as purpura simplex, and it is probable that if bacterio- 
- logical examinations were made, a bacterial cause would be discovered, particularly in 
connection with the tonsils, the gums in states of septic gingivitis or pyorrhcea alveolaris, 
the uterus, the bowel, or the circulating blood itself. Herbert French. 


PUS IN THE CHEST.—(Sce Cuxsr, Pus 1y, p. 103.) 


PUS IN THE STOOLS in sufficient amount to be recognizable by the naked eye, 
indicates the rupture of an abscess into the intestinal tract. The symptom is rare, how- 
ever, for even when a large appendicular abscess perforates into the czecum, the pus either 
becomes indistinguishable when mixed with the feces, or unrecognizable on account of 
digestion and decomposition. The less the pus is mixed with other intestinal contents, 
the nearer to the anus has the site of rupture been ; but the diagnosis of the source of the 
abscess needs to be determined upon other grounds, particularly the history, and the 
results of general physical examination, including that of the rectum and vagina. 
Abscesses most apt to cause a discharge of pus with the stools are of the appendicular, 
cholecystic, perinephric, psoas, pelvic, perigastric, or other local peritoneal types, and 
pyosalpinx. 

Microscopical quantities of pus in the stools may be due to any of the causes already 
mentioned ; they may also be derived, not from lesions outside the intestines, but from 
affections of the mucous membrane itself : acute or chronic colitis, with or without ulcera- 
tion ; dysentery ; cholera ; dengue ; mucous or mucomembranous colitis ; tuberculous, 
typhoidal, malignant, or venereal ulceration of the bowel. The pus corpuscles may be 
recognizable as such under the microscope ; but it is difficult to determine when the 
leucocytes derived from the intestinal catarrh are merely leucocytes in excess, and when 
their numbers become sufficient to merit the term actual pus. Examination with the 
sigmoidoscope is sometimes invaluable when the diagnosis has not been decided by other 
methods. Herbert French. 


PUSTULES.—The pustule, one of the primary cutaneous lesions, is an epidermic 
elevation, either unilocular or multilocular, containing a purulent liquid, and differing 
from a vesicle or a bulla only in the character of its contents. Always a product of in- 
flammation, it may originate as a pustule or may develop from a papule, but much more 
often it is a transformed vesicle ; if the metamorphosis is imperfect the lesion is styled a 
papulo-pustule or a vesico-pustule. Frequently the transformation from a papule or a 
vesicle is so swift that the true origin of the lesion may escape notice ; but in such cases it 
is usual to find papules or vesicles intermingled with the pustules. The pustular cavity 
may be situated in the epidermis, in the derma, or in a follicle ; a purulent accumulation 
beneath the derma is either an abscess or a gumma. Epidermic pustules may be super- 
ficial, as in impetigo, or deep, as in the condition known as ecthyma, which I regard as but 
a severe form of impetigo. Dermic pustules, such as the miliary abscesses of new-born 
children, are seldom met with, while follicular pustules, such as those of sycosis, are com- 
mon. In colour, pustules are usually yellowish or greyish, with a red areola ; but when 
the contents are mixed with blood, the yellow may be tinged with red or brown. Ifa pus- 
tule is punctured or ruptured, the liquid is seen to be more or less turbid and yellowish ; 
under the microscope it is found to consist largely of leucocytes and serum as well as cocci. 
Pustules vary greatly in size: small ones may remain of inconsiderable dimensions, or 
may become large by excentric extension. The prevalent shape is roundish or convex, as 
in furuncle and acne ; but it may be acuminate, as is frequent in sycosis and eczema, or 
flat and irregular, as in impetigo and syphilis, while in rare instances, as sometimes in 
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scabies, it may be oblong, with a tendency to the linear form. In variola and the varioli- 
form syphilide, the pustules may be flattened or concave, either because the fluid may not 
fully distend the cleft in which it lies, or from flaccidity of the sac due to commencing 
absorption. Pustules may develop slowly, as sometimes occurs in impetigo and in the 
pustular syphiloderm ; but as a rule they run a rapid course, and terminate either by rup- 
ture—much more often accidental than spontaneous—or by desiccation. In either case, 
a yellow, brown, or blackish crust, more or less thick and irregular, is formed ; but if the 
termination is by desiccation, the crust has a less pronounced coloration, and is friable 
instead of firm. 

A cutaneous affection in which the pustule plays a leading part is impetigo vulgaris 
seu contagiosa; usually following slight febrile disturbance, small erythematous spots 
appear, on which form vesicles containing a turbid fluid that quickly becomes purulent ; 
when the pustules break, as they soon do, they discharge a fluid that dries up quickly 
into scabs that are at first yellowish, and afterwards green. Dotted about among the 
scabs are pustules, which may coalesce so as to form, on rupture, crusts of considerable 
size. The eruption may be limited to a few discrete lesions, or may extend over large 
areas of the body. In parts where the pustules are exposed to friction, as on the limbs, 
they are generally ruptured at an early stage, and a flat irregular scab, surrounded by an 
areola, forms over them—the condition known as ecthyma. Sometimes the distribution 
is annular (impetigo circinata or gyrata). In the condition known as impetigo bullosa the 
lesions are much larger, and are not always transformed into true pustules. With impeti- 
ginous eruptions, though not with these alone, cutaneous diphtheria is sometimes associ- 
ated, especially in children. The most typical form of this affection has the appearance of 
an impetiginous eczema, associated with conjunctivitis, and occasionally with otorrhcea 
and rhinitis. No diphtheritic membrane may be present, and if cutaneous diphtheria is 
suspected, the Klebs-Loffler bacillus should be sought for bacteriologically. Staphylococci, 
or streptococci and staphylococci together, are the organisms generally found in simple 
impetigo, but occasionally other germs produce a precisely similar eruption—the Bacillus 
coli communis for example, or the Bacillus pyocyaneus. 

The differences between impetigo vulgaris and follicular impetigo are well marked. 
The latter is pustular from the beginning, and always situated around a hair-follicle. It 
starts as a round pustule, often pierced by a long or coarse hair, and it may be quite small, 
or as large as a pea; the pus collects under the horny layer, which it distends and raises. 
The eruption, usually multiple, has no sites of election, but appears wherever a breach in 
the horny layer affords entrance to the pyogenic organism. The pustules are more resist- 
ant than those of impetigo contagiosa, and are less quick to break. When they rupture, 
yellow crusts, smaller and thinner than those of impetigo vulgaris, are formed. The 
pustules of follicular impetigo can hardly be mistaken for those of any other affection. 
The other form of impetigo, however, has in rare cases to be diagnosed from pemphigus. 
In the latter the lesions start, not as small vesicles but as bulle, and the fluid they contain 
is only sometimes inoculable. Usually, too, there is marked systemic disturbance. But 
it is with pustular eczema that impetigo vulgaris is most likely to be confused, especially 
when the pustules of the latter condition have run together into a patch. In eczema, 
however, the pustules are smaller, there are severe itching and burning, there is an in- 
flammatory areola around the crusts, which is seldom the case in impetigo vulgaris, and 
other definitely eczematous lesions will usually be found if sought for carefully, including 
infiltration and thickening of the integument. 

Like follicular impetigo, sycosis vulgaris is a staphylococcic infection. The lesions 
begin as papules, or as nodules which form round the hairs—usually of the face, and espe- 
cially of the chin, but sometimes attacking the eyebrows, eyelashes, and the axillary and 
pubic regions—and presently develop into pustules, each of them pierced by a hair.. As 
the result of suppuration, the hairs are loosened, and if one is pulled out, a drop or two of 
pus usually exudes. In severe cases the pustules may be packed so closely together as to 
form infiltrations, which may fungate. The chief diagnostic features of the affection are 
its inflammatory character, its origin in the hair-follicles, and its limitation to the hairy 
parts, usually of the face. The differential diagnosis from tinea sycosis has been given 
under FuNGous AFFECTIONS OF THE SKIN (p. 246). Eczema is not limited to the hairy 
parts, and if the follicles are involved it is only secondarily, nor, as a rule, is the inflammation 
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so severe as in sycosis vulgaris. Of sycosis vulgaris again, intense itching is not a 
feature. Sometimes, when the sycosis is widely diffused, the crusts may have to be 
removed to clear up the diagnosis ; when this is done, the follicular implication will soon be 
perceived. Tertiary syphilitic ulceration is not restricted to the follicles, and behind it 
there lies a history of earlier specific lesions, as well as of the primary infection, unless 
this should have escaped notice. Wassermann’s serum test may be applied. 

If there is ever any doubt as between sycosis vulgaris and acne vulgaris, the presence 
of the latter on non-hairy parts should of itself suffice to decide the question. The pustules 
of acne vulgaris can scarcely, indeed, be confounded with those of any other affection, 
except with the lesions of small-pox (see below) and those of bromide and iodide eruptions. 
In these drug eruptions, however, comedones are absent, the lesions occur on any part of 
the body, and are generally a brighter red, while the fluid they contain is rather thinner. 
Drug eruptions, again, occur at any time of life, whereas acne vulgaris is essentially a disease 
of puberty. Pustular syphilides may attack any part of the body, and are generally 
erouped, which is never the case with the pustules of acne. 

A furuncle is so characteristic that the only lesion from which it can ever require 
to be differentiated is a carbuncle. The pathological process is the same in both; but 
while in furuncle there is but one point of suppuration and opening, in carbuncle there 
are several. The only condition from which a carbuncle has in turn to be diagnosed, 
except a furuncle and malignant pustule, is diffuse cellulitis, in which there is no circum- 
scribed outline. 

In malignant pustule (anthrax), following itching and burning at the site of inoculation, 
a livid red papule appears, on which a bulla or pustule forms quickly and breaks, drying 
up into a black gangrenous eschar. ‘This is fringed with tiny vesicles or pustules, and 
surrounded by a broad areola of solid cedematous infiltration, the skin over which is tense 
and violaceous. There are constitutional symptoms, with septic fever. The diagnosis 
rests mainly upon the presence of a gangrenous patch surrounded by infiltration in a 
patient whose occupation exposes him to infection with the anthrax bacillus, especially 
from cattle, hides, or wool. The organism (Plate XXVIII, p. 614) may be detected without 
difficulty under the microscope. It is a relatively large bacillus which generally forms long 
chains and is gram-positive. It is only at the outset that the lesion can be mistaken for a 
earbuncle. The primary lesion of syphilis can be excluded by its indolence, and by the 
absence of gangrene and of febrile symptoms. 

In glanders, the cutaneous lesions begin as red spots, which pass through the papular 
and vesicular or bullous stage into pustules that give rise to widespread ulceration. The 
condition, with its severe constitutional disturbance and, except in some chronic cases, 
the peculiar discharge from the nostrils, is usually easy of recognition ; and in exceptional 
cases in which the diagnosis is in doubt, recourse should be had to the mallein injection 
test, or the Bacillus mallet may be isolated from the lesions. 

In scrofulodermia (tuberculides), usually an affection of childhood and adolescence, 
pustular lesions take the form which has been styled by Diihring the large flat pustular, 
and the small pustular scrofuloderm. The former begins as one or more superficial 
indurations which, becoming pustular, extend peripherally and form a flat, yellowish, 
crusted pustule of considerable size, surrounded by a violaceous areola. Neighbouring 
pustules may coalesce. When the crust is removed, a granular scrofulous ulcer is seen. 
The small pustular scrofuloderm is usually a papulo-pustule rather than a fully-developed 
pustule, the pus being frequently limited to the central part of the summit, while the outer 
part of the lesion remains hard. The crusting is sometimes a slow process, which may 
occupy several weeks, and when the crust drops off it leaves indelible scars not unlike 
those of variola. The only diseases with which scrofulodermia generally can be confused 
are lupus and syphilis. The absence of ‘ apple-jelly’ nodules and of infiltration will 
distinguish it from lupus, though the two conditions may co-exist. The syphilitic ulcer 
is met with in adults, and is usually a much more active process than scrofulodermia, nor 
has the lesion the undermined border which is characteristic of the latter affection. 
Concomitant syphilitic signs will usually be present, just as in scrofulodermia there will 
generally be other tubercular symptoms ; Wassermann’s serum reaction should be tested. 

In syphilis the pustule is a much less frequent lesion than the papule (p. 490), and is 
generally found in association with a cachectic state of health. It appears in two different 
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forms, the acuminate and the flat pustular syphilide, and in both the lesion may be either 
small or large. The small acuminate or miliary syphilide, not usually much larger than a 
pinhead, in most instances begins as a papule, and papules will generally be found 
intermingled with the pustules. When the crusts into which the pustules dry are 
detached, there may be some scarring, or the lesions may leave no trace except stains, 
which presently disappear. 

The diagnosis of these small acuminate pustules seldom presents any difficulty ; but 
it is not so with the large acuminate pustules, the acneiform syphilides, which may be 
mistaken not only for acne, but also for variola and iodide eruptions. Appearing on a 
base which may at first be pink, and afterwards copper, they may be pustular from the 
beginning, or may start as vesicles or as papules ; they are more or less generalized, about 
the size of a pea, disseminated, or grouped irregularly, and while they are predominantly 
acuminate, some of them may be rounded. Some of the pustules may be dimpled, and occa- 
sionally the majority of them display this character. When the crusts fall off, brownish 
stains are seen, and there may be slight scarring, which, however, is seldom permanent. 
The grouping which is characteristic of these pustular syphilides, and the drying-up of 
the pus into scabs, are important points in differentiating them from the lesions of acne, — 
which, further, instead of being generalized, seldom affect parts other than the face, the 
back of the neck, the chest, and the back between the shoulders. The comedones of acne 
are another distinguishing feature, the eruption is of a more sluggish and chronic character, 
and there is no cachexia. The diagnosis as between pustular syphilides and variola is 
given below. The pustules met with in iodic eruptions are seldom either generalized or 
profuse. 

Small flat pustular syphilides (‘ impetiginous syphilides ’?) may begin as such, or may 
develop from macules or papules. They are discrete ; but in such regions as the face and 
scalp may run together. The eruption is of a generalized character, with a preference for 
the genitals, the scalp, and the face. The crusts into which the pustules quickly dry are 
frequently adherent ; beneath them there is superficial ulceration ; occasionally they are 
surrounded by an areola of the characteristic raw-ham colour. When the eruption is 
extensive, the patient is often anzmic and cachectic. The affections from which these 
syphilides have to be differentiated are pustular eczema and impetigo. The ulceration 
which underlies the crusts in the syphilides is not found in either of those conditions, nor is 
itching present as in eczema. In impetigo, the pustules most frequently affect the face and 
hands, and are superficial ; and the eruption is mild in character and of shorter duration. 

The large flat pustular syphilides (‘ ecthymatous syphilides’) differ little from the 
small ones except in size, and the only lesions with which they are likely to be confused 
are those of severe impetigo vulgaris. The diagnosis from that condition must rest upon 
the slow development, the greater number of the pustules, the coppery areola and base, 
the accompanying cachexia, and the pigmented scars. But it should be remembered— 
and this applies not to pustular syphilides only, but to syphilis generally—that in most 
cases a sure diagnosis of syphilis can be made only when all the factors of the case are taken 
into account: the history, character, course and termination of the lesions, and their 
reaction to salvarsan, mercury, or arsenic and the iodides. The distinctive characters of 
secondary lesions generally are their symmetry, their coppery colour, the positions in 
which they occur, their polymorphism, and the absence of itching, together with enlarged 
glands, sore throat or tongue. In doubtful cases the whole cutaneous surface should 
be examined for characteristic marks or lesions. If the diagnosis is still uncertain, the 
Wassermann test should be applied. 

Of all diseases of which the pustule is one of the manifestations, small-pow is that 
which presents the greatest difficulty in diagnosis. The lesion, occasionally preceded by a 
roseolar rash not unlike that of scarlatina, begins as a mere fleck, of pin-head size, flush 
with the surface and impalpable. In the course of a few hours it swells up into a pink 
papule, which can be felt embedded in the skin like a small shot. In a few days, 
the papule undergoes vacuolation, at the same time getting bigger, and becoming grey and 
translucent. So the papule passes into the vesicle, which is loculated, so that if it is 
punctured the contained fluid is not entirely discharged. As a rule, the smaller vesicles 
are hemispherical, the larger flat-topped, and occasionally the crown is indented. After 
about twenty-four hours the contents become turbid and the covering dull and whitish, 


_ cases they run together, confluent small- 
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and so the pustular stage is entered upon. While the lesion is undergoing this transition, 
the grey translucent centre is encircled at the periphery of the crown by a white or yellow 
ring. By the sixth day from its birth, the lesion has become yellow throughout and the 
crown dome-shaped ; the pustule so attains maturity, and if of full size measures about 
three-eighths of an inch across. Even in unmodified small-pox, however, the lesions often 
fail to reach those dimensions. As the pustule develops, the erythematous zone, the areola, 
which encircled the papule and was biggest and brightest in the vesicular stage, begins to 
wane, and has disappeared by the time the pustule reaches maturity. This occurs about 
the ninth day. As the pustules dry up 
or burst, scabs are formed, which on 
separation leave dark stains, scars and 
‘pits, the number and depth of the 
pits usually being determined by the 
severity of the disease. In mild attacks 
the pustules remain discrete, in severe 


pox (Figs. 237, 238). In bad cases, > 

hemorrhage takes place into the skin Wnccimated ee Geare 

and the interior of the pustules. The betore, Discrete, 

mucous membranes of the air-passages 

may be invaded, the extent to which Fig. 237.—Discrete small-pox 


they are involved being determined by (Photo by Dr. D. S. Davies, M.O H. Bristol.) 


their susceptibility rather than by the 

severity of the attack. In modified small-pox the eruption may resemble that of the 
unmodified disease, as here described, the difference being that the lesions are less abundant 
and are seldom confluent. 

It has been usual in the diagnosis of small-pox to lay the chief stress upon the solidity 
and hardness of the papule, the umbilication of the vesicle, and the loculation of its cavity ; 
but in his masterly monograph (‘The Diagnosis of Small-pox’’), to which I owe the 
following description, Ricketts has shown that the distribution of the lesions is of more 
diagnostic value than their character, as also is it more easily observed. The parts most 
liable to the eruption are the face and hands ; and of the two, the face is more liable than 
the hands. Next to the hands in susceptibility come the upper limbs, then the trunk, 
then the lower limbs. As to the trunk, the rash is thicker behind than in front, and thickest 
on the shoulders. The incidence is smallest on the great flexures of the body, while the 
extensor surfaces of the limbs, and especially the elbow, receive a disproportionate share 
of the rash. The neck fares better than either the head or the shoulders ; the back of it 
suffers more than the front. On the 
flank the rash is less profuse than on 
the adjoining parts of the chest-wall, 
either in front or behind. On the foot, 
the distribution is marked by great 
inconstancy. Usually the back of the 
foot receives more attention than the 
sole ; between the toes, and in the folds 
beneath the toes, there is comparative 
immunity ; and the parts for which the 
eruption shows most preference are the 
instep, especially the tendinous ridges 

Pie tment anal por and the bony eminences, the tendo 

(Photo by Dr. D. S. Davies, M.O.H., Bristol.) Achillis, the balls of the toes, the toe- 

pads, and the heels. In the hand, the 

palm, and especially the hollow of it, suffers little, and the brunt of the attack is borne 

by the extensor surface ; the rash is thickest on the back of the wrist and hand, and over 

the heads of the metacarpals. To these usual characters the distribution offers exceptions, 

some of them difficult of explanation; but they are neither so numerous nor so con- 
siderable as materially to lessen its diagnostic importance. : 

The diagnosis of small-pox from chicken-pox—the disease with which it is most often 
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confused—and from vaccinia, has been set out under VESICLES (p. 757). The eruptions 
of measles and of German measles differ from that of small-pox in that, instead of being 
papular, they are macular, and that they never pass into a vesicular or a pustular stage. 
In German measles, further, there is enlargement of the posterior cervical glands, which 
is never the case in small-pox at an early stage. In scarlatina, the ‘ strawberry tongue ’ 
is a sign which is quite different from the condition of the tongue in small-pox. The rose- 
red lenticular spots which make up the rash of enteric fever are neither so hard nor so 
prominent as the papules of small-pox, and they appear chiefly on the trunk, and elect 
the abdomen and chest rather than the back ; the arms and legs, and especially the face, 
almost always escape. 

If the pink, slightly elevated macules of simple purpura are mistaken for the eruption 
of small-pox, the error is soon corrected by the deeper colour which the macules take on ; 
nor, even though the macules may become papules, have the lesions the characteristic 
hardness of variolous papules. Another point of difference between simple purpura and 
smalJl-pox is, that in the former affection the face and trunk are seldom attacked, the sites 
of election being the limbs. In erythema multiforme, although the rash makes its chief 
attack upon the limbs, it may be widely diffused and may even invade the face. In such 
cases, however, the diffusion will 
usually be less general than that of 
the variolous eruption, nor is the order 
of incidence the same. With the 
involution which the erythematous 
lesions undergo, the resemblance to 
small-pox ceases. Even in cases of 
acute febrile erythema, in which the 
whole cutaneous surface is covered 
by a profuse eruption, the distribution 
is quite different from that of the 
small-pox eruption. 

Confusion between small-pox and 
syphilis is much more likely to arise 
when the syphilide is pustular than 
when it is vesicular or papular. The 
erroneous diagnosis may be assisted 
by the fever and aching symptoms 
which may precede pustular syphilides, 
and by the fact that the lesions may 
begin as papules. In syphilis, how- 
ever, the constitutional symptoms are 

Fig. 239.—Case of septic dermatitis wrongly diagnosed as small-pox. less severe, the eruption runs a more 

(Photo by Dr. D. S. Davies, M.O.H., Bristol.) : r, 

indolent course, and appears in suc- 

cessive crops, whilst the vesicles which 

form on the summits of the papules have an indurated base. Sometimes, too, the syphilitic 

eruption is indifferent in distribution, and often it comprises various types of lesions, even 

when it is not distinctly polymorphic, whereas in small-pox the departure from homo- 
geneity is much more limited. 

Occasionally, impetigo vulgaris is mistaken for mild modified small-pox (Fig. 239), 
but attention to the points which mark off the former affection from pustular eczema 
(see above) should prevent the mistake. Further differentiating features as between 
impetigo vulgaris and: small-pox are, that in impetigo there is no fever, and that the lesions 
begin as vesicles or bulle and dry up into flat yellowish crusts. In those cases of sudden 
and acute eczema which may mimic small-pox, guidance is to be found in the small size 
and superficiality of the eezematous lesions, and the cedema and infiltration of the under- 
lying skin. In scabies, again, the vesicles are superficial, burrows will generally be found, 
and the heterogeneity of the secondary lesions will aid the diagnosis. In all these affections, 
the distribution is quite different from that of small-pox, the incidence being partial or 
patchy. Thus, in impetigo the lesions are frequently confined to the face and extremities, 
and if the trunk is invaded, it is the front more than the back, the lower part more than 
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the upper. In scabies, except in children, the face escapes, and the commonest sites are 
the hands and fingers, buttocks, and feet. 

In Ricketts’ experience, no affection, except chicken-pox, is so frequently confused 
with small-pox as acne vulgaris, in spite of its chronic, afebrile character, and the absence 
of subjective symptoms. If, however, the rash is limited to the upper part of the body 
and a few characteristic acne lesions such as comedones are found, small-pox may be 
excluded. 

I have seen copaiba eruption mistaken for small-pox. The absence of constitutional 
symptoms such as pain in the lumbar region and fever, the mixed character of the lesions, 
and the history are the chief points in the diagnosis. 

It is seldom that bromide or iodide eruptions are mistaken for the rash of small-pox. 
In doubtful cases, attention must be paid to the larger size of the pustules, as compared 
with those of small-pox, and to the symmetrical or patchy distribution. Malcolm Morris. 


PYREXIA, PROLONGED.—A pyrexia may be considered prolonged if it lasts more 
- than ten days. In most cases, no doubt, there are signs and symptoms, or facts in the 
history, which enable one to make a diagnosis before this ;_ but difficulties often arise from 
the absence of the distinctive characters of any one of the diseases commonly accompanied 
by such pyrexia. In most cases such a prolonged pyrexia is the result of one of the 
infectious diseases, and it is by a careful consideration of the more probable among these 
that one may often arrive at a definite opinion. The general infections most likely to give 
rise to a long-lasting fever are :— 


Typhus fever Meningitis (| Malaria 
Typhoid fever Malignant endocarditis Syphilis 
Paratyphoid fever Septiceemia from deep-seated Bacilluria 
Mediterranean fever foci of disease, such as: Bronchopneumonia. 
Influenza Empyema, Cerebral ab- | 
Tuberculosis scess, Pylephlebitis, or 

other form of suppuration 


A high temperature of very long duration occurs often in connection with diseases 
of the blood and blood-forming organs, such as :— — 


Addison’s anzemia | Leukaemia | Hodgkin’s disease. 


It also occurs much more often than has been commonly supposed in sarcoma and 
carcinoma of different organs, and has been observed in cirrhosis of the liver. There are 
two other forms of pyrexia which should be borne in mind, namely, a prolonged pyrexia 
occurring in children, often very difficult to explain ; and so-called neurotic pyrexias. 

Modern research has a tendency to rely upon its own methods alone, and to ignore 
the older clinical differences. But this involves a separate investigation for each disease as 
it comes to be considered ; and thus it may happen that one patient may have to undergo, 
in addition to a thorough bedside examination of all his organs, a lumbar puncture, and 
the removal of blood for the Widal test or for the cultivation of organisms; and these 
may have to be repeated. A full knowledge of the history of the illness, of exposure to 
infection, and of the clinical changes as far as they are manifested, is desirable in order 
that the researches of the bacteriologist may be directed as early as possible into the right 
path. 

Typhus.—On the score of prolonged pyrexia (17g. 268, p. 638, and Fig. 269, p. 639) little 
need be said of this fever. The eruption is generally distinctive, and shows itself before the 
fever has attained any duration ; but it is capable of being confounded with typhoid fever, 
and even with malignant endocarditis. The distinction from typhoid fever is given else- 
where ; and a confusion with malignant endocarditis is only possible if the latter should 
produce a very uniformly distributed petechial eruption over the skin while the cardiac 
murmur is of slight intensity ; or if a person already the subject of cardiac murmur should 
contract typhus, and have an ill-defined eruption. In either case, if the pyrexia were 
prolonged beyond the twelfth or fourteenth day, typhus would be unlikely. 

Influenza.—In most cases of influenza uncomplicated by ‘definite visceral changes, 
such as pneumonia or gastro-enteritis, the fever is of short duration, but it is often as long 
as a week or ten days, and sometimes three weeks or more (Fig. 240). The longer period, 
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accompanied as the fever is by few distinctive signs, is sufficient to lead to a confusion with 
typhoid fever, tuberculosis, or malignant endocarditis, either of which may proceed for 
two or three weeks, and the last two for many more weeks, without distinctive clinical 
signs. The constant presence of influenza amongst us, and the great variety in the 
characters it assumes, make it very difficult to exclude it until positive signs of another 
complaint have manifested themselves. Equally difficult, however, is it to prove the 
existence of the disease, since the organism, Pfeiffer’s bacillus, is not found easily in the 
blood ; and in the prolonged cases, the rather striking peculiarities of the intense acute 
attacks, such as severe pain in the head and back of the eye,.and in the lumbar region, 
may be absent. The diagnosis can often be made positively only via exclusionis, when the 
bacteriological tests of typhoid fever and tuberculosis have failed, and if there is an entire 
absence of rose spots, diarrhoea, or enlarged spleen on the one hand, or of pulmonary 
symptoms on the other. Especially must we bear in mind that an apparent attack of 
influenza may only be the pyrexial equivalent of early tuberculous infection, and if at any 
time in the course of the illness sputum is available, it should be examined for tubercle bacilli. 
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Fig. 240.—Temperature chart in a prolonged case of influenza in which the pyrexia lasted a month; the 
diagnosis was confirmed by bacteriological detection of Pfeiffer’s influenza bacilli. The case was complicated 
by ‘influenzal otitis media, and transient cardiac bruits. 


Typhoid Fever should be comparatively easy to diagnose in the present day. A fever 
commencing with frontal headache, perhaps with diarrhoea, generally compelling the 
patient to lie up in bed by the end of the first week, and showing within the first ten days 
rose spots on the abdomen and a slight enlargement of the spleen, while at that time the 
temperature is 101° F. or 102° F. in the morning, and 108° F. or more in the evening, and 
the pulse is relatively slow, namely from 80 to 100 in the minute, should be typhoid fever. 
The Widal reaction, that is, the agglutination of typhoid bacilli by the patient’s blood 
serum, becomes positive about the tenth or twelfth day. All these signs may fail for a 
time : spots may be absent, the bowels may be persistently constipated, enlargement of 
the spleen may be difficult to prove, the Widal test may and often does fail. Examinations 
of the feces for Eberth’s bacillus are not easy ; but cultivation of the bacillus from the 
blood taken from the patient’s vein may yield the bacillus, and this at an earlier date than 
the Widal reaction can be obtained. Apart from such cultivation, the appearance of rose 
spots from the sixth to the tenth day, with additions to their number every day for five 
or six days, forms perhaps the most conclusive evidence of typhoid fever; and the 
diagnosis based on these grounds should not be upset by one or two failures to get a 
positive reaction with the Widal test. This test may require to be made with two or more 
strains of Eberth’s bacillus, and failing them, paratyphoid bacilli should be used. A 
positive Widal reaction in a case otherwise unlike typhoid fever must be accepted with 
caution. If a case is devoid of spots, and gives no Widal reaction, the probability of its 
being typhoid fever might be asserted from its mode of onset, a characteristic chart of 
temperature (Fig. 241), with high readings morning and evening in the middle of the second 
week, and ending in twenty to twenty-five days after wide oscillations ; and finally, a pulse 
always under 100. On the other hand, a pulse of more than 100 does not exclude typhoid, 
as it is common enough in the severe adynamic forms. Typhoid fever may be confounded 
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with many acute diseases ; as a prolonged pyrexia it is especially pulmonary tuberculosis, 
malignant endocarditis, a long-lasting influenza, septiceemic processes, and occasionally 
tuberculous meningitis which will give difficulty. 
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Fig. 241—Temperature chart of a case of typhoid fever. 


Paratyphoid Fever.—Of this it need only be said that it presents the features of a 
benign typhoid fever, in which all the distinctive characters are less marked. Like 
typhoid, it may be confounded with a mild long influenza, or with early tuberculosis. Its 
recognition depends ultimately upon the agglutination of paratyphoid bacilli by the 
patient’s blood serum. 
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Fig. 242.—Temperature chart of a case of Mediterranean fever of undulant type. 


Mediterranean Fever is one of the most prolonged of the fevers due to one recognized 
micro-organism ; for in the undulant form of the disease successive exacerbations of 
pyrexia-may carry on the illness into the fifteenth or sixteenth week (Fig. 242). It 
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resembles typhoid fever closely, including the enlargement of the spleen, but is proved to 
be due to infection with Micrococcus melitensis, conveyed, almost invariably, in goat’s milk. 
In British practice its occurrence is unlikely, except in one who has been in the parts of the 
world where it is rife—namely, the Mediterranean coast and islands, whence it has found 
its way into Spain, Portugal, and other countries, and even to such distant parts as South 
Africa. It differs from typhoid fever in the absence of spots and of characteristic diarrhcea, 
but as these often fail in typhoid fever the distinction is not always available. However, 
the diagnosis can generally be made by the Widal test, since the blood serum will agglu- 
tinate the Micrococcus melitensis as early as the fifth day of the disease. 

Tuberculosis.—The onset of general miliary tuberculosis, or of miliary tuberculosis 
of the lung, has often for its only symptom a moderate pyrexia, with accompanying 
physical weakness and anorexia. Such a condition may continue for weeks without any 
other sign ; the breathing need not be quickened, and there may be an entire absence of 
abnormal signs in the lungs. The morning temperature is frequently near the normal, 
while the evening temperature alone is high; and it does not as a rule increase to a 
maximum and subsequently fall, so as to form the curve which is characteristic of typhoid, 
but continues nearly at the same level for long periods. In the absence of sputum the 
detection of tubercle bacilli is not available. Tuberculin tests may, however, be tried, 
and will probably give positive results. Of these the most suitable is the cutaneous tuber- 
culin test of von Pirquet (Plate XX XVII, p.770). Tuberculous infection in other localities 
may equally, when not accompanied by striking local signs, and only presenting the pyrexia, 
be taken for typhoid fever: for instance, tuberculous disease of the kidney, or pyelitis, and 
especially tuberculous meningitis. Headache and fever occur both in this and in typhoid 
and may be for a time the only facts in the case, until in the one case spots or loose motions 
assert themselves, or, in the other, optic neuritis, convulsions, paralysis, or retracted 
abdomen point to a cerebral localization. 

Meningitis —The duration of a tuberculous meningitis is often three or four weeks, 
during which there is pyrexia of moderate, or occasionally of severe type. In the sporadic, 
infantile form of cerebrospinal meningitis, first described as posterior basal meningitis, the 
fever is often prolonged for five, six, or more weeks. The continuous temperature is not 
generally very high, but in some cases there are sudden rises to 103° and 104°, followed 
by a fall to the normal within a few hours (Fig. 253, p. 591). These rises of temperature may 
occur daily, or every other day, or more frequently. As, in meningitis, by the time the 
pyrexia has become prolonged the cerebral symptoms, such as drowsiness, coma, and re- 
tracted head, are usually pronounced, there is not much difficulty in locating the disease in 
the meninges. To determine whether the inflammation is tuberculous or meningococcal or 
of other bacterial origin may require a lumbar puncture (p. 304) or blood culture. 

Infective or Malignant Endocarditis may be mentioned next because for days, weeks, 
or months the only prominent feature may be a continuous pyrexia with evening rises to 
101° F., falling in the morning to 99° or 98°4° F. (Fig. 243). In most cases a cardiac murmur 
is present, and then one may, after a certain lapse of time, such as fourteen days, and 
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Fig. 248.—Temperature chart of a case of malignant endocarditis. 


excluding the possibility of typhoid fever, often make a diagnosis with confidence. This 
is confirmed by the occurrence of other symptoms mentioned on p. 34. An attempt 
should be made to obtain an organism from the blood by cultivation, but it is not always 
successful. In the early stages the difficulty is not uncommonly increased by the fact 
that no murmur can be heard, in spite of the fact that endocardial changes are present. 
The course of some of these cases of infective endocarditis, which may be called chronic, 
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is remarkably prolonged, sometimes for six, eight, or twelve months, with little variations 
in the accompanying conditions. Long before that, of course, typhoid fever and tuber- 
culosis would have been excluded ; and after eight or ten weeks the co-existence of cardiac 
murmur, with uniform prolonged pyrexia, would make the diagnosis certain. Cases in 
which the brunt of the disease falls upon the brain may actually have meningitis, as in 
pneumococcal cases ; or they may be mistaken for meningitis, or for typhoid fever, or, if 
petechie are present, for typhus. But in such instances the illness is generally a short 
one, and it would scarcely come into the present category. 

Septicemia.—In any prolonged pyrexia the possibility of a focus of deep-seated 
suppuration should be considered. In many situations the focus causes pain which at 
once directs attention to the origin of the trouble ; but in some cases pain is absent, and 
foci in some situations are habitually painless. The disorders to be thought of are otitis, 
abscesses in the throat, a small empyema, cerebral abscess, deep-seated glandular suppuration, 
suppurative pylephlebitis, appendicitis, pelvic suppurations in women, and umbilical lesions 
in the new-born infant. If the blood shows a leucocytosis this will be in favour of a 


_ suppurating centre. At any rate, it will exclude typhoid and miliary tuberculosis. Each 


possible centre of infection must be called to mind, and the locality concerned must be 
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Fig. 244.—Temperature chart of a case of pyw#mia, secondary to otitis media and 
lateral sinus thrombosis. There was a rigor almost daily. 


investigated. Suppurative pylephlebitis, in spite of the extent of the lesions and the size 
of the organ concerned, has frequently been overlooked, and has been mistaken for typhoid 
fever, pneumonia, peritonitis, or appendicitis. It is relatively rare, but it is a sequel of 
other suppurative lesions in the abdomen, and should therefore be thought. of when 
appendicitis or other similar affection has been under treatment. Rigors are very 
inconstant in diseases of this class; if they occur they compel attention to the possibility 
of pyogenetic centres (Fig. 244); but their absence must not be allowed to influence one 
in the contrary sense. They are most constant in visceral pyeemia, but this illness is not 
generally prolonged. In some cases the organism is only discovered after repeated cultural 
examination of the blood, the urine, or even the cerebrospinal fluid, and it may be found 
to be some rarity such as the glanders bacillus or a leptothrix bacillus. 

Erysipelas, though generally of short duration, sometimes causes pyrexia lasting more 
than a fortnight (Fig. 245). 

Syphilis —Like other infections, this has its fevers, both in the secondary stage,— 
that is the stage of generalization of the infection—and in the late stages accompanying 


568 PYREXIA, PROLONGED 


gummata and other local processes. The secondary fever is certainly not present to a 
marked degree in most cases ; a little feverishness there may be, but it searcely requires 
special mention. Only occasionally is there a really prolonged pyrexia, with decided 
evening elevations of temperature. The diagnosis is rarely in question because the fever 
only accompanies the rash and sore throat ; and the origin in a local infection is generally 
well known. The same help may be with us in the fever attending gumma-formation ; but 
if the gumma is deep-seated in a viscus such as the liver, even though it should be eis 
and recognized by palpation as an abnormal enlargement or thickening, some hesitation 
may be felt as to the diagnosis unless it is remembered that such pyrexia may be present. 
Moreover, a pyrexia of this kind has occurred in connection with the lesions of the inherited 
disease. Syphilitic pyrexia is frequently of decided character, with evening elevations 
to 103° F. or more, and morning falls nearly to normal, until stopped, as it may be at once, 
by the administration of potassium iodide. In both these cases the Wassermann reaction 
is available to make certain the nature of the infection. 

Bronchopneumonia.—This may be mentioned because it has sometimes a duration 
of many weeks, and during the whole time an oscillating temperature is present. The 
local signs are, however, sufficient to explain the presence of fever, and the difficulty lies 
only in the fact that a general pulmonary tuberculosis may resemble almost exactly the 
more curable bronchopneumonia of pneumococcal or streptococcal origin. 
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Fig. 245,—-Temperature chart of a case of facial erysipelas following a septic scratch. 


FAHRENHEIT'S SCALE 


Malaria.—Important as is this disease, its diagnosis may be dealt with briefly here. 
The non-malignant quartan and tertian fevers produce isolated pyrexias of short duration 
(Fig. 6, p. 28, and Fig. 7, p. 29) which do not come within the scope of this paper. It is 
only the malignant or subtertian fevers, which do not arise in this country, and are little likely 
to be seen in other than regions known to be malarious, which cause prolonged continuous 
pyrexia (Fig. 11, p. 31). The diagnosis is based upon a consideration of the symptoms, 
upon the discovery of the parasite, and upon the results of treatment with quinine. The 
symptoms chill, fever, and sweating have less value in a continuous pyrexia than in the 
simple tertian and quartan fevers, and in a quotidian fever the resemblance to septic poison- 
ing is well recognized. An enlarged spleen is present in malaria, but also commonly in 
typhoid fever. Most reliance is to be placed upon a microscopical examination of blood- 
films coloured with Romanowsky’s or Leishman’s stain ; for in cases of pernicious malaria, 
it is rarely that the organisms (Plate XXVIII, Fig. E, p- 614) fail to be discovered by this 
means. Absence of leucocytosis and an increase of the large mononuclears to 15 per cent in a 
differential count of the leucocytes in the blood, are also in favour of malaria, at least in the 
first two weeks ; after which the results may be very similar in typhoid fever. The third test 
is the administration of quinine, which, given in sufficient quantity, will stop malaria; and 
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on the other hand, if the fever continues in spite of it, malaria is excluded. An adequate 
dose for this purpose is 3 or 4 gr. every three hours, day and night, for two or three days. 

Bacilluria.—This is usually due to infection of the urinary passages with Bacillus cola 
communis. The symptoms may be slight or they may be those of cystitis or pyelitis in a 
marked degree (see BACTERIURIA, p. 69) ; with these there is a more or less continuous 
pyrexia (Jig. 193, p. 456). Especially in infants they may be few, or none at all other than 
the pyrexia, which is variable in degree, generally irregular from day to day, may be accom- 
panied by chills and sweating, and may last several weeks. Hence in an obscure fever in 
infants the urine should be examined carefully. 

Anemia.—The several forms of pernicious, idiopathic, or Addisonian anemia are 
frequently accompanied by a moderate degree of pyrexia, which may persist for many 
weeks (Fig. 246). Such an anemia might be the manifestation of tuberculosis, of infective 
endocarditis, or of malignant growths ; but an examination of the blood with the discovery 
of poikilocytosis, of a colour-index above unity, the lemon-yellow tint of the skin in some 
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Fig. 246.—Characteristic temperature chart of a case of pernicious anemia. 


cases, and the history, will generally determine the diagnosis, though the differentiation 
of the particular form of anemia may still remain to be considered (see ANZMIA, p. 20). 

Hodgkin’s Disease-——In some, but by no means all, cases of this disease, a very 
remarkable form of pyrexia occurs. It consists of alternating periods of pyrexia and 
apyrexia, each of eight, ten, or twelve days’ duration, lasting in all for six, nine, or twelve 
months. During the pyrexial period the temperature, beginning near the normal, becomes 
day by day higher and higher, till on the fourth or fifth evening it reaches 102° F. or 103° F., 
its highest point ; it gradually declines during the next four or five days to the normal ; 
and then for three or four days it becomes increasingly subnormal till a minimum is reached, 
and from this point there is a gradual return to the normal, when a second pyrexial curve 
begins (Fig. 247). If the cervical, axillary, or inguinal lymph-glands, apart from or in 
company with the spleen, are enlarged, and the condition of the blood is normal, or 
of the simple chlorotic type, the diagnosis of Hodgkin’s disease is safely made. If sucha 
temperature is observed without any enlargement of the spleen or of the external glands, a 
lymphadenomatous enlargement of the internal glands, bronchial or mediastinal. should 
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be suspected, and endeavours should be made to demonstrate them by palpation, 
percussion, or x-rays. Leucocytosis should be absent; but its occurrence in a late stage 
of the pyrexia would not militate against the diagnosis. ’ 
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Fig. 247.—Temperature chart of a case of Hodgkin’s disease. 
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Leukemia.—Pyrexia is a common occurrence in the different forms of leukzmia. 
As a rule the great size of the spleen in one group of cases leads to an easy diagnosis, and 
in another group the glands are manifestly enlarged, though acute cases occur in which 
these changes do not appear early ; in all these forms an examination of the blood will 
show the excessive number of leucocytes, of one or other variety (p. 24), a sufficient 
explanation of the occurrence of pyrexia. 
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Fig. 248.—Temperature chart of a case of sarcoma of the neck and mediastinum. 


New Growths—New growths are not accompanied by pyrexia as a rule; but many 
exceptions have been recorded, in regard both to sarcoma and to carcinoma. A case of 
sarcoma of the neck and’ mediastinum was accompanied for the four months preceding 
death by a pyrexia resembling in its variations from week to week that of Hodgkin’s disease 
(Fig. 248), and carcinoma has now frequently been known to be accompanied for weeks 
or months by fever, especially where there are secondary deposits in the liver (p. 326). 
The diagnosis is not generally difficult ; the tumour is in evidence. <A point of importance 
is that the pyrexia does not help to distinguish between syphilis and cancer. 

Cirrhosis of the Liver——The diagnostic relations of pyrexia in cirrhosis of the liver 
are on the same footing. It occurs in some cases (Fig. 167, p. 371) and is apparently due to 
cirrhosis ; perhaps because it is an inflammatory process, or because the cirrhosis is due to 
a toxemia which may raise the temperature. The fact is of interest when we consider that 
ascites due to hepatic cirrhosis has often been mistaken for tuberculous peritonitis, and, 
perhaps less often, tuberculous peritonitis for cirrhosis. The absence of pyrexia might 
possibly be held to exclude tuberculous peritonitis, but its presence would leave the diagnosis | 
open, since it might be due to either. 

The curious pyrexial outbursts in rat-bite fever are described on p. 598, and the long- 
continued low fever of pellagra on p. 225. 

Neurotic Pyrevia.—This term may be applied to two classes of case: in one the 
mercury is found at extraordinarily high levels at irregular intervals, often at different 
levels in different parts of the body, and falling again rapidly to the normal. ‘This may 
be repeated many days, but hardly constitutes prolonged pyrexia. In the second variety 
the patient has a genuine pyrexia, lasting two, three, or more weeks, irregular in the 
elevations reached on successive days, but on the whole resembling the pyrexia of sepsis. 
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These cases are more often females, and the fever may be associated with symptoms refer- 
able to the pelvic organs, or may persist after the entire subsidence of such symptoms, so 
that skilled obstetric physicians have been unable to find any active local lesion. The 
neurotic origin of such cases may be open to doubt, but it is supported by the variability 
of the pyrexia, and by its occasional rapid cessation without adequate explanation, and 
without any local change. The diagnosis can only be made as a rule via exclusionis, and 
must always be considered provisional as long as there is any probability of an adequate 
cause being found. 

The Unexplained Pyrexia of Children.—This form of pyrexia is in a somewhat similar 
position to the above. All students of disease in children are familiar with the fact that 
in patients under nine or ten years of age a mild pyrexia may occur, lasting two, three, or 
four months, for which no explanation can be found. Since it arises in quite young subjects, 
a neurotic origin is not so readily suggested, nor so likely, as in the adult female, and 
yet it is possible that some cases are of this nature. Tuberculosis should be considered 
carefully, but is often safely and rightly excluded. Gastro-intestinal disturbance, such 
as constipation ; the unsuitable nature of the food; and acute intoxication from the 
alimentary canal, are other possible explanations of some cases. Since the prognosis is 
good, it is satisfactory to be able to recognize the clinical condition, even though the causa- 
tion is obscure ; but the diagnosis can only be established after careful exclusion of typhoid 
fever, tuberculosis, and local inflammatory conditions such as otitis, bacilluria, and other 
definite lesions or infections. Frederick Taylor. 


PYREX!IA WITHOUT OBVIOUS CAUSE.—From researches carried out in trying 
to ascertain the mechanism by which the body maintains in health an average temperature 
(practically constant) of 98-4° F., and the factors that lead in disease, and also even in 
health, to a departure from that temperature, a number of general principles have been 
established, and these must be grasped before we can form a just estimate of the value of 
the reading of the thermometer in diagnosis. We must briefly state the more important 
of these without discussion. 

1. Sources of the Actual Production of Heat in Health in order of importance : 
(a) Muscles at work ; (b) Glands at work ; (c) All minor tissues in which katabolic changes 
are proceeding. | 

2. Provisions for the Escape of Heat—(a) Temperature changes in the air, especially 
that expired ; (b) Escape by the skin, radiation, and evaporation of sweat ; (c) Escape 
by urine and feces ; (d) Warming of food, and anabolic tissue changes. 

3. Mechanisms for Regulating the Distribution of Heat generated Locally.—(a) A 
main centre for regulating the distribution of the blood, situated in the medulla ; (b) 
Subsidiary centres for the same purpose situated in the cord and (?) elsewhere ; (c) The 
physical properties of the blood, lymph, and tissue juices as regards their circulatory 
movements and their capacity for absorbing and retaining heat. 

These three belong to the province of pure experimental physiology and physics ; 
we have, then, the further observations shared by physiology and clinical medicine : 

4. That the temperature in perfect health can be raised considerably (at least to 102° | 
—Hill) by strenuous physical exertion ; such elevations disappear very rapidly, possibly 
with small oscillations. 

5. That in exhaustion from violent effort or exposure (generally both, as in shipwrecks 
and similar accidents) the temperature can be, and is, very dangerously depressed, this 
being possibly the sole cause of death. 

6. That in every form of microbic invasion of the body, the temperature may be 
altered. This alteration may be produced in several conceivable ways, €.g., by the direct 
action of the microbes or their poisons on the seats of the production of heat or on the 
centres regulating its distribution, or again by the action of the same poisons or microbes 
on the main sources of loss of heat. The exact and precise cause is very obscure, though 
extremely interesting to the pathologist. 

Lastly, as purely clinical observations we have learnt :— 

7. That in order that variations in temperature may kill, or indeed of themselves be 
of very serious import, they need to be very extreme (say 6 or 7 degrees above or below 
normal) or else very prolonged, the necessary duration varying with the degree of departure 
from the normal. 
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8. That in the wards of a hospital where the temperatures are taken and charted at 
regular intervals, it is scarcely possible to find a chart of chronic disease which does not 
show some oscillations in temperature, the causes of which are obscure or overlooked. 

From these general propositions we may pass to the practical value of thermometric 
observations in diagnosis. We may again generalize, and say, that standing alone as a 
primary and isolated observation, the fact of a disturbance in temperature is of little use ; 
but when this observation is controlled by other factors in diagnosis, and we have made a 
complete diagnosis of a given disease, we are then in the position of knowing by experience 
approximately the course of the temperature for that disease, and we shall get many useful 
hints from the thermometer as to complications or the severity of the attack : a point to 
which we shall refer presently. Hence, it is useful in our present discussion to divide all 
patients into two main groups: (1) Those who are well enough to visit their doctor, and 
(2) Those who are too ill to do so. 

Patients who are well enough to visit their doctor.—Unless some special com- 
plaint or physical sign soon leads to satisfactory diagnosis, let it be an accepted rule to 
take the temperature ; by doing so we shall not infrequently discover, early, a disease 
which we might otherwise have overlooked until something or some one else had drawn 
attention to it, greatly to our discomfiture and loss of credit. The three most typical 
illustrations of this position are perhaps typhoid, phthisis, and a condition which in our 
haste we label ‘ Influenza.’ 

A headache lasting four or five days and associated with some degree of pyrexia, is, 
even standing alone, so suspicious of the first, that the patient must be ordered to bed to 
be watched. A nasty dry cough, with general anemia, weakness, tiredness, and malaise, 
makes us very suspicious of the second, especially if there is also the slightest alteration in 
the breath sounds anywhere. The third is the recently developed refuge of the 
diagnostically destitute ; it leads to much mortification when suppurating gums or tonsils, 
gonococcal discharges, decomposing urine, or other critical points are discovered later: a 
position which may be avoided by examining all easily accessible orifices, and if the mouth, 
throat, and nose all seem healthy, by labelling the trouble fever of uncertain origin, and 
ordering the patient to bed. In fact, if on examining the patient in the consulting-room 
no cause for the pyrexia is apparent, I would lay down as a golden rule—Remove the patient 
at once from Group 1, and place him in Group 2 for further critical examination of his or 
her person, blood, and excreta. 

Patients who request their doctor to visit them.—It must be admitted that in 
this group also, pyrexia by itself is not a very strong diagnostic point, for ex hypothesi 
the other symptoms are of considerable severity and importance, and therefore point pretty 
strongly in some diagnostic direction. Our residuum from Group 1, with a certain 
proportion of individuals originally in Group 2, will, however, together make up a by no 
means negligible number of patients in whom the cause of pyrexia is obscure to an ordinary 
examination. Here it is the first rule to examine systematically every orifice of the body 
for a possible source of trouble ; gums, and especially the roots of the teeth for pyorrhcea, 
ears, nose, throat, vagina, rectum, and urethra ; should all these prove healthy, the fingers 
and toes must be inspected for overlooked sores ; and the bones near joints investigated 
for a possible osteomyelitis. 

The Blood.—It is by now almost certain that some clue will have been obtained, 
but should none have appeared (in some cases even when a complete diagnosis has been 
made) we must now proceed to have the blood examined by the best available scientific 
methods ; we may by this means prove that the blood itself is at fault, or that it contains 
some microbes, thus :— 

1. Leucocytosis suggests leucocythzemia perhaps, in which disease outbreaks of pyrexia 
are not uncommon ; or some obscure focus of suppuration ; or perhaps it proves that an 
obvious focus requires the surgeon’s assistance ; or per contra, it provides a slight argument 
against typhoid or tubercle, and in favour of gross parasitic worms. 

2. Poikilocytosis suggests a severe anzmia, which, like leucocythzemia, is known to 
have pyrexial periods. 

3. Widal’s Test, if positive, practically proves the presence of typhoid. . 

4. Cultivation of it may prove a microbice invasion, the name and nature of the invader, 
and possibly the point of invasion. 
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5. Microparasites of protozoal form (malarial or other) may be recognized in the blood 
under the microscope. | 

The Urine may be found to be thick or decomposed, and thus give a clue to tubercle 
of the genito-urinary tract, to calculous trouble, or to B. coli communis invasion. It is 
well to remember that B. colt may exist in what otherwise appears to be a healthy urine 
(p. 12). r 

The Feces may yield information: melzna, fatty stools, gall-stones, or even eggs 
of parasites may be found, thus clearing up the cause of an obscure pyrexia. 

Tests such as Calmette’s or von Pirquet’s may be tried for latent tubercle, but the 
dropping of tuberculin into an eye is not without its own risks, and in my opinion had 
better be avoided, especially as by the time tubercle has caused pyrexia it has probably 
advanced so far as to be discoverable by careful physical examination of the chest. 
Moreover, the test is alleged to be so delicate as to discover obsolete tubercle, which is not 
the cause of the pyrexia, and so may lead one astray. 

When physical examination, clinical methods of investigating secretions and excre- 
tions, and bacteriological aids have thus all been exhausted, there will still remain 
a few rare cases in which the cause of the pyrexia is undiscoverable. These are chiefly 
abdominal: thus gall-stones and their complications, pylephlebitis, ovarian abscess, 
and deep-seated phlebitis have all presented instances to the writer; but he knows of 
no rules by which such cases can be discovered ; time or an autopsy can alone clear them 
up. Apart, however, from such obscurities, there still remain some interesting and useful 
observations to be made on certain clinical thermometric measurements. 


PYREXIA OR SUBNORMAL TEMPERATURES IN CHILDREN. 


In children we know that the heat-regulating, like other nervous mechanisms, takes 
time to develop proper and complete connections with, and control over, subordinate 
centres of regulation, whether these be foci of production or surfaces of loss ; hence we are 
not surprised, still less alarmed, at temperatures above normal in children, which in adults 
may have a very different significance. It is rather the reverse with those below normal, 
because we know that the growing child requires very large supplies of heat to carry on 
the anabolic functions of growth and development. 

Subnormal Temperature.—Suppose we find a child in this condition, the immediate 
diagnosis is great exhaustion ; such temperatures are generally found in marasmic children 
who have been starved, or its equivalent, i.e., badly fed, or exposed. Subnormal tempera- 
tures are also found in summer diarrhoea, or sometimes in conditions associated with 
intense pain ; also, at an interval after convulsions (not immediately), and in many other 
conditions, the differential diagnosis of which will generally be obvious. 

Pyrexia, on the other hand, owns an infinity of causes, of which we can only glance 
at a few which may give rise to trouble in diagnosis. 

Excitement.—In children’s wards, visiting day almost invariably causes a plentiful 
crop of high temperatures, even as much as 103° F., and the private practitioner has to 
remember this when a loving aunt or an injudicious visitor of any sort has come in contact 
with his little patient at home. A bad night may easily send the temperature up to any 
height. 

Febricula.—This is merely a Latin name for the fact of pyrexia, but before using the 
term let every system be examined carefully for signs of disease. It may be that there is 
absolutely nothing else wrong. The following is a useful and ordinary average clinical rule : 
for each 1° F-. the temperature rises we may expect the pulse to increase in frequency 10 
beats (or in children 15) per minute, and the respirations 2 to 3 per minute, and if this ratio 
is maintained it is fairly safe to say that heart and lungs are neither of them specially threat- 
ened, and hence, if there be nothing else to attract atiention, it is safe to say that the child is 
certainly feverish, and we must nurse and watch it. I have known a delicate boy of 9 or 10 
thus to have a temperature of 102-5° to 103-5° for three or four days at a time for no reason 
that I could ever detect ; he ate well, slept well, and felt well ; and this aspect of affairs 
should be remembered. On the other hand, such temporary attacks of pyrexia may be 
aroused by the presence of some micro-organisms which have hitherto escaped detection, 
but qud the pyrexia in itself nothing more can be said. Deep-seated tubercle, perhaps in 
internal lymphatic glands, may be suspected, but it will often be exceedingly difficult to 
settle the diagnosis. 
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Convulsions.—These must be remembered as a possible cause of a temperature of even 
103° F. if the thermometer be used at once. 

Specific Zymotic Diseases.—On discovering a child with fever, suspicion will naturally 
be aroused that one of these troubles is at hand. The only thing to be said here is: Do 
not attempt to give a diagnosis on the thermometer alone ; the temperature is raised long 
before a diagnosis is possible. It is well to note that a temperature of 102° F. only, or 
less, is a point in favour of diphtheria against a tonsillitis of other causation, which frequently 
has a pyrexia of 104° F. or 105° F. Slight pyrexia, with headache and vomiting, makes 
us suspect tuberculous meningitis, whereas a temperature of 108° F. or 104° F. with similar 
associations renders pneumonia probable. 


IN CHILDREN AND ADULTS. 


Here we may draw attention to some of those cases in which the fever of known 
average departs from its usual course. 

Empyema.—sSuggested by the crisis of a pneumonia, followed in a few days by inter- 
mittent or remittent fever (ig. 71, p. 160). 

Endocarditis.—Suggested in rheumatism by a temperature of 100° F. to 100°5° F. or 
101° F. following the initial fall from the administration of salicylates ; though the absence 
of such pyrexia does not exclude the existence either of endocarditis or of pericarditis. 

Hyperpyrexia.—Met with in rheumatism, typhoid, and other septic conditions ; its 
onset is easy to detect in the latter conditions ; in the former, restlessness with less com- 
plaint of pain may cause suspicion. The diagnosis must be confirmed by a frequency of 
registration proportionate to the severity of the initial observation ; two-hourly, hourly, 
or even quarter-hourly observations may be necessary, that treatment may be controlled. 

In addition to such obvious causes, it must be remembered that in cerebral diseases 
and injuries of almost any kind, the temperature may rise to most unusual heights ; one 
over 106° F. almost certainly heralds a fatal event ; the same is sometimes found in ursmia. 

Attention may be drawn to the fact that malaria is not quite extinct in England, and 
a regular succession of pyrexial attacks at the same time of day suggests this cause. 

Sudden Drops in Temperature-——These are met with in many diseases at times, 
e.g., typhoid, and the patient must be examined carefully for other suggestive factors— 
blanching, severe abdominal pain, etc., indicative of hemorrhage, perforation, or other 
complication. Do not forget that the crisis in pneumonia is a great deal more of a crisis 
for the patient than it is for his microbes, and be ready with the appropriate stimulants. 

Pyrexia and Malignant Disease——When the nature of a swelling in the liver or 
elsewhere is being considered, the discovery of a temperature hovering about 101° F., or 
even higher, does not militate against a malignant growth, for these frequently give rise 
to pyrexia (fig. 145, p. 326), and so, too, but more rarely, may cirrhosis of the liver 
(Fig. 167, p. 371). 

In the differential diagnosis of cerebral abscess from tumour it must not be overlooked 
that a subnormal temperature, contrary to the usual rule of suppuration, suggests an abscess 
rather than tumour. 

It is well to bear in mind that after an operation, a few degrees of pyrexia, even for’ 
forty-eight hours, are not a conclusive proof of infection of the wound. 

When the source of a continued pyrexia is being sought for, the heart must be 
examined carefully every day, or even more frequently, for infected endocarditis is by no 
means an infrequent result of gonococcal and other microbic invasions which may be most 
difficult to detect. Fred. J. Smith. 


PYROSIS.— (See HEarrsBurn, p. 296.) 


PYURIA.—Pus appears in the urine in all suppurative conditions affecting the 
urinary tract, and occasionally from the rupture of an extra-urinary abscess into the 
urinary apparatus. It may be present in large or in microscopic quantities ; when in 
bulk it forms a thick, greyish, tenacious sediment, which must be distinguished from 
phosphates and from urates ; urates are of a pinkish colour, and will be cleared by heating 
the specimen ; phosphates will be dissolved by the addition of acid, whereas pus will 
remain unaltered by either test. 
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In alkaline urine, the pus cells tend to run together into a dense viscid deposit, leaving 
the upper layers of the urine slightly turbid. Microscopically each pus cell is multinuclear 
rounded, and about twice the size of a red blood-disc. The contents are granular, but the 
addition of acid clears the cell and makes the nucleus stand out more distinctly. Urine 
containing pus will always contain at least some albumin and frequently epithelial cells 
from some part of the urinary tract. If the specimen containing pus be shaken gently 
with ozonic ether, a slight effervescence will be produced, or if mixed with liquor potasse, 
a ropy precipitation occurs. 
The following is a classified list of the causes of pyuria :— 


(A). From Diseases of the Urinary Organs. 


1. Renal: 3. Vesical : | 4. Prostatic : 
Pyelitis Cystitis [chronic Prostatitis, acute or 
Pyelonephritis Tuberculosis, acute or | chronic. 
Renal abscess Calculus 5. Urethral : 
Pyonephrosis Ulcer—Simple, Epithelio- Urethritis — Gonor- 
Tuberculosis -matous rhoeal, Septic, Gouty 
Calculus. Tumour—Sloughing pa- Stricture. 

we Ureteric : pilloma, Villus-covered 
Calculus. carcinoma 

Bilharzia hematobia. 


(B). From Diseases outside the Urinary Organs. 


Leucorrheea. Iliac or pelvic abscess 
Balanitis with phimosis. Psoas abscess 
From the extension of inflammatory Pyosalpinx 
processes to the bladder, or the Carcinoma of the uterus, rectum, 
rupture into the bladder or urethra cecum, sigmoid, or pelvic colon 
of an abscess sucb as :— Ulceration of the small intestine— 
Prostatic abscess —tuberculous or dysenteric. 
Appendicular abscess 


It is impossible to determine the lesion producing pus in the urine simply by the 
examination of the latter. Due consideration must be given to the history and the other 
symptoms of any case, and particular care be taken not to lay too much emphasis upon 
any symptom which may point to a vesical lesion when in reality the trouble is in the 
kidney. This is perhaps most likely to occur in a hematogenous infection of the kidney 
by micro-organisms, in which increased frequency of micturition is a marked symptom, 
whilst the bladder remains quite free from disease. Occasionally, after pus has been 
present continuously in the urine for some time, it may disappear entirely, the change being 
accompanied by increase of pain in the side, by an elevation of temperature, or enlarge- 
ment of the kidney in a case of pyonephrosis, when the obstruction to the flow of urine 
from that side has become temporarily complete. Very little help is derived from the 
character of epithelial cells accompanying pus in the urine. The shapes of the cells of the 
renal pelvis, ureter, and deeper layers of the bladder are so much alike, that it is usually 
impossible to differentiate them. 

Some assistance in the determination of the origin of the pus in the urine may be 
gained by instrumental examination : 

By Catheter —If a catheter be passed and the bladder washed out with clear solution 
of boric acid, it will be found that the medium is soon rendered clear if the pyuria is of 
renal origin, but that it is much more difficult to obtain a perfectly clear medium if the 
bladder is the seat of the suppuration. If the medium is cleared quickly, but yet, after 
some ten minutes’ retention in the bladder is again found to be turbid, the pus is almost 
certainly descending from the kidney. 

The Cystoscope.—Much more certain evidence is gained, however, by a careful cysto- 
scopic examination. By this means it can be determined in the great majority of cases 
if the bladder is infected or if any ulceration is present. In a few cases the bladder may 
be so affected that only a small dilatation is allowed, or bleeding is produced so easily that 
cystoscopy is rendered futile ; in these cases there will be little need for an inspection of 
the bladder. If the bladder be found to be normal, evidence of a suppurative lesion in the 
kidney may be obtained from the appearance of the ureteric orifices or by the variations 
in the character of the urinary efflux from them. Instead of the normal forcible flow of 
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clear urine from each orifice, mixing with the medium in the bladder in a characteristic 
swirl, urine containing pus may be seen emitted, appearing in the field as a small smoky 
puff from the orifice (Plate XV, Fig. B, p. 282); pieces of muco-pus may be seen to pass 
from the orifice, or the turbid urine may be seen to leave the orifice in a gentle trickle 
instead of a jet if the renal secreting function is impaired or if renal dilatation is present. 

Apart from the alterations in the urinary efflux from an orifice, the actual appearance 
of the orifice may show changes which indicate renal disease. Thus, in pyelitis, the margins 
of the orifice are slightly cedematous and congested, and appear to pout into the bladder 
(Plate XV, Fig. C, p. 282); the mucous membrane of the bladder, immediately below and 
internal to the orifice, is frequently congested or granular from the effect of the altered 
urinary flow upon it. If the renal pelvis and ureter are dilated, the orifice is usually 
elongated and patulous, whilst in tubercle or in diseases in which the ureter is thickened, 
the whole ureteric orifice is drawn upwards and outwards from its normal situation (Plate 
XV, Fig. D, p. 282), and is seen at the apex of a conical retracted area in the bladder base. 


PYURIA CAUSED BY DISEASES OF THE URINARY ORGANS. 


Renal Disease. Diseases of inflammatory origin. 

Pyelitis and pyelonephritis may arise as an ascending infection from the lower urinary 
tract, especially when there is some obstruction to the normal passage of urine. Thus it 
is common in cases of prostatic enlargement and stricture. When cystitis is present, it is 
usually bilateral, although one kidney may show much more advanced disease than the 
other. Any growth or lesion in the bladder which is accompanied by suppurative infection, 
and which involves the ureteric orifice, such as vesical epithelioma, or the direct involve- 
ment of one or both ureters in the spread of uterine cancer, may set up pyelitis in the kidney, 
the infection ascending either by the ureter or by the peri-ureteric lymphatics. 

In this group of cases the primary cause of the disease has usually advanced to a 
sufficiently late stage to be obvious, and the symptoms of suppurative ascending infection 
of the renal pelvis or renal tissues are usually overshadowed by the symptoms of the disease 
causing the obstruction. Aching in the loin, rigors or raised temperature, tenderness on 
deep palpation in the renal area, or actual renal enlargement, are usually indicative of renal 
infection. The urine is often increased in quantity, of low specific gravity, and the daily 
excretion of solids is lessened ; the skin is dry and harsh and the tongue glazed. 

Pyelitis and pyelonephritis may also arise as an infection of the kidney apart from 
any other disease in the genito-urinary organs. Infection is conveyed to the kidney by 
the blood-stream (hematogenous form), and is not uncommon in acute fevers, or with 
mild forms of suppuration in other parts of the body, or in association with pregnancy. 
In the less acute forms a pyelitis may result, as in typhoid fever, but in most cases the 
hematogenous infection produces first a suppurative process in the renal parenchyma, 
from which infection spreads to the calices and pelvis. This form of disease has been 
shown by recent work to be due most frequently to the colon bacillus in association with 
affections of the intestinal canal, less frequently to the staphylococcus, streptococcus, 
pneumococcus, typhoid or bacillus proteus. The renal pyelitis which ensues when a 
calculus has ulcerated into the renal pelvis is truly a hematogenous infection. 

Acute hematogenous infection of the renal pelvis without involvement of the renal 
parencyhma usually begins with slight rigors, tenderness in the loin, and increased frequency 
of micturition. The urine is faintly turbid and opalescent, does not settle to a pronounced 
sediment, but remains of a sheeny appearance. It contains numerous bacteria, a little 
pus, and a little albumin. When the infection first attacks the renal parenchyma as well 
as the pelvis, the symptoms are much more severe, and the patient may become uremic 
rapidly. In the less acute cases, small foci of suppuration occur, which coalesce to form 
an abscess, with the general symptoms of suppuration. Renal abscess may also result 
from injury when an effusion of blood in the renal tissues becomes infected by pyogenic 
micro-organisms, or by the breaking down of a renal infarct. 

Pyonephrosis—or dilatation of the pelvis and calices of the kidney with pus and 
urine—is caused when suppuration has occurred in a kidney which is at the same time 
subjected to some form of obstruction to the normal passage of urine. Pyonephrosis is 
caused most commonly by renal calculus or tuberculosis, but is by no means uncommon 
with a chronic cystitis, complicating urinary obstruction from an enlarged prostate or 
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stricture. Carcinomatous ulceration affecting a ureteric orifice, either primary in the 
bladder or by direct extension of uterine cancer, is also a comparatively common cause of 
pyonephrosis: In contradistinction to suppurative pyelonephritis, the symptoms of pyo- 
nephrosis are less severe ; at first they are those of the obstructive lesion causing the disease, 
to which are added the general symptoms of suppuration. Pyonephrosis causes a renal 
tumour of variable size, whilst in the same patient distinct intermittence in size may be 
observed, a decrease being associated with the discharge of a larger amount of pus in the 
urine. In pyonephrosis due to calculous disease the urine may contain a large amount of pus, 
but there may be no lumbar pain suggesting a renal stone. In these cases a large calculus will 
usually be found in the renal pelvis, and will be shown on #-ray examination (Fig. 133, p. 279). 

The urine in suppurative disease of the kidney and its pelvis requires careful examina- 
tion. It may be normal with a localized cortical renal abscess or with closed pyonephrosis ; 
in all other lesions it contains pus and micro-organisms. If the pus-cells are found in the 
form of casts of the renal tubules, infection of the renal parenchyma is present, whilst in 
this latter the albumin in the urine is in excess of that due to the pus present. Polyuria, 

-with a diminution of the total solids of the urine in a daily examination, is commonly 
present in inflammatory lesions of the renal tissue. 

Renal Tuberculosis.—The miliary form of tuberculosis occurs in children as part of 
a general dissemination of tubercle, and causes no urinary symptoms. The kidney is, 
however, attacked not infrequently by primary tuberculous infection, beginning as a 
unilateral deposit of small tuberculous nodules. These enlarge and coalesce to form a 
caseating area, which eventually opens into the renal pelvis by direct ulceration of a calyx 
to discharge its contents by the urine, when the lining membrane of the renal pelvis and 
ureter become infected with tubercle and thickened by submucous infiltration. At first, 
before ulceration into the renal pelvis has occurred, the symptoms of the disease are very 
slight ; there may be aching pain in the loin and slight albuminuria, but as soon as the 
renal pelvis is involved, more marked symptoms occur—including persistent pyuria, 
‘umbar aching, increased frequency of micturition, and polyuria. The urine is pale, of 
low specific gravity, and of opalescent turbidity ; by careful examination after centri- 
fuying, the tubercle bacillus is usually found. A small amount of blood is generally 
present. The increased frequency of micturition occurs before any descending vesical 
infection has occurred, and this symptom, accompanied by pyuria, has frequently given 
rise to a diagnosis of vesical disease. The occurrence in a young adult patient of persistent 
pyuria which is not due to gonorrhcea, injury, or stone, should always be looked upon with 
grave suspicion, and a careful search made for the tubercle bacillus ; should this not be 
found by the microscope, inoculation experiments into guinea-pigs should be conducted. 
A careful examination of the bladder should also be made by the cystoscope, when early 
vesical tuberculosis may be seen (Plate XV, Fig. E, p. 282), or the characteristic changes 
in the ureteric orifice may show the presence of renal infection (Plate XV, Fig. D). By 
digital examination per rectum, the lower end of the ureter may be felt to be thickened 
and rigid in renal tuberculosis. 

Renal tuberculosis is often confounded with renal stone, and the colic which is usually 
associated ‘with stone may be present in tuberculosis if a piece of caseous débris be passed 
down the ureter. A skiagraphic shadow of a calculus shows well-defined margins (Hig. 138, 
p. 279), whereas a tuberculous focus in the kidney may give rise to a faint, blurred, indistinct 
shadow in the renal area (Fig. 134, p. 280). The presence of tubercle bacilli will, however, 
determine the existence of tuberculosis, whilst tuberculous lesions elsewhere in the body, 
most frequently in the testes, prostate, or vesicule seminales, may also serve to confirm. 
the diagnosis. . 

The symptoms of renal calculus vary with the position of the stone and the changes 
that have taken place in the kidney in consequence of its presence. It may be situated 
in the renal parenchyma, and cause no symptoms beyond lumbar aching ; or in the renal 
pelvis, when, if movable, it may cause acute renal colic, due either to the attempted passage 
of the stone by the pelvic outlet or to the increased intrarenal pressure from blockage of 
the ureter. So long as the kidney remains aseptic the urine contains only a microscopic 
trace of blood ; but if it becomes infected with micro-organisms, pyelitis, pyelonephritis, 
or pyonephrosis may result, with their attendant symptoms. Pus only occurs in the urine 
in a case of renal stone when infection of the kidney has occurred. 
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Ureteric Caiculus.—A small renal calculus may become impacted during its passage 
along the ureter, and may cause some difficulty in diagnosis. The usual situations of the 
obstructed calculus are in the upper few inches of the ureter, at the pelvic brim, or at the 
vesical end of the tube ; in most cases the previous history of renal colic and symptoms 
of renal stone will be sufficient to indicate its partial ureteric descent. A calculus may, 
however, be present in the upper end of the ureter or at the pelvic brim, and give very few 
symptoms beyond a fixed pain in the course of the ureter; in the latter situation it has 
frequently been mistaken for ovarian pain or for chronic appendicitis. If the stone blocks 
the ureter completely, the kidney of the same side—in the absence of septic infection— 
becomes functionless and atrophies ; but if the calculus only partially occludes the lumen 
of the tube, renal distention will occur, with resulting uro- or pyo-nephrosis. If, however, 
the calculus becomes impacted in the vesical segment of the ureter, a train of symptoms 
occurs simulating vesical stone or vesical tuberculosis ; namely, increased frequency of 
micturition, penile pain following micturition, and often a small amount of blood and pus 
in the urine, in addition to the aching pain in the loin. A ureteric calculus impacted in 
this situation may often be felt in the ureter upon a rectal or vaginal examination ; it may 
be demonstrated by the x-rays (Mig. 192, p. 455); whilst the changes seen around the 
ureteric orifice, and the absence of a vesical lesion on cystoscopic examination, will confirm 
the diagnosis. 

Vesical Diseases.—Pyuria may occur in any lesion of the bladder which is associated 
with inflammatory changes. The fact that urine is retained in the bladder renders the 
latter much-more liable to septic infection, so that cystitis is common with urethral stricture 
or prostatic obstruction. Any ulceration of the bladder, tuberculous or malignant, is 
also accompanied by inflammatory changes, when pus will be present in the urine. 

Cystitis may be acute or chronic, and the essential factor of either form is the infection 
of the bladder by some micro-organism ; any agent which produces either congestion of 
the bladder or retention of urine, acts as a predisposing cause. 

With acute cystitis the mucous membrane of the bladder becomes cedematous and 
highly congested, and epithelial desquamation and formation of pus rapidly follow. 
Hemorrhage may occur from the congested mucosa, or small abscesses develop in it and 
rupture into the bladder, to leave small areas of ulceration. In severe cases, patches of 
the mucous membrane may become gangrenous. The symptoms of acute cystitis are 
usually distinctive: frequent and painful micturition, elevation of temperature, pain in 
the perineum and suprapubic area, with the presence of pus and blood in the urine, which 
is commonly of an acid reaction. Usually, some distinct cause for the onset of acute 
cystitis is apparent, such as some form of acute urethritis or of previous instrumentation, 
and there is little difficulty in the diagnosis. The same symptoms are, however, produced 
by an acute inflammation of the prostate which, in nearly all cases, is preceded by acute 
urethritis ; the presence of swelling of the gland, and acute pain on rectal palpation, will 
determine the presence of prostatic inflammation. 

Chronic cystitis may succeed acute. The symptoms are less marked, but increased 
frequency of micturition is always present. The urine is alkaline, contains pus and mucus, 
and the disease is commonly associated with some form of urinary obstruction, or with 
retention or incontinence due to some nervous disease, such as tabes dorsalis or transverse 
myelitis. The possibility of retroversion of a gravid uterus should not be overlooked. 
The association of pyuria and increased frequency of micturition, which is present in chronic 
cystitis, must be distinguished carefully from that due to pyelitis or pyelonephritis, for 
increased frequency of micturition may be present without any vesical infection. In renal 
pyelitis, the urine is usually acid in reaction, pale in colour, and shows a general turbidity, 
with little inclination towards a deposit at the bottom of a specimen. The urine of chronic 
cystitis is alkaline, and rapidly deposits a greyish sediment of pus. In pyelitis and 
pyelonephritis, the urine contains more albumin than the pus would account for, and on 
microscopic examination renal or pus casts are frequently found, whereas in cystitis the 
albumin is less, and vesical cellular elements are present, without casts unless the kidneys 
are affected also. Further evidence may be obtained by the use of the cystoscope. In 
cystitis the bladder wall is trabeculated and the mucous membrane thickened ; it has lost 
the normal iridescent appearance, and the vessels of the mucous membrane are obscured | 
With pyelitis, the bladder wall is normal, but the ureteric orifice of the affected side shows 
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the thickened or pouting lips and slightly raised area of thickened mucous membrane, 
whilst the urine flowing from the orifice may be seen to be turbid or to contain small 
particles of muco-pus. 

Chronic cystitis may be simulated by an inflammation of the posterior urethra. In 
such a case there is almost always a history of urethral infection, and the diagnosis can be 
made by urethral irrigation. The patient is directed to retain his urine for some three 
hours, and after irrigating the anterior urethra as far as the compressor muscle with sterile 
water or boric acid lotion, the urine is passed into two glasses. With posterior urethritis, 
the urine contained in the first specimen will contain shreds of muco-pus, whilst that of the 
second specimen is clear ; whereas, with cystitis, the second specimen will be as turbid as, 
or even more turbid than, the first. 

Tuberculous cystitis occurs usually in young adults. The characteristic symptoms 
are increased frequency of micturition during both day and night, pyuria, with pricking 
pain in the glans penis at the end of micturition, and the appearance of a few drops of blood 
in the last drops of urine. The same symptoms are often present with vesical calculus 
‘and with vesical epithelioma, when ulceration has taken place. Vesical calculus is usually 
present in older patients, and during the early part of the iliness, before cystitis has set 
in, the calculus only gives rise to penile pain and desire to micturate during movement. 
When cystitis supervenes, the frequency of micturition will be marked during both day 
and night. Vesical epithelioma also occurs in older patients, and when ulcerated may 
cause hematuria; frequently the diagnosis may be made by palpation per rectum of an 
indurated area in the bladder base, or of some enlarged glands in the pelvic lymphatic 
space. Tuberculous cystitis in the early stages, when the disease is characterized by the 
deposition of greyish tubercles in the submucous coat of the bladder, may give rise to 
increased frequency of micturition without other symptoms, but in the progressive advance 
of the disease the tubercles enlarge, coalesce, and ulcerate on the surface, by which time 
pus and blood will be present in the urine, and tubercle bacilli should be found. It may be 
taken as a general rule that in any patient of young adult life with increased frequency of 
micturition and pyuria, a careful search should be made for tubercle bacilli in the urine, 
and for other tuberculous lesions, especially in the testes, prostate, or vesicule seminales. 

Tuberculous cystitis is much less often a primary disease than secondary to other 
lesions in the genito-urinary apparatus—most commonly to tuberculous disease of one 
kidney, when, after the primary focus has ruptured into the renal pelvis, the lining mem- 
branes of the latter, of the ureter and of the bladder become affected successively. The 
diagnosis between primary renal and primary vesical tuberculosis is very often difficult, 
for when the renal focus has ulcerated into the pelvis, and descending infection has com- 
menced, the symptoms of the two affections are very similar. Thus, with renal disease, 
persistent pyuria, increased frequency of micturition, and penile pain at the termination 
of urination, may be present before the bladder shows any sign of disease ; blood is usually 
present in small quantity in the urine, but its amount is not so definitely greater in the 
urine passed at the end of micturition as is the case in vesical disease. In renal tuberculosis 
there may be tenderness in the loin, the kidney is usually enlarged, and the lower end of 
the ureter can be felt distinctly thickened upon rectal or vaginal examination. The two 
conditions can usually be diagnosed by a careful cystoscopic examination. In vesical 
tuberculesis the deposition of submucous tubercles, together with the shallow ulceration 
in the bladder mucous membrane, may be seen (Plate XV, Fig. E, p. 282), whilst in renal 
tuberculosis, changes may be seen in the ureteric orifice of the affected side (Plate XV, Hig. 
DPD). At first the orifice becomes thickened, cedematous, and slightly patulous ; but later it is 
rigid and patent, or drawn up by the shortening of the ureter to occupy a position above 
and outside the normal situation in the trigonal area of the bladder, or drawn up to the apex 
of a conical retraction of the bladder base. When tuberculous cystitis is secondary to lesions 
in the testes, prostate, or vesicles, the disease commonly begins in the epididymis of one side, 
and spreads to the vesicle or prostate, whence a focus may directly ulcerate into the bladder. 
The patient will first notice increased frequency of micturition and vesical pain, followed 
by an attack of hamaturia when actual ulceration into the bladder base occurs; the 
formation of a tuberculous ulcer in the bladder leads to pyuria and the other symptoms 
mentioned above. This sequence is by no means uncommon; the history of testicular 
disease and the evidence cbtained by rectal examination will serve to indicate the nature 
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Vesical calculus may give rise to pyuria when it is accompanied by cystitis, but may 
be present a long time before any inflammatory infection occurs. When cystitis is present, 
the urine shows no features which will distinguish it from that of patients suffering from 
some other form of cystitis, except that there may be a constant presence of crystals, or an 
increased amount of blood after exercise. The constant symptoms of vesical calculus are 
vesical irritability during the day time, penile pain after micturition, and hematuria, 
especially after any exercise. If a calculus in the bladder is suspected, examination by 
the a-rays (Fig. 135, p. 282), a sound, or the cystoscope, will reveal it ; the cystoscope may 
detect a stone that is in a diverticulum, partially encysted or lying in the pouch behind an 
enlarged prostate, where it may easily be overlooked in searching the interior of the bladder 
with a sound. 

Ulceration of the bladder, apart from tuberculosis and epithelioma, may occur as a 
simple ulcer, consecutive to chronic cystitis, or as the result of injury. A single non-tuber- 
culous ulcer, similar to gastric ulcer, has been described as occurring in young adults in 
the neighbourhood of the ureteric orifices, causing hematuria and painful frequent 
micturition. Later, the surface of the ulcer becomes encrusted with phosphatic material, 
when the urine contains muco-pus, and often small flakes of phosphatic débris from the — 
surface of the ulcer. This single ulcer is rare, and can only be diagnosed by the use of the 
cystoscope. Ulceration may also occur in the bladder as a result of severe cystitis, when 
necrosis has occurred in the mucous membrane. This condition is present occasionally in 
a case of obstinate cystitis, giving rise to painful and frequent micturition, and may be 
diagnosed by means of the cystoscope. Both the simple and the consecutive ulcer must 
be differentiated from tuberculous ulceration. of the bladder ; in the latter, haemorrhage is 
usually slight, and occurs at the termination of micturition ; tubercle bacilli may be found 
in the urine, or other deposits of tubercle found in the epididymis, prostate, or seminal 
vesicles. The cystoscopic appearance of tuberculous disease, and its more generalized 
distribution in the vesical wall, will afford the strongest evidence in the diagnosis. 

Malignant ulceration of the bladder occurs in two distinct forms: (a) The infiltrating 
epithelioma ; (b) The villus-covered carcinoma. 

(a). The infiltrating variety occurs as an ulcer, with raised edges and uneven necrotic 
surface, usually at the base of the bladder. It is usually met with in men over fifty years 
of age, causing increased frequency in micturition, pain at the glans penis following 
micturition, with blood and pus in the urine. The bladder-wall in the vicinity of the 
ulcer is densely infiltrated, and frequently can be felt on digital examination per rectum, 
whilst at the same time the lymphatic glands in the pelvic space may be felt to be 
enlarged. 

(b). The villus-covered carcinoma of the bladder is not uncommon, and gives rise to 
irregular profuse hemorrhages. The tumour is attached to the bladder by a broad pedicle, 
or may be entirely sessile and covered by blunt villi, presenting a coarsely mammillated 
surface. It occurs in elderly patients, and the tumours are frequently multiple. The 
surface is often necrotic, giving rise to pyuria. The diagnosis is not difficult, the frequently 
recurring hemorrhages in the urine, associated with increased frequency of micturition, 
pain, and pyuria in an elderly patient, being fairly distinctive. Not uncommonly there is: 
unilateral renal aching from the interference, by the position of the growth, with the flow 
of urine from one ureteric orifice, so that renal disease may be suspected ; but in all cases 
a careful cystoscopic examination will show the nature of the disease. Difficulty may be 
experienced in obtaining a satisfactorily clear medium for a cystoscopic view, but in most 
cases this can be accomplished by gentle manipulations, or by the use of a styptic such as 
adrenalin 1—1000, or silver nitrate 1-1000. Difficulty may be found in distinguishing 
eystoscopically between a benign papilloma and _ villus-covered pedunculated carcinoma 3 
but the broad attachment of the latter to the bladder, the stunted villi covering it, and 
the multiplicity of the tumours, will be signs of malignant disease (Plate XVI, Fig. F, p. 284). 
In rare instances a benign papilloma may begin to slough on the surface, or may be accom- 
panied by cystitis, when pyuria will be present. A cystoscopic examination will reveal — 
the diagnosis. Microscopical examination of the urinary deposit may show distinctive — 
fragments of new growth. | 

Bilharzia hematobia may cause pus in the urine in advanced cases. When the small 
nodules in the submucous tissues (Plate XVI, Fig. K, p. 284) of the bladder ulcerate, small 
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fungating masses are found in the bladder. The typical ova in the urine (Fig. 26, p. 79), 
in addition to pus and blood, will be found on microscopical examination of the urinary 
sediment. 

Urethral Causes.—Any condition which sets up a purulent urethritis will cause 
pyuria. If the urethritis is recent or profuse, the local condition will be enough to indicate 
the diagnosis, but it must be remembered that cystitis may complicate a case of urethritis 
by direct backward infection. If, in addition to urethral discharge, there is increased 
desire to urinate, suprapubic pain, or hematuria, acute cystitis is probably present. The 
anterior urethra should be irrigated well with sterile water or boric acid lotion, and the 
patient then directed to pass urine into two glasses. If the first portion passed contains 
pus and the second is clear, infection is present in the posterior urethra and not in the 
bladder, but if both specimens are turbid with pus, cystitis is present. 

The onset of acute prostatitis complicating urethritis gives rise to increased desire 
to micturate, and perineal and suprapubic pain, in addition to pyuria, or may cause 
retention of urine. Digital examination of the prostate, per rectum, will show the prostate 
_to be enlarged, and very painful. 

A small amount of pus may be present in the urine in cases of chronic urethritis which 
is not sufficient to cause any visible discharge from the meatus. The anterior urethra 
should be irrigated well, and the urine again passed into two separate glasses, when, if the 
first washings from the urethra contain pus, there is infection in the anterior urethra ; if 
the first specimen. of urine contains pus but the second is clear, there is infection in the 
posterior urethra; whilst if both contain pus, cystitis is present. In any case of urethral 
discharge, a bacteriological examination should be made for the organism causing the 
infection, for it is far from uncommon to find that an apparent gonorrhceal urethritis is in 
reality due to staphylococcal infection. 

Pyuria is commonly present in cases of stricture of the urethra, from the co-existing 
urethritis or cystitis. 


PYURIA CAUSED BY DISEASE OUTSIDE THE URINARY ORGANS. 


Pus may be present in the urine, apart from any disease in the urinary apparatus, 
either by accidental contamination of the urine, or by the direct spread of inflammatory 
or carcinomatous processes from neighbouring organs to the urethra, the bladder, or more 
rarely the ureter. In the male, the accumulation of pus behind a phimosis may account 
for pyuria, or in the female a leucorrheal discharge may contaminate the urine. In the 
latter case the vulva should be cleansed well with an antiseptic, and a catheter passed 
to obtain a specimen for examination. 

The spread of inflammatory processes, or the actual rupture of an abscess into any 
part of the urinary tract, will cause pyuria, and may create considerable difficulty in 
diagnosis. If symptoms pointing to urinary trouble, such as markedly increased frequency 
of micturition or slight hematuria, be followed by the sudden appearance of a quantity of 
pus in the urine, there is strong probability of the rupture of an extra-urinary abscess into 
the bladder or urethra, provided that the sudden emptying of a renal abscess or a 
pyonephrosis can be eliminated. Frequently the history of any case will give some indication 
of the primary trouble, of which the most frequent are prostatic abscess, appendical abscess, 
pyosalpinx, psoas, iliac, or pelvic abscess. 

Prostatic abscess is most frequently a sequela of an acute urethritis which has infected 
the posterior urethra and caused an acute prostatitis. It may be due to a gonorrhoeal or 
to a septic venereal infection, or may result from septic instrumentation in the urethra. 
An acute prostatitis is very prone to result in the formation of an abscess which may rupture 
into the urethra, bladder, or rectum, unless appropriate surgical measures be undertaken. 
The onset of acute prostatitis is marked by increasing desire to micturate, pain in. the 
perineum and hypogastric areas, and raised temperature, whilst, per rectum, the prostate 
is felt to be uniformly enlarged and very tender. If an abscess result, there may be rigors 
and increased difficulty in micturition, even retention of urine, whilst a soft area may be 
felt in the prostate from the rectal aspect. A prostatic abscess may occur more rarely in 
connection with a prostatic calculus ; or may be present in advanced genito-urinary tuber- 
culosis, when a prostatic focus may caseate and ulcerate into the trigonal area of the bladder, 
a condition which is usually accompanied by a sharp attack of hematuria. A tuberculous 
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focus in the prostate is commonly a comparatively late feature in the disease, and the 
presence of nodules in the epididymis or seminal vesicles, or the previous knowledge of 
vesical tuberculosis, will assist very largely in the diagnosis. 

Pyuria in Inflammation of the Vermiform Appendix.—tIn the usual position of the 
appendix the bladder is commonly not affected ; but if the appendix passes downwards 
across the pelvic brim, it is not uncommon to find that should it become inflamed, the 
patient complains of frequent and painful micturition. The appendix may be adherent 
to the bladder, when the latter will show on cystoscopic examination a localized area of 
acute congestion on the right lateral wall, and both pus and blood may be present in the 
urine ; further, a small abscess may be formed in the adhesions between the appendix 
and the bladder, ulcerating into the latter and giving rise to pyuria. Two such cases have 
come under the care of the writer, when the association of frequently recurring attacks of 
pain low down in the right side of the pelvis, with increased frequency of micturition and 
pyuria, had given rise to the suspicion of ureteral calculus. In each case a cystoscopic 
examination showed a normal ureter, and a small ulcer in the right lateral wall of the 
bladder, surrounded by an area of acute cystitis. The diagnosis of these cases is by no 
means easy ; in the first place the situation of the pain is lower in the pelvis than is usual 
with appendicitis, whilst the association with urinary symptoms rather points to vesical 
disease ; but the character of the onset of the trouble, with elevation of temperature and 
pulse-rate, and right-sided abdominal rigidity, will point to an acute intra-abdominal 
lesion. In other cases, again, an abscess resulting from appendicular suppuration may 
track down into the pelvis and, if unopened, may rupture into the bladder. In these cases, 
there will be the usual history of acute appendicitis, followed by a tumour in the right 
iliac fossa or pelvic space, with a continuance of pyrexia, or even rigors, which subside on 
the appearance of a large quantity of pus in the urine. 

A pyosalpine may rupture into the bladder or cause cystitis from direct spread of 
the inflammatory process to the bladder. There will usually be a history of leucorrheea, 
with constant aching or dragging pains in the lumbo-sacral region, with more severe attacks 
of pain and malaise at intervals. The periods may be profuse and associated with more 
pain than usual, and on vaginal examination a distinct fullness or tumour may be felt in 
one or both fornices.. 

Psoas or iliac abscess may rupture into the bladder, and a psoas abscess has been known 
to open into a ureter; but the swelling in the iliac fossa or inguinal region, together with 
signs of spinal caries, will point to the condition. 

Carcinoma of the neighbouring organs in the pelvis frequently attacks the bladder by 
direct spread of the growth. This is most common in carcinoma of the uterine cervix and 
of the rectum, but may result from cancer of the pelvic colon, sigmoid, or ezecum. In any 
case, the spread of the disease to the bladder occurs late in the disease, so that symptoms 
of the initial trouble are sufficiently manifest to point to the diagnosis. The implication 
of the bladder is shown first by an increased desire to pass urine, and by pain during the 
act ; later, when the growth has actually infiltrated the vesical mucous membrane, ulcera- 
tion into the bladder occurs, with the passage of pus and blood in the urine. If the growth 
has extended from the uterus or vagina, there may be a leakage of urine into the latter ; 
or if from the rectum or colon, some feeces or flatus may be passed per urethram. 

Tuberculous or dysenteric ulcers of the small intestine have in some instances become 
adherent to the bladder wall, and caused cystitis by direct spread, or have even perforated 
into the bladder. R. H. Jocelyn Swan. 


RAINBOW VISION.—(See Vision, DEFECTS OF, p. 762.) 


RASHES. 


(See ERYTHEMA, p. 222; PUSTULES, p. 557;- VESICLES, D:-7o3,) Hiray 


REACTION OF DEGENERATION.—In testing muscles and nerves electricaliy, 
two different kinds of current are employed, namely: faradic, in which there is a very 
rapid alternate making and breaking of the current, and the galvanic, in which the current 
flows continuously until it is voluntarily interrupted by the operator. The faradic current 
excites the nerve and muscle continuously all the time it flows ; the galvanic current only 
excites when it is made and when it is broken ;‘ not whilst it is flowing. In the case of 
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the faradic current there is no difference between the poles, each being alternately an anode 
and a kathode many times a minute ; in the galvanic current, on the other hand, the pole 
connected to the zine of the battery is known as the kathode, and it is by this that the 
current leaves the body, whilst the other pole is known as the anode, and by it the current 
enters the body. When testing muscles or nerves, it is usual to have one pole in contact 
with an indifferent part, such as the spine, and the other over the motor point of the muscle 
or nerve to be tested. Broadly speaking, the best spot for stimulating a nerve is the place 
where it is most superficial, and for a muscle, over the site of entry of its motor nerve. It 
is important to have the skin well wetted, to minimize its resistance to electrical conduction ; 
and the strengths of current required to produce contractions should be measured by a 
galvanometer, without which the relative excitabilities of the nerves and muscles of the 
two sides of the body cannot be compared. 

Under normal conditions, both faradic and galvanic currents produce brisk contrac- 
tions of a muscle when applied either to it or to its nerve ; and with galvanism it is found 
that a weaker current will suffice to evoke a contraction on making the circuit when the 
kathode is on the muscle or nerve than when the anode is similarly employed. This is 
usually summarized by the formula K.C.C. > A.C.C., which means ‘‘ the kathodal closure 
contraction is more easily obtained than is the anodal closure contraction.” When the 
nerve is degenerated, however, there is a change in these electrical reactions, and when there 
is complete reaction of degeneration—often written and spoken ot as R.D.—stimulation 
of the nerve itself evokes no muscular contractions whether the faradic or the galvanic 
current is employed, stimulation of the muscle evokes no contraction when the faradic 
current is used, whilst with galvanism the muscle can still be made to contract, though its 
method of response differs from the normal in the following respects :-— 

1. It may be evoked by a strength of current less than the healthy minimum. 

2. The twitch of the contraction is slow and sluggish, instead of brisk and quick. 

3. It may be evoked at least as readily when the pole upon the muscle is the anode 
as when it is the kathode; this is expressed by the formule A.C.C.—K.C.C., or A.C.C. 
> K.C.C., the latter meaning that the anodal closure contraction is obtained from a smaller 
current than the minimum required for the kathodal closure contraction. 

In this connection, however, two considerations require to be understood clearly. 
In the first place, if a given nerve were cut across with a knife, there would be no immediate 
R.D.; it takes a week or more for the process of nerve degeneration to reach the stage 
that produces R.D.; it then depends upon what happens to the nerve how long the R.D. 
persists ; if regeneration occurs, it takes from twelve weeks onwards to complete itself, 
and R.D. will be found all that time; if the nerve does not regenerate, then R.D. may 
persist for two or three years or more, provided that the muscle fibres are kept, by massage 
and electrical treatment, from becoming mere strands of fibrous tissue. Should the latter 
change ensue, there will be no more electrical response in the fibrous tissue that used to be 
muscle than there would be in any other fibrous tissue. 

In the second place. it happens, as often as not, that when some fibres in a nerve trunk 
degenerate, others do not, and the same applies to the corresponding muscle fibres. It 
follows that there will then be a mixed reaction, the normal fibres giving a normal response, 
the degenerated fibres giving R.D.; the greater the proportion of degenerated fibres, the 
nearer will the reactions obtained approach to complete R.D., and vice versa. The result 
is spoken of as partial R.D.; some excitability both of the nerves and of the muscles to 
faradism remains, but it is less than normal; the nerve responds to galvanism, but not 
so readily as does the muscle when the latter is stimulated directly ; the response of the 
muscle will be less brisk than normal, and yet K.C.C. may still be more easily obtained 
than A.C.C. It is by no means easy to be sure of the interpretation of a partial R.D., but 
partial is commoner than complete R.D. 

The chief use of R.D. is in distinguishing muscular atrophy due to organic changes 
in the lower neuron from other cases of atrophy, especially when the latter is due to general 
wasting from cachexia, or to arthritis, or disuse, or a primary muscular dystrophy. When 
R.D. is present there is a lesion in the lower neuron, either in the anterior cornual cells, 
in the anterior nerve roots, or in the peripheral motor nerve fibres. The differential 
diagnosis of the various affections of these parts is discussed under ArropHy, MUSCULAR 


fp. 59). 
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It remains to add that there are a few maladies in which the electrical reactions are 
peculiar, though they do not present R.D. In tetany, for instance, Erb has shown that 
A.C.C. is often greater than K.C.C., although in other respects the reactions are normal In 
Thomsen’s disease there is variability in the polar responses, the original contraction produced 
on closure lasting a long while, and sometimes developing into a series of wave-like move- 
ments during the continuance of the passage of the constant current ; but excitability to 
faradism remains. It is a rare malady, but one so characteristic that it is recognized easily ; 
the chief feature of it is slowness of the relaxation of the muscles when they are first used 
after a period of rest. When the patient starts to rise from a chair, for example. he does so 
very slowly and as though he were stiff; the muscles are unduly rigid, and the first few steps — 
he takes are consequently awkward and very slow ; after a few seconds the peculiar delay in 
relaxation passes off and ordinary walking becomes possible. After sitting down again for 
a while, the same difficulty of rising and starting to walk ensues; and the trouble is gener- 
ally persistent. There is no pain as a rule, which distinguishes the condition from true 
stiffness, ankylosis, or rheumatoid arthritis, which might otherwise be diagnosed in error. 
The legs are nearly always affected more than other parts, and the main complaint is that of 
difficulty in starting to walk or otherwise use the legs, this difficulty passing off after a few 
seconds or minutes. 

In some cases of Raynaud’s disease, and in angio-neurotic cedema and allied vaso- 
motor neuroses, there may be variations from the normal galvanic reactions. In my- 
asthenia gravis (Figs. 111, 112, p. 2385) it is characteristic that, whereas the affected muscles 
respond readily to the first few faradic stimuli, the contractions diminish rapidly in size 
and cease after a few minutes, notwithstanding the continuance of stimulation. After a 
period of rest this myasthenic reaction is obtainable again, and soon. This type of electrical 
response corresponds precisely to the rapid fatigue of the voluntary muscle movements, 
and the diagnosis is not difficult, though the disease is rare. Herbert French. 


RECTUM, ABNORMALITIES FELT PER. 

Method of Examination.—The patient should be placed in a good light on a couch of 
convenient height. With male subjects the best position is the knee-elbow, with females 
the right lateral with the knees flexed and the right arm behind the back. The examina- 
tion should be made with the left hand, leaving the right free for manipulations. Most 
diseases of the rectum are situated within two inches of the anus. It is advisable, therefore, 
that to begin with the finger should be inserted as far as the first joint only, and the lower 
inch of the bowel examined thoroughly. The examination must not be concluded until 
the finger has been passed up as high as possible and the whole of the rectum within reach 
explored, as well as the coccyx, sacrum, ischio-rectal fosse, and adjoining viscera. The 
rectal speculum and the sigmoidoscope may also be needed to complete the examination. 

If any abnormality be felt, the first thing to ascertain is (1) Whether it lies free in the 
lumen or is attached to the wall of the rectum ; (2) Whether it is some abnormality of an adjoin- 
ing structure or viscus that can be felt through the rectum. 


I. ABNORMALITIES LYING FREE IN THE LUMEN OR ATTACHED TO THE 
WALL OF THE RECTUM. 


Foreign Bodies.—Though feces can hardly be considered as foreign to the rectum, 
yet a hard, scybalous mass, enterolith, or hair-ball may amount to an abnormality. ‘True 
foreign bodies include those that have been introduced through the anus,.and those that 
have been swallowed. Examples of the first class are seldom met with, and then are 
generally in persons of weak intellect. Thieves sometimes employ the rectum as a hiding- 
place for stolen goods. The majority of foreign bodies felt per rectum have been swallowed 
-—for instance, fishbones, pins, needles, or splinters of wood. Their importance lies in the 
fact that they may cause a rectal or ischio-rectal abscess, and in treating such a case their 
discovery and removal is essential for a complete cure. 


Swellings of the Rectum projecting into the Lumen: 

Internal Hemorrhoids are rarely palpable to the finger unless chronically inflamed, 
thrombosed, or gangrenous. If palpable, they will be felt immediately inside the anus, 
and can be hooked out with the finger and made to protrude through the anal orifice for 
inspection. The existence of piles having been diagnosed, an effort should be made to 
see if there is any causative condition, such as a carcinoma in the bowel above. 
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Abscess (submucous) gives rise to a more or less elongated, smooth, elastic swelling 
in the rectal wall. It is intensely tender, the slightest pressure causing great pain. The 
mucous membrane may feel hot, and pit on pressure. If the abscess has burst or bursts 
during examination, the finger on withdrawal will be covered with pus. An abscess that 
has already emptied itself feels like a small pea or bean in the submucous tissue. 

Polypus is a term used to designate, without reference to its histological characteristics, 
any benign tumour that is pedunculated. Almost all innocent tumours in this position, 
even if sessile at the beginning, become pedunculated owing to the downward pressure 
of the feces. The passage of blood and mucus, combined with the absence of piles and 
- carcinoma, should lead one to suspect the presence of a polypus. It may not be easy to 
feel, because its consistency is much the same as that of the mucous membrane, and further, 
its peduncle may allow such free movement that it may easily be mistaken for a small mass 
of feces. The best way of fixing these growths is to sweep the finger round and round the 
whole circumference of the rectum up to the highest point attainable. The growth is then 
arrested by the pedicle, and the finger can be hooked round it, so that the growth is drawn 
_ down and, if possible, made to protrude through the anus. If the polypus is large, a rectal 
speculum may ke of service. It is to be remembered that polypi are often multiple. 

Ulcers, unless malignant or chronically inflamed, can rarely be felt with the finger ; 
they must be exposed to view with the speculum. They may be tuberculous, gummatous, 
traumatic, or due to ulcerative colitis or dysentery. 

Carcinoma occurs usually in people over forty. Its commonest site is within the four 
terminal inches of the bowel. It is generally hard, fixed, irregular, and nodular. Its extent 
varies with its stage : it may involve only part of the circumference of the bowel, or may 
extend right round so as to occlude the lumen and cause a stricture. The surface is usually 
ulcerating, so that it is friable and bleeds easily. There is nearly always a belt of normal 
mucosa between the internal sphincter and the neoplasm. Not only the lateral but the 
upper limit of the growth may sometimes be ascertained by inserting the finger to its 
extreme limit, care being taken not to split the mass. Another point to be gauged by a 
rectal examination is the degree of infiltration as measured by the fixity of the tumour 
to the neighbouring structures, e.g., sacrum and coccyx. Following the rectal examination, 
the abdomen is to be palpated for evidence of infection of the inguinal, pelvic, or lumbar 
glands, and the existence of secondary deposits in the liver. 

The clinical symptoms of carcinoma of the rectum are very suggestive. The patient 
generally complains of diarrhaea, the bowels being open five to twenty times a day, and 
this may have followed on a period of constipation. Notwithstanding the apparent 
diarrhoea the total amount of feces passed is very small, and no sense of satisfaction is 
obtained by the patient after stool. The evacuation may be so rapid as to merit the des- 
cription ‘ explosive diarrhoea.’ Hemorrhage from the bowel is common, and in the later 
stages there is a discharge of mucus. Pain is complained of—a dull aching pain in the 
rectum and at the bottom of the back, which is not made much worse by the passage of 
a motion, quite unlike the sharp temporary excruciating pain associated with an anal fissure 
or ulcer. Emaciation is rapid, and a history of wasting and diarrhoea in a middle-aged 
patient should always lead to a careful examination of the rectum, and if nothing is to be 
felt with the finger, a sigmoidoscope should be used. A carcinoma is likely ‘to be over- 
looked from carelessness and from not making an examination. Mistakes may, however, 
arise between carcinoma and an adenomatous polypus or ulceration, either traumatic or 
tuberculous, around which much long-standing inflammation has caused thickening. The 
facts that a carcinoma is hard, the surface often excavated, and the edges nodular and 
everted, are generally sufficient. If real doubt exists, a piece of the ulcer may be removed 
for microscopic report. 

Intussusception.—Occasionaliy a piece of intussuscepted bowel may come down so 
far as to be felt per rectum. This condition is associated with the passage of blood and 
mucus, and therefore might be mistaken for a disease of the rectum proper. The fact 
that intussusception occurs nearly always in children, especially at the age of nine months 
or thereabouts, and causes intestinal obstruction, should make such a mistake easily 
avoidable. 

Stricture due to a carcinoma is dealt with above, but a few remarks remain to be made 
about fibrous stricture. This may be present at the anal orifice, at the level of the upper 
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border of the internal sphincter, or three to four inches up the rectum. It may be annular 
or tubular. The finger meets with a firm cord-like constriction, which perhaps will not 
allow the entrance of more than its tip ; there will be no bleeding unless the finger is forced 
through the stenosis and the mucous membrane torn. 

Fistulz, either recto-vaginal or recto-vesical, whether congenital or acquired, may be felt 
with the finger, The passing of urine or faeces by abnormal passages indicates the complaint. 

Malformations of the Rectum.—Some children are born without an anus, or without 
the lower portion of the rectum, or the finger introduced may be stopped by a membrane 
separating the upper from the lower portion of the 
bowel. The diagnosis is obvious. The usual types 
of abnormalities are shown on the accompanying 
diagrams, Figs. 249-252, reproduced from the 
Medieal Annual, 1910: the figures are a summary 
by Dr. A. Keith, of a series of 54 cases in male, 
and 52 cases in female, children. 


Fig. 249.—Sagittul section of the pelvis of a male Fig. %50.—Diagram illustrating the de- 
child, showing the rectum opening into the prostatic grees. of imperfection in the male. The 
part of the urethra. A bladder; B rectum; C recto- rectum is shaded; the various degrees 
vesical pouch; D uterus masculinus; E intraclcacal make up a series between the proctodaum 
anus; F prostate; G proctodeum; H external and and base of the prostate. 


internal sphincters; | Cowper’s gland. 


Fig. 251.—Sagittal section of the pelvis of a female Fig. 252.—Diagram illustrating the com- 
infant, showing the rectum opening into the navicular mon varieties of malformation in the 
fossa of the vulva. A bladder; B rectum; C recto- female; the various degrees make up a 
uterine fold; DOD symphysis pubis; € vulva-anus; F series between the proctodeum and the 
cervix; G proctodeum (rarely present if the rectum recto-uterine fold. 
opens into the vulva); H urethra; | clitoris; Kk 
hymen, 


II. ABNORMALITIES OF NEIGHBOURING STRUCTURES FELT PER RECTUM. 


It does not lie within the scope of this article to give the differential diagnosis of all 
the morbid conditions that can be felt through the rectum ; it suffices to take the structures 
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within reach of the finger, and indicate the varying conditions in which a diagnosis may 
be aided by a rectal examination. 

On the Anterior Wall the structures that can normally be felt are the prostate in 
the male, and the uterus in the female. : 

Prostate—Any enlargement is easily felt. An adenoma is the commonest form. This 
is soft, elastic, and has a groove in the middle line. A carcinoma or sarcoma is hard and 
fixed, and the outlines are blurred. <A prostatic abscess causes a marked painful protrusion 
into the rectum. 

The Vesicule Seminales are not palpable normally. The fact that they can be felt 
is almost sufficient to declare them diseased. They are most commonly affected in 
connection with tuberculosis of the testes or from present or past gonococcal vesiculitis. 

The Bladder is not felt if healthy. If greatly distended it may form a tense resistance 
in the anterior wall of the rectum. Rarely, a large stone or a malignant growth of the 
floor may be felt. 

The Uterus is easily palpable. Enlargement or retroversion can be recognized ; the 
pressure of a foetal head may occlude the rectum. 

The Vagina cannot be felt unless it is occupied by a foreign body such as a pessary, 
or is the seat of a growth. 

The Ovaries, if enlarged by cystic disease or by new growth, may come within reach 
of the finger ; pyosalpina is often a bilateral affection in which the inflammatory masses 
ean be felt per rectum in Douglas’s pouch ; they can be detected more readily by vaginal 
examination, however, when this route is permissible. 

Through the Posterior Wall the only structures that can be recognized are the coccyx 
and sacrum. 

The Coccyx may be found bent in and pressing on the rectum. In coccydynia any 
movement of the coccyx may cause great pain. 

The Sacrum may be the seat of either a growth or an abscess, which will cause a bulging 
into the posterior wall. 

On the two Lateral Surfaces no structures are normally recognized. The ischio- 
rectal fosse are common sites for abscesses, and these can be felt as tense swellings pushing 
in the wall. Rarely an aneurysm of the internal iliac artery or a stone in the lowest portion 
of the ureter may be felt. 

If anything is felt with the tip of the finger through the upper portion of the rectum, 
it will usually be something distending Douglas’s pouch. This may be blood coming from 
a ruptured or leaking ectopic gestation, or a localized abscess, either parametric or arising 
from a septic Fallopian tube or the vermiform appendix. Some surgeons state that they 
are able to detect the appendix if it is hanging over the brim of the pelvis, but to do this 
the finger must be long and the senses very acute. 

Sometimes, when there is doubt as to whether symptoms arising in connection With 
a more distant organ, e.g., the stomach or the gall-bladder, are due to malignant disease 
or not, rectal examination affords valuable evidence of malignancy even when there are 
no pelvic symptoms at all. When secondary deposits have arisen, they develop not 
infrequently in the pelvic peritoneum, presumably as the result of gravitation of malignant 
particles into Douglas’s pouch. These latent secondary deposits can sometimes be felt 
very definitely as a firm band or shelf—the ‘ rectal shelf ’—if the observer's index finger 
is a fairly long one. Rectal examination is sometimes of value also in verifying the 
existence of free fluid in the peritoneal cavity. George E. Gash. 


RECTUM, BLOOD PER.—(See Bioop per Anum, p. 75; and MELa&NA, p. 385.) 


REDUPLICATION OF HEART SOUND.—It seldom happens that the diagnosis in 
a particular case is influenced to any marked degree by the presence or absence of redupli- 
cation of either heart sound ; nevertheless, the reduplication is sometimes so definite that 
it attracts special attention and needs interpretation. It has to be distinguished from 
other triple sounds, particularly from the canter-rhythm that occurs most commonly with 
acute pericarditis, and less often with dilatation of the heart from fatty change, especially 
in pernicious anemia and other conditions of oligochromzemia ; and from the beginning 
of a mid-diastolic bruit at the impulse in a case of acute rheumatic endocarditis of the mitral 
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valves. One can lay down no rules as to how these various sounds are to be distinguished ; 
it can only be done by having heard them in other cases ; sometimes, indeed, opinions 
differ as to whether the sounds heard in a given patient are due to a bruit or to a redupli- 
cation. 

Reduplication of the first sound is rare, and to all intents and purposes it never occurs 
except at or near the impulse ; it indicates some abnormality, but does not specify exactly 
what that abnormality may be. If there is no bruit, the commonest cause is great 
hypertrophy of the left ventricle from granular kidney or arteriosclerosis, indicated by 
the big heart, high blood-pressure, urinary and retinal changes. 

Reduplication of the second sound is common, especially in the pulmonary area (second 
left intercostal space close to the sternum). It generally indicates great relative increase 
in the intrapulmonary blood-pressure, so that the pulmonary valves close a fraction sooner 
than the aortic ; the reduplication may alternate with simple accentuation (see p. 1), the 
commonest cause being mitral disease, especially mitral stenosis. Similar reduplication 
of the second sound may be heard at the impulse also in these cases, though more often 
the second sound here is weak or inaudible. The commonest cause for reduplication of 
the second sound at the impulse is great relative increase in the systemic blood-pressure— 
especially in cases of arteriosclerosis or granular kidney. The second sound in the aortic 
area (second right intercostal space close to the sternum) is generally very loud and ringing, 
or even reduplicated at the same time. There are no other really important causes of 
reduplication of either of the heart sounds. Herbert French. 


REFLEX, PLANTAR. (See Bastnskr's SIGN, p. 68.) 
REFLEX, PUPILLARY.—(See Purit, ABNORMALITIES OF, p. 551.) 
REGURGITATION OF FOOD THROUGH THE NOSE may be but a temporary 


accident, the result of an unsuccessful attempt to stave off a sneeze, a cough, or a burst 
of laughter when the mouth is full of food or fluid: or it may result from an explosive 
return of gas from the stomach or cesophagus, particularly after drinking gassy fluid such 
as soda-water, champagne, ginger-beer, cider, or beer. In such cases the diagnosis 1s 
generally obvious. Pathological regurgitation of food through the nose results from two 
main groups of causes, namely :— 


A. Structural Imperfections of the Palate :— 


(a) Congenital : cleft palate | (b) Acquired perforation : (i) traumatic, 
(ii) syphilitic, (iii) malignant, 
(iv) tuberculous. 


B. Paresis or Paralysis of the Soft Palate or of the Pharynx :— 


(a) Post-diphtheritic (d) The result of bulbar paralysis 
(b) Post-operative (e) The result of pseudo-bulbar paralysis 
(c) Syphilitic (f) Cases of undetermined cause. 


Simple inspection of the roof of the mouth is generally sufficient to decide whether 
the cause belongs to group A or to group B. The median and symmetrical imperfection 
of a congenital cleft palate is obvious, and there is the history of the trouble dating from 
birth. There may be a harelip or other congenital abnormality at the same time. When 
an ulcerative process is still in progress there may for a time be some doubt as to whether 
it is syphilitic, malignant, or tuberculous. The history may help, or the healing of the 
ulcer under the influence of mercury or iodide of potassium or salvarsan may indicate its 
syphilitic nature. If it is important to arrive at the correct diagnosis as early as possible, 
a small portion of the pathological tissue may be excised and examined .microscopically, 
or Wassermann’s serum test applied, or scrapings from the ulcer examined directly for 
the Spirocheta pallida or for tubercle bacilli. Tuberculous ulceration of the palate is very 
rare, and is generally associated either with lupus or with definite phthisis. A new growth 
of the palate may be either epithelioma, endothelioma, or sarcoma, the distinction between 
these depending mainly on the microscope. 

Diphtheria.—If there is no structural defect of the palate, the regurgitation of food 
through the nose being due to paralysis, by far the most likely cause is previous diphtheria. 
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The existence of the latter may have been recognized at the time, but quite often the 
diphtherial attack has been so slight as either to have caused no definite illness, or else to 
have been regarded as simple sore throat. The palate alone may be paralyzed, giving 
rise to a nasal alteration in the character of the voice as well as to the regurgitation ; or 
there may be paresis of the ciliary muscles and the eyes as well, causing difficulty in reading ; 
less commonly, there is further evidence of peripheral neuritis affecting the limbs and heart. 
The trouble may not come on for three or four weeks after the diphtherial attack, and there- 
| fore it may no longer be possible to detect Klebs-Léffler bacilli in swabbings from the tonsils 
| or fauces; but in every such case it is important to look for them, both directly and by 
means of cultures. Probably not a few cases ascribed to ‘ influenza,’ or to undetermined 
causes, are really post-diphtheritic. The paresis recovers in time, sometimes quickly, 
but often not until three months or more have elapsed. 

Post-operative Cases.—The history in these cases will point to the diagnosis ;_ the 
accident is rare, and as a rule the effects are temporary ; it may happen during the removal 

of tonsils and adenoids. 
Syphilitic Paralysis of the Palate is not common, and it hardly ever occurs by itself. 
It is a general rule that luetic affections of cranial nerves are multiple and often asym- 
metrical ; thus there may be strabismus, or a laryngeal paresis, in addition to that of the 
palate ; or there may be a history or other evidence of syphilis. 

Bulbar Paralysis.—When this affects the palate and causes regurgitation of food 
through the nose, there have generally been other symptoms for some time. The 
malady is slowly progressive, and starts with paresis of the lips and tongue ; swallowing 
is difficult, not so much because of the regurgitation as because the tongue is unable to 
thrust the bolus back between the fauces. The constant dribbling of saliva from the 
angles of the mouth is characteristic of some cases. The title labio-glosso-pharyngo- 
laryngeal paralysis indicates the usual sequence of events. Bulbar paralysis may be 
associated with progressive muscular atrophy (p. 61), and it may be distinguished 
from pseudo-bulbar paralysis by the atrophy of the tongue, which occurs in the former 
but not in the latter. Bulbar paralysis is due to a lesion in the medulla oblongata, whereas 
pseudo-bulbar paralysis has very similar symptoms due to bilateral cortical softening. In 
either case the patients are generally elderly. 

Undetermined Causes.—As regards such cases, it may be repeated that the majority 
are doubtless post-diphtheritic, so that it is important to examine swabbings from the 
throat of all such patients for the Klebs-Léffler bacillus. The symptom is very rarely 


hysterical. Herbert French. 


RETENTION OF URINE.—(See Micruririon, ABNORMALITIES OF, p. 393.) 
RETRACTION OF THE ABDOMEN. (Sce Ricipiry oF THE ABDOMEN, p. 592.) 


RETRACTION OF THE GUMS is occasionally a symptom which troubles patients 
very much, but in itself it seldom indicates more than a local affection. In a mild degree 
it may be due to excessive use of a hard tooth-brush ; in most cases it results from 
a local infective process, especially tartar, caries of the teeth, or pyorrhoea alveolaris. 
These conditions are discussed under the heading of BLEEDING Gums (p. 72), though very 
often retraction may be present, even in an extreme degree, without actual bleeding. 

Herbert French. 


RETRACTION OF THE HEAD may be a marked symptom in the following 


conditions :— 
Acute meningitis : Superior longitudinal sinus Strychnine poisoning , 
1. Suppurative thrombosis Tetanus 
2. Tuberculous (basal) Acute encephalitis Hydrophobia 
3. Meningococcal (pos- Bronchopneumonia — with Catalepsy 
terior basal) partial asphyxia Spasmodic torticollis 
4. Meningococcal _(epi- Laryngeal obstruction, espe- Paramyoclonus multiplex 
demic cerebrospinal) cially diphtheria in chil- Hysteria and _hystero- 
Cerebellar or other subten- dren epilepsy. 
torial tumour or abscess 


In arriving at a diagnosis in any given case, the probability is that strychnine poisoning, 
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tetanus, and hydrophobia will either suggest themselves at once on account of other circum- 
stances in the case, or else will not need to be discussed at all. Hysteria can only be dia- 
gnosed when all other possibilities have been excluded, and probably not until the case has 
been watched anxiously for a time ; there may be other functional symptoms in the case 
(p. 465); the patient is generally a young adult, more often female than male. Catalepsy 
and hystero-epilepsy will be suggested by the mental symptoms, or obvious insanity. 

These things being excluded, the first thought that marked and maintained retraction 
of the head arouses is that the patient has some serious intracranial lesion, probably 
meningitis. Before coming to this conclusion, however, it is important not to forget that 
extreme dyspnoea in children sometimes produces considerable head retraction, so that 
the physical signs in the lungs and heart should be noted carefully, bronchopneumonia and 
capillary bronchitis being kept specially in mind, and any signs of laryngeal obstruction 
looked for, especially stridor and spasmodic up-and-down movements of the thyroid 
cartilage, with sucking in of the thorax above and below the clavicles, along the attach- 
ments of the diaphragm, and in the intercostal spaces. Diphtheria, foreign body in the 
larynx, and retropharyngeal abscess have all been mistaken for meningitis. 

If there is no evidence of sufficient throat or lung trouble to account for the symptom, 
an intracranial lesion is probable ; and by far the most likely, especially in a child, is acute 
meningitis, either tuberculous or posterior basal. Symptoms common to all the intra- 
cranial affections are headache, vomiting, and giddiness ; pyrexia, generalized convulsions, 
coma, incontinence of urine and feces, retraction of the head, and optic neuritis ; or even 
local symptoms, especially twitchings, convulsions, or paralysis of individual limbs or 
parts of limbs, according as one part of the brain or another is more irritated or softened 
than the rest. If there is an obvious source of sepsis in connection with the cranium, such 
as otitis media, mastoid abscess, facial erysipelas, a septic scalp wound, boils, pediculi 
with sores, suppuration in the orbit, nose, antrum of Highmore, frontal, ethmoidal, or 
sphenoidal air-cells, or nasopharynx, the probability is that any acute meningitic symptoms 
are due to staphylococcal or streptococcal suppurative meningitis ; pneumococcal meningitis 
may occur without local sepsis, either alone or as part of a general pneumococcal 
septicemia ; suppurative meningitis due to the Bacillus diphtheriw, the typhoid bacillus, 
influenza bacillus, or the Bacillus coli communis may occur, but it is decidedly uncommon 
and clinically indistinguishable from other forms of suppurative meningitis, in all of which 
marked pyrexia and a fatal ending in two or three days are the rule. Tuberculous menin- 
gilts is much commoner in childhood than it is at any other age; it is always part of a 
general tuberculosis, and it is very rare in adult life. At first there may be no pyrexia, 
though this depends on the caseous glands and tuberculous lesions in the lungs and else- 
where more than upon the meningitis. The early diagnosis is apt to be uncertain, but 
as the days go by the serious nature of the complaint generally becomes obvious ; the 
effortless vomiting, the irregular pyrexia, severe headache, optic neuritis, retracted head, 
possibly choroidal tubercles (Plate XX, Fig. w, p. 418) or evidence of tuberculous foci else- 
where, serve to clinch the diagnosis. The chief difficulty, after the stage of retraction 
has been reached, is to decide between tuberculous meningitis on the one hand and 
meningococcal (posterior basal) meningitis on the other. The duration of the disease is 
often of assistance in this respect—suppurative meningitis kills in two or three days, tuber- 
cuJous meningitis in two or three weeks, whilst posterior basal meningitis ends in recovery 
in a variable percentage of cases, even after continuing for two or three months. The 
tendency to head retraction is greatest with the posterior basal, least with the suppurative 
forms.: Optic neuritis barely has time to develop in suppurative meningitis, but it is present 
more often than not in both basal and posterior basal meningitis. The way in which the 
heels touch the occiput in some cases of the latter may by itself decide the diagnosis. 
Another point in favour of meningococcal meningitis, is the occurrence of periodic spike- 
like rises of the temperature chart—pyrexial ‘ crises’ lasting twenty-four hours or less 
(fig. 253), and superposed upon what is otherwise a chart of but moderate type. 
When doubt remains as to the fact of meningitis or as to its nature, microscopical and 
bacteriological examinations of the cerebrospinal fluid obtained by lumbar puncture will 
often serve to establish the diagnosis (p. 804). Bacteriologically, tubercle bacilli are the 
least easy to find. The Gram-negative meningococci (Diplococci intracellulares meningitidis 
Weichselbaumii) (Plate XXV III, Fig. N,p. 614) are characterized by their occurrence within 
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the leucocytes in pairs, like gonococci, but without the reniform shape of the latter. The 
organisms of suppurative meningitis may be discovered on direct staining, but more often 
cultural methods are required. 

Where posterior basal meningitis ends and epidemic cerebrospinal meningitis begins, 
it is difficult to say ; they are both meningococcal, and probably they are only different 
types of the same malady, connected together by sporadic. cases in which posterior basal 
meningitis is associated with more or less severe spinal symptoms. The way in which 
the least touch or movement causes the patient to ery out with pain sometimes indicates 
how inflamed the coverings of the posterior nerve-roots are, besides which, the erythe- 
-matous, vesicular, or purpuric skin eruptions that may accompany it often suggest the 
diagnosis. There is less difficulty during an epidemic; it is the sporadic case that may 
be missed. ‘The clinching point in the diagnosis is bacteriological investigation after lumbar 
puncture, assisted perhaps by the beneficial effects of the specific antimeningococcal serum. 
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Fig. 253.-—Four-hourly temperature chart in a case of meningoccccal cerebrespinal meningitis. ‘The pyrenial 
crises are even more marked in some cases. The diagnosis was verified at autopsy. 


Superior longitudinal sinus thrombosis and acute polio-encephalitis are both nearly 
always diagnosed as acute meningitis in the first instance. It is when a case that has 
simulated acute and severe meningitis, with coma and apparently impending death, gets 
rapidly better after a few days and ends in speedy recovery, with or without some impair- 
ment of local or general brain functions, in a child or young person, that one changes one’s 
diagnosis of meningitis to polio-encephalitis, though even then it remains one of opinion 
chiefly. Almost the same applies to superior longitudinal sinus thrombosis ; though, if 
acute cerebral symptoms in a previously healthy child end in a gradual and but partial 
recovery, accompanied by permanent spastic paralysis of the legs, without much affection 
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of the arms, it is very possible that the lesion has been thrombosis of the superior longi- 
tudinal sinus, with softening of the leg areas of cortex on either side of it. 

Cerebellar or other subtentorial tumours or abscesses generally cause a much more 
gradual onset of symptoms than do any of the above. Head retraction is not present 
until the later stages. The diagnosis of tumour will rest on the slow increase in the signs 
of raised intracranial pressure, with nystagmus, optic neuritis going on to optic atrophy, 
and a tendency to fall always in one definite direction—forwards or backwards if the tumour 
is in the vermis, to the right or to the left according as it is in the right or left hemisphere. 
There is often marked ataxy, with exaggeration of the tendon reflexes, particularly on 
the same side as the tumour. If nystagmus is well marked this serves as a point of some 
value in distinguishing a cerebellar from a cerebral tumour. Abscess is distinguished 
from tumour chiefly by the existence of some obvious cause for intracranial abscess, 
especially otitis media on the one hand, bronchiectasis upon the other. Cerebellar abscess 
may give rise to no pyrexia and no leucocytosis ; but whether the temperature is raised 
or not, the pulse-rate is often absolutely slowed. Herbert French 


RIGIDITY OF THE ABDOMEN is a sign not to be regarded lightly, and one to 
find the true significance of which may call for the greatest care and skill. The patient 
should be examined lying on the back with the whole of the abdomen and lower thorax 
exposed. The observer, seated on a level with the patient, should watch the abdomen 
for a minute or so and see whether it moves or not with respiration, and whether one part 
moves more than another. 

It should be remembered that some patients, whether from modesty or timidity, hold 
their abdomens intensely rigid in a wholly unnecessary way, a tendency which may create 
a false impression. This can be avoided by engaging them in conversation for a minute 
or two, by asking them to take a few deep breaths, or by making them draw their knees 
up and keep their mouths open, when the normal abdominal walls will generally relax. 

There are varying degrees of rigidity. The whole abdomen may be rigid, the upper 
or. lower part only, or one side, as in the presence of a localized appendicular abscess. 
Again, one part or one rectus muscle may be put, as it is termed, ‘ on guard,’ whenever 
the patient thinks a tender spot is about to be touched. The rigidity over an inflamed 
gall-bladder, or a gastric or duodenal ulcer, are instances of this. 

The most important cause of universal rigidity is septic infection of the peritoneum, 
which may follow external wounds, abdominal operations, childbirth, abortion, endometritis, 
parametritis, extension of inflammation from or perforation of the appendix, ulcer of the 
stomach, duodenum, or bowels, perforation of the gall-bladder, suppurating Fallopian 
tube, or abscess of the liver, spleen or kidney ; or which may be primary, as in some 
pneumococcal cases. It is a safe rule to believe there is peritonitis until the contrary is 
proved. As in the case of other disease, diagnosis must not be based on one clinical sign, 
and the patient must be examined for the other signs of peritonitis. 

The history of the onset is important. In perforative cases, the beginning is marked 
by intense abdominal pain. This may be general and continuous, or by being referred to 
the stomach or appendix region give an indication of the primary seat of the mischief. The 
position taken up is on the back, sometimes with the knees drawn up to relieve abdominal 
tension, and the patient generally lies still, for any movement causes increase of pain. In 
colic, on the contrary, whether intestinal, biliary, or renal, the patient rolls about during 
the spasms. It is painful to use the diaphragm: therefore, respiration is superficial and 
costal in type. The abdomen gradually becomes distended, tense, and tympanitic ; the 
liver dullness which was previously present may disappear, and in some forms of peritonitis 
- fluid may accumulate in the abdomen and be detected by the signs of shifting dullness in 
the flanks. The pulse is small and rapid, 100 to 150, and has the tendency to quicken. A 
‘ friction rub may be heard over the liver or the spleen when the patient breathes. 
Borborygmi will generally be absent. Vomiting is an early, prominent, and almost con- 
stant feature. The contents of the stomach are ejected first, then bile-stained fluid, and 
later green or brownish fluid with a slight faecal odour, The vomiting is often of a peculiar 
‘pumping’ character. The bowels may be loose at first and then constipation follows, 
but is not complete as in intestinal obstruction. Micturition may be frequent, or there 
may be retention when the pelvic peritoneum is acutely inflamed. When the disease is well 
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_ developed the appearance of the patient is very characteristic, exhibiting the ‘ Hippocratic 


facies. The pulse is often of great assistance in arriving at a diagnosis of the need to 
operate urgently in these cases ; it should be counted every ten minutes ; if its rate falls 
or does not rise at successive counts, peritonitis is less probably present than when the 
pulse-rate is found to be rising each time. 

‘In suppurative peritonitis leucocytosis, though it may not occur at all, is often marked 
(15,000 to 30,000 per c.mm.). 

It does not necessarily follow, because the whole abdomen is rigid, that the peritonitis 
is general. For instance, in cases of perforative appendicitis it has been shown by opera- 
tion that pus was only to be found around the cecum, and yet there was general rigidity. 
Without operating, it is often impossible to tell. The best way of finding out whether 
there is pus in the abdomen, and the method to be employed at once if there is any doubt, 
is to open the abdomen and see. 


OTHER CONDITIONS ASSOCIATED WITH ABDOMINAL RIGIDITY WHICH MAY BE 
MISTAKEN FOR PERITONITIS. 


Pneumonia or Diaphragmatic Pleurisy.—tIn the early stages here, before the onset of 
dullness in the lungs and other physical signs in the chest, the most prominent features 
may be abdominal pain and rigidity. Laparotomy has often been performed on the 
mistaken diagnosis of peritonitis. If, however, the examination is thorough, signs pointing 
to implication of the lungs will usually be found. Rapidity of respiration, working of the 
nares, and blueness of the lips should receive particular attention. Examination of the 
blood may reveal a high leucocytosis (80,000 to 40,000); in suppurative peritonitis the 
numbers are rarely so high. 

Colic.—The suddenness of the onset of pain, its intense character and the abdominal 
rigidity, may render this condition extremely difficult to differentiate from peritonitis due 
to perforation of some viscus. Collapse may be marked, and the effect on the pulse is 
considerable ; vomiting is common also. The temperature is raised slightly but rarely 
exceeds 100° F., and the pulse, though it may be rapid, does not tend to quicken 
progressively. The pain is spasmodic, not continuous as in peritonitis, and is generally 
relieved in a few hours. Biliary and renal colic are fairly characteristic, but that due to 
lead, the crises of tabes dorsalis, or gastro-intestinal disturbances may easily be mistaken. 
The gums are to be examined for a blue line, the knee-jerks and pupils tested, and a blood- 
count made. In uncomplicated colic there is no leucocytosis. In cases of extreme 
difficulty the abdomen may have to be opened. The persistence of borborygmi is in favour 


_ of colic rather than of general peritonitis. 


Intestinal Obstruction.—The vomiting and constipation here present may lead one to 
think of peritonitis, and indeed the two conditions may be present at the same time, as in 
the case of an ulcerating carcinoma of the bowel. Usually the rigidity is not well marked, 
and the constipation, which is not absolute in peritonitis, is here complete. 

Injuries of the Abdomen.— 

1. Contusion of the abdominal wall, with laceration of muscle: Particularly in 
patients who have been run over across the abdomen, rigidity is a marked feature, and 
there must always be a doubt at first as to whether any of the viscera have been torn and 
are bleeding, or whether the escape of their contents is setting up peritonitis. In the case 
of mere contusion, if the patient is put to bed and kept warm, collapse will soon disappear, 
the abdomen will become less rigid, and the pulse-rate will fall. 

2. Contusion of the abdominal wall with injury of viscera: The signs here will be more 
marked, and instead of tending to diminish rapidly will become worse. If there is internal 
bleeding the mucous surfaces will be pale, the skin cold and clammy, and the pulse small 
and frequent. If the contents of a viscus have escaped, the signs of peritonitis will develop 
rapidly. In all cases of doubt an exploratory laparotomy should not be delayed. 

Ruptured Tubal Gestation—This may simulate general peritonitis. The abdominal 
rigidity here is not well marked, and the signs of bleeding are. A moderate degree of 
leucocytosis is present (10,000 to 15,000), but the number of red cells is much diminished. 
If the patient is a woman of the child-bearing age, known to be a week or more overdue 
as to monthly period, and has begun to lose blood per vaginam synchronously with 
the onset of acute abdominal pain and pallor, the diagnosis will suggest itself at once. 

D 38 
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Acute Hemorrhagic Pancreatitis is usually diagnosed as intestinal obstruction or acute 
perforative peritonitis. The attack sets in with intense pain, usually in the upper and 
left part of the abdomen. Vomiting; constipation, and tympanitic distention are present. 
The condition is so rare, and the signs are so unreliable, that an exploratory laparotomy 
should be made, and the nature of the case becomes obvious directly the characteristic 
opaque yellow patches of fat-necrosis are seen in the omentum. 

Rupture of an Abdominal Aneurysm, Dissecting Aortic Aneurysm, Embolism of the 
Superior Mesenteric Artery, may simulate peritonitis, and so also may Acute Thrombosis 
of the Inferior Vena Cava; but all these conditions are rare, and they will be very difficult 
of diagnosis unless the existence of some cause for them, such as aortic aneurysm or 
fungating endocarditis, is already known. 

Acute Suppurative Nephritis sometimes gives abdominal rigidity, and is associated 
with fever and vomiting. There is always marked tenderness in the loin on the affected 
side, and the urine will contain albumin, pus, blood, casts, and bacteria. The milder types 
of the infection (see BACTERIURIA, p. 69) may be mistaken for acute appendicitis, or for 
general peritonitis, unless the centrifugalized deposit from the urine is examined micro- 
scopically for pus. George E. Gask. | 


RIGORS, or CHILLS, are common at the onset of the most various acute febrile 
disorders, and may occur at regular or irregular intervals in the course of many of the more 
severe of them. The chief sign of a rigor is shivering, the chief symptom a feeling of cold 
and general wretchedness. At its beginning, the patient looks chilly, pinched, and blue, 
and sits or lies huddled up, complaining of the cold ; his arteries are contracted, the pulse 
is rapid, small, and of raised tension; the extremities are chilled superficially, but the 
internal temperature is above the normal. Very soon the sensation of cold induces 
involuntary shivering ; the patient shakes all over, sometimes so violently that the 
chair or bed is thrown into noisy vibration; the teeth chatter, and even the muscles 
of the face twitch involuntarily. This shivering lasts for minutes, or even for an hour, 
dying away gradually as the patient feels himself to be warmed up. Thus the initial stage 
of the fever passes into the second stage or fastigium, in which the complaint is of sweating, 
thirst, and undue heat, and the body temperature rises still further. In children, general 
convulsions, with partial or complete coma, may occur at the onset of an acute infection, 
in conditions that would give rise to a rigor in adults. In adults, convulsions are not known 
to take the place of rigors. Cases may arise, however, particularly when only an imperfect 
history can be obtained, in which it may be hard to say whether a patient has had a rigor, 
or an epileptiform, hysterical, or epileptic fit. Should the patient have lost consciousness 
during the shivering, or have fallen down, bitten his tongue, or passed his water during 
the attack, or should he give a history of similar attacks on previous occasions, the diagnosis 
of epilepsy would be more than probable. Epileptiform fits that unskilled observers might 
confuse with rigors may occur in uremic or eclamptic patients ; the history of the case, 
and the discovery of albumin in the patient’s water, together with other evidences of acute 
or chronic renal disease, should make the diagnosis clear. Fits indistinguishable from 
rigors to the untrained eye may occur in hysteria ; in these, however, the shivering patient 
would be red in the face, or at least would not present the slightly livid and shrunken facial 
appearance characteristic of a rigor, the temperature would not be raised, and the signs or a. 
history of other hysterical phenomena should be obtainable. 

For their further consideration it is convenient to classify rigors according as they are 
single or multiple. 

1. Single Rigors.—The occurrence of a single rigor at the outset of an acute infectious 
disorder is extremely common, and may be taken as evidence of the severity of the 
infection to some extent; in lobar pneumonia this initial rigor is often particularly long 
and severe. No exhaustive list of the disorders that may be thus ushered in can be given ; 
but it may be stated generally that an initial rigor is common in :— 


Lobar pneumonia Pneumonic tuberculosis | Malaria 

Small-pox Typhus Yellow fever 
Influenza Relapsing fever Weil’s disease 

Severe feverish colds Erysipelas After catheterization. 
Septiczemia Cerebrospinal fever 


Pyemia Acute poliomyelitis | 
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It is less often seen in :— 


Searlet fever Tetanus Acute gastro-intestinal 
Measles © Miliary tuberculosis disorders 
Diphtheria Sapremia Nephritis 

Tonsillitis Glanders Cholelithiasis 
Rheumatic fever Sick headache Renal calculus. 


And is comparatively rare in :— 


Enteric fever Anthrax Dysentery 
German measles Hydrophobia Malta fever 
Mumps Cholera Beri-beri. 
Gout Plague 


The diagnosis of all these different morbid conditions must naturally be made from 
the history of exposure to infection, and from the subsequent signs and symptoms. It is 
clear that the occurrence or non-occurrence of an initial rigor will rarely be of much practical 
assistance in determining the nature of the disorder from which any given patient is 
_ suffering. 

A rigor after catheterization is not rare, whether the kidneys be sound or no, and in 
some cases is due to septic infection of the urethra or bladder. In others, however, it 
ensues when no infection has taken place, and is not followed by any evidences of urinary 
sepsis ; in these instances the rigor must be referred vaguely to nervous shock, and need 
not give rise to alarm. 

2. A Second Rigor coming on in the course of any of these disorders, or a rigor 
occurring unexpectedly for the first time when the disease is well established or declining, 
is often evidence of the spread of the infection, or of the occurrence of some complication. 
For example, a second rigor occurring in the course of lobar pneumonia may coincide with 
the appearance of signs indicating the spread of the disease to the second and previously 
sound lung; a second rigor happening after the crisis may indicate an empyema. In 
enteric fever a rigor is rare though it may be due to such complications as perforation of the 
intestine, acute peritonitis, pleurisy, pneumonia, middle-ear disease, periostitis, and so 
forth ; but there is an abnormal type of enteric fever in which rigors occur for no apparent 
reason, followed by heavy sweats ; and rigors may be observed in cases with constipation, 
or during defervescence, or in enteric patients who have been treated with anti-pyretic 
drugs. 

3. Recurring Rigors.—The occurrence of a series of rigors often gives information of 
more definite value, for they are seen in but a limited number of local or general infections, 
most of which have some characteristic or localizing signs. In themselves these rigors 
are no more than evidence of the severity of the infection, and of the extent to which 
bacterial toxins have been absorbed into the blood. The foliowing are the chief disorders 
characterized by a series of rigors : 


Malaria—tertian, quartan, | Acute blood-infections, in- Special forms of these 
zestivo-autumnal or malig- cluding may be known as puerperal 
nant | Portal pyzemia fever, malignant  endo- 

Relapsing fever | Pyezmia [ carditis, acute infective 

Acute leukemia | Septico-pyzmia osteomyelitis, suppurative 

Septiceemia } pylephlebitis, etc. 

Acute inflammations, e.g.:—| Abscess formation :— ' Pulmonary tuberculosis 
Pyelitis Hepatic (tropical) Bronchiectasis. 
Pyelonephritis Appendicular Enteric fever 
Cystitis Subphrenic Erysipelas. 

Cholecystitis Perinephric | Rat-bite fever 
Empyema Prostatic Influenza. 
Infective sinus thrombosis. Cerebral. 


A very thorough physical examination of any patient presenting multiple rigors should 
be made ; the condition is always serious, and may be due to septic absorption from some 
deep-seated abscess that produces only the scantiest of physical signs. When no abnormal 
physical signs can be found bacterial cultures should be made from the circulating blood, 
care being taken to draw off a sufficient quantity of blood—5 to 10 c.c.—and to repeat 
the cultivation several times before it is decided that the blood-stream is sterile. 
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In malaria the rigors tend to recur at regular intervals of forty-eight (Fig. 6, p. 28) or 
seventy-two hours (Fig. 7, p. 29) in the benign tertian and quartan infections, at shorter 
intervals if the infection is mixed. In the zstivo-autumnal form the rigors and also the 
course of the fever are much less regular (Fig. 10, p. 31). The parasite (Plate VI, p. 32) 
may be found in the circulating blood, and the patient, if not in extremis, is cured by 
quinine: there is no leucocytosis, but a relative increase in large lymphocytes occurs. 

In relapsing fever the onset is acute, with a rigor or a series of rigors. A fortnight 
later, when the patient has been convalescing for a week or ten days, relapse and a second 
rigor or series of rigors occurs (fig. 5, p. 27). A second relapse may. be noted at the 
end of the third week, and in a very few cases a third relapse. Relapsing fever has 
practically died out of the United Kingdom, but it is met with in Egypt, India, and other 
countries. It occurs in epidemics, and Obermeier’s spirochaete (Plate XXVIII, Fig. I, 
p. 614) can be found in the patient’s blood while he is feverish. 

Multiple rigors occur exceptionally in the course of acute blood-diseases, such as acute 
leukeemia, pernicious anzmia, or Hodgkin’s disease. Severe and progressive anemia, 
wasting, fever, heavy sweats, and hemorrhage from the mucous membranes, are likely to 
occur in these cases, with characteristic changes in the microscopical appearances presented 
by the blood (p. 24). 

Multiple rigors are commonest in the various forms of acute blood-infections ; special 
forms of these have received particular names. Thus puerperal fever occurs after delivery, 
and is due to bacterial infection of the uterus and its spread thence to the blood ; the patient 
will probably have a sanious or offensive vaginal discharge as well as the evidences of 
septicemia or pyemia. In malignant endocarditis, attention is directed mainly to the 
condition of the heart, the presence of valvular murmurs and the signs given on p. 84. 
In acute infective osteomyelitis the first complaint arises from the acute inflammation occur- 
ring in the marrow of one of the bones. Portal pyemia or suppurative pylephlebitis 
is seen in patients with various acute inflammatory intra-abdominal lesions, and is due to 
the spread of bacterial infection to the portal vein. The commonest precursor is mild 
appendicitis. The blood in the portal vein clots, the clot is infected with microbes, softens, 
and breaks up, to be dispersed throughout the liver in the form of infective emboli. Multiple 
hepatic abscesses result, with pain, swelling, and tenderness in the hepatic region ; jaundice 
is present in less than half the cases, with more or less coloured stools, vomiting and 
diarrhoea are frequent, and there is hectic fever. Pyamia is characterized by the formation 
of metastatic abscesses in any of the tissues or organs, oftenest in the lungs, in consequence 
of the lodgement there of multiple infected emboli. Before the days of antiseptic or 
aseptic surgery, pyzeemia was the common outcome of serious surgical operations or severe 
wounds. Nowadays it is comparatively infrequent, and when it does occur is secondary 
to a severe infected wound, to ulcerations of the mucous surfaces, or to deeply-seated 
abscesses that are not amenable to surgical treatment. Occasionally it seems to be idio- 
pathic, or due to some infective lesion that escapes discovery. Pyzmia oftenest begins 
suddenly ; the main symptoms are hectic fever, rigors, leucocytosis, diarrhcea and vomit- 
ing, heavy sweats, prostration, and the formation of secondary abscesses due to the arrest 
of septic emboli. When the lungs become the seat of multiple abscesses, the breathing 
becomes rapid, and signs of bronchitis, pleurisy, or pulmonary consolidation appear. 
Abscesses in the more superficial tissues or joints make their presence known by the local 
evidences of pain, swelling, redness, and heat ; in the deeper parts or organs, by pain and 
disturbance of function. The development of secondary subcutaneous abscesses is common 
in the less acute cases ; abscess-formation in the heart, and suppurative pericarditis, are 
prone to occur when the primary lesion is a periostitis or an acute necrosis of bone. 
Pyzemia may be distinguished from enteric fever only with great difficulty if evidences of 
abscess-formation or some source of primary infection are not forthcoming, especially as 
the typhoid state is common in the later stages of both diseases ; the occurrence of multiple 
rigors is rare in enteric fever, common in pyzemia ; Widal’s reaction should be tested for. 
From malaria, pyzemia is distinguished by not reacting to quinine ; malarial parasites will 
not be found in the circulating blood. Pain and inflammation in the joints after childbirth 
or a miscarriage may be diagnosed as rheumatism when the condition is really one of 
pyzmia or puerperal fever. 

The precise diagnosis between pyzemia and septiceemia is often impossible, and is, 
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indeed, of academic rather than clinical interest. The necessity for it is in part avoided 
by the use of the term septicopycemia, the evidences of which are much the same as those 
of pyzemia : all three conditions may arise from identical causes, and bacteria (streptococci, 
staphylococci, gonococci, pneumococci, B. coli communis, B. typhosus, B. influenze, 
B. pyocyaneus, etc.), may be cultivated from the circulating blood in any of them. Multiple 
rigors are far commoner in pyemia—where several may occur daily—than they are in 
septicemia due to the growth of microbes in the blood without the formation of metastatic 
abscesses ; it originates in lesions very similar to those that underlie pyemia, or results 

from infected but apparently trifling cuts or injuries, or even from neglected chronic 
' suppuration about the teeth. Its main symptoms are pyrexia, debility, anzemia ; in severe 
cases rigors occur, and the patient may fall into the typhoid state. The bacteria causing 
it ean be cultivated from the circulating blood ; septic rashes are often seen in both pyzmia 
and septicaemia, but they are not seen in enteric fever. It should be noted that, at the 
best, a deal of looseness attaches to the meaning of the term septicemia ; for in lobar 
pneumonia, enteric fever, Malta fever, and many other acute febrile disorders, the specific 
‘microbes can habitually be cultivated from the circulating blood. Technically speaking, 
therefore, these are all instances of septicemia. Two new terms have recently come into 
vogue in this connection, namely, bacillemia and bacteriemia. 

Multiple rigors may result from acute localized inflammatory infections if the inflam- 
mation is sufficiently extensive and the infecting micro-organism virulent. It is often 
impossible to say how far such rigors are evidence of the absorption of toxins, and how 
far they indicate that living bacteria have gained access to the blood-stream. Situated in 
the genito-urinary tract, these inflammations are often associated with a history of gonor- 
rhea, renal calculus, or gout, and produce characteristic pathological changes (hematuria, 
pyuria, albuminuria) in the urine, or difficulties in micturition. If the gall-bladder or 
bile-ducts are the seat of the inflammation, jaundice, and pain in the hepatic region will 
‘ probably be observed with the fever and rigors, and a history of gall-stone colic may be 
given, suppurative cholecystitis or suppurative cholangitis having supervened ;_ the gall- 
bladder will be tender and probably enlarged from the former, the whole liver swollen 
and possibly tender from the latter ; Charcot’s hepatic intermittent fever is due to chronic 
cholangitis, with intermittent biliary obstruction due to a ball-valve stone often lying 
in the ampulla of Vater. The occurrence of rigors in a child convalescing from pneu- 
monia, measles, scarlet fever, or pleurisy, may lead to the discovery of an unsuspected 
empyema. Infective sinus thrombosis occurs mainly in patients with otorrhcea, and. 
indicates that the bacterial infection has spread from the ear to one of the cranial venous 
sinuses. Its symptoms are general—those of septicaemia or pyemia, often with an initial 
rigor and vomiting followed by high fever, more rigors (Fig. 244, p. 567), and sweating ; 
and local—very severe pain about the ear, excruciating headache, and venous congestion 
of the optic disc, with-others that vary with the site of the thrombosis. If the 
sigmoid sinus is thrombosed, cedema and tenderness over the mastoid appear, and 
should the clotting spread downwards a thrombus may be felt in the internal jugular 
vein. Thrombosis of the cavernous sinus is accompanied by squint, exophthalmos, and 
cedema of the orbits and eyelids. Thrombosis of the superior longitudinal sinus may set 
up cedema of the scalp near the sagittal suture. The diagnosis must be made from cerebral 
or cerebellar abscess, in which repeated vomiting is likely to occur, and the localizing signs 
and symptoms will suggest brain-disease ; and from meningitis, in which rigors are rare. 
In other patients, some acute inflammatory disorder may result in definite abscess formation, 
when rigors may develop from toxic or septic absorption ; here again, the virulence of the 
particular microbe causing the inflammation will be the chief factor in determining whether 
rigors occur or not. In many cases the rigors will really be due to a secondary and 
probably terminal septicemia or pyzemia. 

Tropical abscess of the liver, usually single, occurs in patients who have been abroad 
and have had dysentery, whether amcebic or bacterial. The early symptoms of liver 
abscess are often obscure, malaise, fever, sweating, rigors, and gastro-intestinal disturbances 
occurring, or a pleural effusion secondary to spread of infection through the diaphragm, 
while nothing particularly suggests implication of the liver. As a rule, complaint of dull, 
pain in the right hypochondrium, axilla, or shoulder will be made. The diagnosis of this 
and other forms of suppuration in the liver is discussed on p. 369. 
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Multiple rigors may occur from septic absorption in various diseases of the lungs, the 
most important of which are bronchiectasis, and advanced pulmonary tuberculosis with 
secondary pyogenic infection of the bronchi or tuberculous cavities. In either case the 
sputum will be abundant, and will probably contain fragments of elastic tissue ; it is sure 
to be offensive in bronchiectasis. 

High or irregular fever with recurring rigors has been recorded in a few unusual cases 
of enteric fever (Fig. 241, p. 565) and of influenza free from any complication, and in 
erysipelas (Fig. 245, p. 568). 

Only about a dozen cases of rat-bite fever have been recorded in Great Britain so far, 
but it is probably commoner than it would appear to be, and habitually unrecognized. 
It occurs in persons who have been bitten by rats, or by ferrets, cats, or weasels that have 
killed rats recently : the rat-bite heals slowly, and after an incubation period of from two to 
four weeks the patient begins to suffer from a series of acute febrile attacks at fairly regular 
intervals of a few days. These attacks recur for from two to ten months in different 
instances (Fig. 254). The onset of each is abrupt, with headache, fever up to 102°-106° F., 
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Fig. 254.—Temperature chart in a severe case of rat-bite fever ; only part of the chart is shown ; the recurrent 
attacks extended over a period of four months. 


malaise, pains all over, often a rigor, severe pain and swelling in some of the muscles, 
recurrence of inflammatory phenomena, rarely suppurative, about the original wound, and 
urticarial, measly, patchy erythematous rashes on the face, limbs, and trunk. Each attack 
lasts for a day or two, the patient being fairly well in the intervals ; during the attack 
a varying leucocytosis is common. Rat-bite fever is not fatal; the infecting agent, 
though often looked for, remains unknown. A. J. Jex-Blake. 


RINGWORM. 


(See FuUNGous AFFECTIONS OF THE SKIN, p. 246.) 


RISUS SARDONICUS is the fixed unmirthful grin that results from spasm of the 
muscles of both sides of the face. The angles of the mouth are drawn outwards and the 
eyelids raised by tonic contraction of the same muscles as produce the facial expression 
of smiling, but the spasm is maintained in a way that at once excludes natural smiling. 
The chief causes of the condition are tetanus, strychnine poisoning, malingering, hysteria, 
catalepsy. 

Catalepsy.—The differential diagnosis is not, as a rule, difficult. A cataleptic case 
is chronic ; the facies is by no means always that of smiling, but if it should be, then the 
smile is a fixed one; the chief characteristic of the condition is the maintenance for hours 
at a stretch of some attitude that would rapidly fatigue an ordinary person ; the history 
and the associated mental symptoms of melancholia or dementia point to the diagnosis, 
and tetanus and strychnine poisoning would be excluded by the absence of tetanic spasms. 

Hysteria sometimes takes a form that may for a while raise doubts as to strychnine 
having been taken, but, as a rule, the multiformity of the contortions points to the correct 
diagnosis. The features may be kept fixed for a time, but sooner or later they become 
twisted into all sorts of shapes, and the tonic and clonic spasms of the body and limbs are 
not in any way regular, as they are apt to be in strychnine poisoning and tetanus. The 
patient is likely to be a woman, and there may be a history of previous hysteria (p. 465). 


PLATE XXIII 


INTESTINAL SAND 


1, Microscopical appearance of true intestinal sand. 


pears 


2. Microscopical appearance of false intestinal sand, following the ingestion of 


By permission from ‘ The Feces in Children and Adults.’ P. J. Cammidge. 
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During a quiescent interval it may be found possible to stroke or touch the patient without 
bringing on a convulsion, whereas in strychnine poisoning and in tetanus the slightest 
touch is apt to evoke a violent and generalized spasm, even opisthotonos. 

Malingering may take the form of imitated convulsions, during which the features 
may be kept fixed in one position or another, sometimes in that of smiling. The fixed 
voluntary contractions cannot be maintained long, however, on account of fatigue, so that 
although there may be some doubt at first, this generally disappears soon. The patient 
is usually a man who has something to gain by malingering: a night’s lodging in a 
hospital, for instance. 

Strychnine Poisoning and Tetanus are the two chief causes of typical risus sardonicus. 
The main point to rely on in distinguishing the two is the history, if it is obtainable—the 
injection of an overdose of strychnine hypodermically, or the taking of a rat-paste, on the 
one hand, or the occurrence of some small but penetrating wound by a rusty nail or earth- 
soiled knife or stick during the fortnight preceding the symptoms, on the other. The 
absence of any known wound, however, does not exclude tetanus. If lock-jaw and stiffness 
of the neck are prominent features, tetanus is more probable than strychnine poisoning, 
and vice versa. In strychnine cases, the patient will either die quickly, or the symptoms 
will subside rapidly, whereas in tetanus they may persist unabated for several days. Ina 
few instances the diagnosis may only be settled by the discovery of strychnine in the gastric 
contents, or of tetanus bacilli (Plate XXVIII, Fig. T, p. 614) in anaerobic cultivations 
from the infected wound. 

It only remains to add that a few cases of facial sclerodermia may simulate risus 
sardonicus, though more often there is complete smoothness of the features and lack- of 
expression. There are no spasmodic contractions, the condition comes on gradually, is 
permanent, and the diagnosis becomes obvious at once when the’ hard smooth skin is 
palpated, for one cannot pick it up between one’s fingers. Herbert French. 


RUMINATION.—(See Merycism, p. 388.) 

RUPIA.—(See Scass, below.) 

SALIVARY GLANDS.—(See SweLLING OF THE SALIVARY GLANDS, p 694.) 
SALIVATION, UNDUE.—(See Pryauism, p. 542.) 


SAND, INTESTINAL.—This is seen in the motions, especially when they are fluid 
and the patient has membranous colitis. It is like the finest sea-sand ; its colour varies 
owing to varying degrees of imbibition of fecal pigment. Usually it is red, looking some- 
thing like fine uric acid, and it varies from this to a pale dirty yellow. It is seen 
best showing up against the white of the bed-pan in which it lies. Analysis shows that it 
consists of from 30 to 70 per cent of organic matter, doubtless all derived from the feces. 
The inorganic matter is invariably nearly all calcium phosphate, with traces of calcium 
oxalate, magnesium, iron, and perhaps silica. The amount of sand passed in a day may 
be four teaspoonfuls, but usually it is much less. Many patients pass it for years, but not 
always constantly even then ; it may be passed daily for weeks, and then for weeks none 
is passed. It is far commoner in those who have membranous colitis than in other patients, 
but it has been seen with malignant disease of the large intestine ; it always indicates some 
organic disease of the colon. It must be distinguished from false intestinal sand, which 
looks very like it and may be found in the motions of those who have eaten largely of pears. 
This is entirely vegetable, and can be distinguished easily from true intestinal sand by 
microscopical examination (Plate XXII). W. Hale White 


SCABS.—The scab, or crust, one of the secondary cutaneous lesions, is a more or less 
irregular, dried-up mass of exudation on the surface of the skin. It may be produced by 
the desiccation of serum, pus, or blood, or of a mixture of these fluids, and commingling 
with these substances there may be epithelial débris, or fat, or fungous elements. Scabs 
form on matured vesicles, bullze and pustules, on ulcerations, erosions, and on every kind 
of excoriation, pathological or traumatic. If the exudation is thin, as sometimes in eczema, 
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they are soft and friable ; if it is thick, they may be tougher and more adherent, and 
successive layers may be formed, as in the rupial crusts of syphilis. Scabs composed largely 
of fungous elements are more or less friable, and these, like those resulting from the sebor- 
rheeic process, may partake of the character of scales as well as of scabs. Such formations, 
however, as for example the ‘ crusts’ of favus, are in the nature of scales rather than 
of scabs, and are noticed elsewhere. (See Scary ERvpPTIONS, p. 601; and FuNcous 
AFFECTIONS OF THE SKIN, p. 246.) 

Scabs vary greatly, not only in consistence, thickness, and adhesiveness, but also in 
colour and in form; and by attention to these differences the diagnosis of the affections 
in which they occur may be assisted. Some guidance may also be obtained from the con- 
dition of the surface from which the scab has been removed ; it may be dry when the scab 
has been long adherent, as in some cases of impetigo, excoriated as in eczema, or ulcerated 
as in rupia. But the clinician will be guided much more by the primary than by any 
secondary lesion; and for the decisive diagnostic features of the diseases about to be 
mentioned, the reader is referred to the articles Macutzs (p. 382); VESICLES (p. 753) 5 
BULL& (p. 96); Paputes (p. 487); Noputes (p. 402); and PusruLEs (Pcoo75) 

In irritative herpes the vesicles on the skin shrivel up and form yellowish-brown crusts, 
which after a few days become detached, as a rule leaving no scar, but only a brownish 
stain, which slowly fades away. In herpes zoster most of the vesicles which do not abort 
reach the same termination ; but others, instead of drying up, may burst and discharge a 
fluid, which then forms yellowish or brownish crusts. In zoster a scar is produced some- 
times. In erythema multiforme there is often considerable scabbing, as is mentioned under 
VESICLES (p. 753). In eczema the lesions may dry up either into scales or into crusts. 
Crustation is usually the third stage in the evolution of the disease, the discharge from the 
vesicles drying into greyish-yellow scabs of varying thickness, which become detached and 
are succeeded by others until the ‘weeping’ ceases. When the lips are attacked, they 
may become so stiffened under layers of crusts superimposed one upon another that the 
patient can hardly move his lips without fissuring the skin. In the male, the ‘ bathing- 
drawers’ area may be so covered with crusts that the patient cannot walk or sit down 
without breaking them. In the same region in the female the inflammation and crusta- 
tion may be even more severe, and the scabs may be marked by much foulness. One of 
the characteristic features of what is called papular eczema is the appearance of a tiny dome 
of blood-crust on the papules, due to scratching. In seborrheic eczema there may either 
be scaling, or the squames may be massed into fatty crusts (see ScALY ERUPTIONS, p. 601). 
The scabs in eczema rubrum are extremely thin, like goldbeater’s skin ; when they are torn 
off, a red, wet, raw, tender surface is laid bare. The crusts of scabies may be distinguished 
from those of eczema by their being isolated and distributed irregularly, instead of being 
grouped, and by the multiformity of the lesions with which they are mixed—vesicles, 
bulla, pustules, haemorrhagic scabs, ete. In most itching diseases there will be found 
blood-scabs, resulting from the scratching to which the patient is provoked. 

In chetropompholyx the bulle into which the little sago-grain vesicles run dry up into 
crusts, the removal of which reveals a surface that is red and exquisitely tender. The 
appearance and sensitiveness of the underlying skin, together with the limitation to the 
hands and feet, and often to the hands alone, will help the diagnosis. The crusts of SYCOsis 
vulgaris also have a limited distribution ; they may be confined to the upper lip, and in 
any case they do not extend beyond the hairy parts of the face. They are brown or yellow 
in colour, thin, and distinctly adherent. 

In impetigo contagiosa the scabs which are formed from the dried-up fluid discharged 
by the pustules on rupture are yellowish ; in uncleanly persons they are brown, or even 
black. A characteristic feature is that they have around them no hyperemic halo, but 
look as if they might have been stuck on artificially. In the severe form of the disease 
styled ecthyma, however, the flat irregular scab formed from the ruptured vesicles is 
surrounded by a more or less pronounced areola. At first loosely attached, the scabs in 
impetigo contagiosa afterwards become so firmly adherent that their removal requires 
some force and gives rise to a little bleeding. In this affection there is what may be called 
a secondary scab, formed by the drying-up of the thick, purulent discharge—honey-like 
in consistence and appearance—from the surface left raw by the removal of the earlier 
crusts. The reddish stain that. appears when the lesion heals is not permanent. In 
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pemphigus vulgaris the crusts into which the bulle shrink are brownish-yellow ; and when 
they fall off spontaneously the surface beneath is not raw, as in impetigo, but is found to 
be covered with newly-formed epidermis, at first purple, afterwards turning brown, and 
gradually becoming normal in colour. When the area covered by the scabs is extensive 
there is an unpleasant sense of tension, and if they are removed prematurely, excoriation 
may be caused. In the more serious affection known as pemphigus foliaceus, the crusts 
are yellowish, and as the disease proceeds, large scales are formed. In pemphigus vegetans 
the foul-smelling secretion from the patches of affected skin forms a thin crust, which can 
easily be stripped off, when a papillary excrescence, partly covered with a thin stratum of 
‘epidermis, is revealed. The process usually ends in gangrene and death. The excrescences 
are distinguishable from the condylomata of syphilis by always being surrounded by a 
zone of bullz, while condylomata have an infiltrated border. 

In nerve leprosy the bulle, which have the same characters as those of pemphigus 
vulgaris, form, on rupture, a large crust, the removal of which exposes a grey surface con- 
sisting of altered rete, the epidermis being cast off by suppuration. In this way a succession 
of yellow scabs or crusts may be formed and fall off, leaving at last a granulating surface, 
which ultimately is converted into a white scar. If the bulls abort, they are followed by 
a parchment-like scale instead of a crust, and this in turn gives place to a hyperesthetic 
ulcer. The scabs of nerve leprosy have some resemblance to the rupial crusts of secondary 
syphilis, but there is little danger of confusion between the two. The rupial crusts, greenish 
or blackish, consist of several successive layers, each smaller than the one immediately 
below it, so that a pyramidal structure is formed, somewhat resembling the shell of a limpet. 
This very characteristic crust, which can scarcely be mistaken for that of any other con- 
dition, and distinguishable from the psoriasis rupioides of M‘Call Anderson by the base 
being ulcerated, is formed from pustules usually, but may follow also on the drying up 
of bulla. The scabs in secondary yaws form upon the yellow heads of large papules, and. 
beneath them are found reddish raspberry-like granulations which secrete a little pus, and 
after a time become pale or even white. Healing usually takes place beneath the scabs, 
which fall off about the end of the second month from the onset of the secondary rash. 
The raspberry-like granulations, the characteristic lesion of yaws, will obviate confusion 
between these crusts and those of any other affection. The crusts of lwpus oulgaris are 
greenish-black, like rupial crusts, but they do not consist of layers superimposed upon 
each other, and dotted around the ragged edge will be seen the ‘ apple-jelly ’ nodules 
which are the ‘ note ’ of lupus. 

In small-pox the formation of scabs on the pustules begins in the centre and causes a 
secondary ‘umbilication’; it is generally attended by intense itching. In from three 
to four weeks from their appearance the crusts fall off, leaving a reddened surface, made 
uneven by scars or ‘pits. The true nature of the disease will have been discovered, 
even in doubtful cases, before the crust stage is reached. (For the differential diagnosis, 
see under PusruLeEs, p. 557). In the diagnosis of ulcers, as in that of small-pox, the crust 
is of little importance. These are dealt with under ULCERATION OF THE FACE (p. 735) and 
ULCERATION OF THE Foor (p. 735). Malcolm Morris. 


SCALY ERUPTIONS.—-The squame, or scale, one of the secondary cutaneous 
lesions, is a dry, and as a rule laminated, exfoliation of the epidermis. Disregarding the 
slight, imperceptible desquamation which is a purely physiological process, scales may be 
said to result either from inflammation, as in psoriasis and pityriasis rubra pilaris ; from an 
abnormal dryness of the skin, as in dry seborrhcea and keratosis pilaris ; or from an earlier 
acute hyperemia, as in scarlatina and other erythematous eruptions. The process may 
consist in an over-multiplication of the epidermic cells or in interference with the normal 
horny transformation. In colour, scales are ordinarily white or grey, either dull and 
lustreless, as in seborrhcea, or silvery, as in psoriasis; but they are sometimes a dirty 
yellow, as in some dry syphilides, or even reddish-brown, as in oily seborrhea. They may 
be large and thin, as in pityriasis rubra, or small and branny, as in tinea versicolor ; even 
in the same affection (e.g., pityriasis rubra) they may vary greatly in size in different 
regions. They may consist of a single layer, as in squamous eczema, or of several adherent 
strata, as in psoriasis. In quantity they may be inconsiderable, as in tinea versicolor, 
or most profuse, as in psoriasis and pityriasis rubra, Usually they are dry and friable, but 
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if mixed with an oily secretion, as in seborrhcea, or with a serous or seropurulent discharge, 
as in eczema, they may partake of the nature of both scales and crusts. 

A brief description of the scales met with in various affections may be given here ; 
but except in a few diseases of which they form a highly characteristic manifestation, such 
as seborrhoea, psoriasis, and pityriasis rubra, they have little diagnostic value, and, as I 
have said elsewhere of scabs, diagnosis must usually rest upon primary rather than upon 
secondary lesions. 

Sometimes there is scale-formation in eruptions due to the internal administration of 
such drugs as quinine or belladonna, or to the external application of carbolic acid, iodine, 
ete.; but it has no significance in diagnosis. In keratosis pilaris (xeroderma) and other 
forms of ichthyosis, there is always more or less desquamation of the dry and roughened 
and sometimes warty skin ; but here also it is without diagnostic import. Of the scales of 
scarlet fever, measles, German measles, and other infectious fevers, again, nothing need be 
said, for the diagnosis ought to have been settled before they appear. Nor need I speak 
of the scaliness of tinea tonsurans, tinea versicolor, and other fungous affections, for the 
differential diagnosis of these diseases has been given under FuUNGOUus DISEASES (p. 246). 
The scales of papular syphilides, again, have been described under PAPULES (p. 487), and 
the diagnosis of the lesions, both primary and secondary, from those of psoriasis will be 
found in that article. In the unusual instances of urticaria in which desquamation is 
present, it is so slight as to be negligible. In most forms of erythema, scales occur ; but 
here again they have little significance for the diagnostician, and it will be sufficient to 
say that in erythema simplex the desquamation is slight, and that in erythema 
searlatiniforme it is more considerable. In lupus erythematosus the central scar-like 
depression of the primary eruptive lesions may be covered either with thin, papery, greyish 
scales, or with a firmly adherent scab. In parts furnished with sebaceous glands, the 
skin will usually be covered with small adherent scales of sebum, which at the margin of 
the patch plug the dilated orifices of the glands, so that numerous comedones are formed. 
From other forms of erythema, as also from ringworm, lupus erythematosus may be dis- 
tinguished by the slowness and persistence of the process. ‘The lesion itself, atrophic in 
the centre, with a well-defined red border, and studded with plugs, can scarcely be mistaken 
when it appears on its site of election, the face. When, however, it occurs on the hands, 
it may mimic chilblains so closely that only the lapse of time can make the diagnosis 
certain, lupus erythematosus being much more obdurate to treatment, and not disappear- 
ing in the summer. For the diagnosis between lupus erythematosus and psoriasis, see 
below; for that between lupus erythematosus and lupus vulgaris, see under NODULES 
(p. 402.) . : 

We now come to affections in which scales play a more important part. In seborrhea 
sicca there is an excess of the solid fatty constituents of the sebum, and the excreted 
material takes the form of scaly but usually somewhat greasy masses. In seborrhea 
oleosa there is an abnormal predominance of the oily part of the sebaceous secretion, 
which dries into yellowish or reddish-brown cakes of greasy scales, often with a hyper- 
zmic base and a fringe of papules about the edge. In the face, oily seborrhcea is more 
often met with than the dry form; but seborrhcea generally, though it may occur on 
the trunk and limbs, almost invariably begins on the scalp. When not limited to the 
scalp, as usually it is, it spreads downwards to the face, round the neck, the chest, the centre 
of the back, and the limbs. In the light of this preference for the scalp, and the downward 
extension when the affection is not confined to that part, a typical case of seborrhoea is 
unmistakable. In cases of seborrhcea which resemble psoriasis, guidance may be found 
in the scales, which in the latter affection are silvery, and harder. The respective starting- 
points of the eruptions, however, furnish a safer indication, psoriasis almost always 
appearing first on the elbows and knees and spreading upwards. 

In typical eczema, scaling forms the final stage of the pathological process. After 
the initial erythema comes the exudation, then the crustation (see ScaBs, p. 599), next 
the dry stage, and lastly the desquamation, the epidermis being shed in scales that become 
progressively thinner and smaller until only a brownish stain is left to mark the site. AI 
the stages are often present at once in a given case. Scaling is frequently a noticeable 
feature when there is a predominance of erythematous lesions, as it is also in eczema follicu- 
lorum. But it is in seborrheic eczema that this phenomenon is most prominent, the latent 
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eatarrh with which the affection begins being followed by the agglutination of epidermic 
scales which are thrown off in the form of large lamelle. In some cases the scales may 
increase in quantity, in others, as is mentioned under Scass (p. 599), they may become 
massed into fatty crusts among the hairs. The differential diagnosis of eczema has been 
set out in the articles on the primary lesions. The secondary lesions in this affection may 
indeed be rather a hindrance than a help in determining its true nature, and in doubtful 
cases the first thing to do is to remove both scales and crusts in order that the under- 
lying lesion may be examined carefully. As between eczema and psoriasis, however, just 


as between eczema and seborrhcea, the scales afford guidance in the diagnosis ; while in 


psoriasis the lower layers of scales are whitish or silvery and hard, in eczema they are 
yellowish, dull, and friable. 

In psoriasis the scale has distinct diagnostic value. It enters, indeed, into the defin- 
ition of the disease as an affection of the skin, characterized by flat, dry patches of varying 
extent, covered with whitish, silver-grey, or asbestos-like scales. The scaliness may vary 
from a thin film to a dense, heaped-up mass. If the scales are removed, a smooth, dry, 
shining hyperemic surface is seen, studded with spots that’show various gradations of colour, 
from a deep to a bright red, the bright-red points being the tops of inflamed papille. The 
eruption appears as papules of pin-head size, at first red, but becoming white as the scales 
form. Spreading centrifugally, the papules form patches, generally roundish or oval when 
small, and becoming more irregular as they grow larger. They may remain stationary for 
a long time, and slowly disappear, or, continuing to spread, may become confluent. While 
the disease is active the individual patch is encircled by a narrow zone of redness, but 
when it is not spreading this fades away. Sooner or later involution takes place, and the 
redness which the lesions leave behind them soon disappears, though in protracted cases a 
brown stain may persist, and in rare instances there may be superficial atrophy. The 
malady may come and go, recrudescing after nearly disappearing, for the greater part of a 
patient’s life. It is often most abundant when the patient is in the best health, and may 
almost or quite disappear during serious illness. In distribution, psoriasis is almost invari- 
ably symmetrical. Like small-pox, it shows a marked predilection for surfaces that are 
exposed to friction. Almost always it starts on the tips of the elbows and the fronts of the 
knees. After the extensor aspects of the limbs, its favourite site is the hairy scalp, and 
then the trunk, especially over the lumbar region. In typical cases the clinical picture— 
the patches with sharply defined border, covered with hard, shiny scales ; the hyperemic 
surface beneath, dotted with red points; the distribution as just described ; the unim- 
paired health, the natural complexion, the proneness to attack blue-eyed fair-haired persons, 
and the absence of exudation—scarcely admit of misinterpretation. In all these particulars, 
except the unimpaired health, psoriasis differs from eczema, as well as in the less intense 
and less constant itching by which it is attended. On the scalp, while psoriasis usyally 
occurs in patches and ends abruptly at or only just beyond the margin of the hair, 
seborrhceic eczema almost invariably extends over the whole surface, and often involves 
the face and the neck. Almost always, too, psoriasis spreads upwards from its sites of 
election, seborrhceic eczema downwards from the head. In very chronic forms of eczema, 
in which there may be no history of ‘ weeping,’ the diagnosis from psoriasis may be 
difficult. In all doubtful instances, gentle scratching on the affected surface will bring 
out the silvery scales, if the case is one of psoriasis. 

The papular stage of lichen planus may be mistaken for psoriasis. In lichen planus, 
however, the eruption shows a preference for the flexor aspects of the wrists and knees ; 
it consists of shining-smooth papules, without scales; the ground-tint is bluish-red or 
violet ; and the patches are formed by the aggregation of a number of papules instead 
of by centrifugal extension. In doubtful cases the whole body must be searched for the 
typical lesions of either disease. 

Lupus erythematosus differs from psoriasis in that, in the former condition, the scales 
are not abundant, the edge of the patch is more elevated, the cheeks are usually attacked, 
as they are not in psoriasis, and there are the distinctive plugs in the orifices of the 
sebaceous ducts, as described earlier in this article. Scarring, too, may be found in the 
patch, and there may be atrophy of the ears. 

As between psoriasis and papular syphilides, the diagnosis is given under PAPULES 
(p. 487). The heaped-up crusts of the condition which has been styled psoriasis rupioides 
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can be distinguished from the rupial lesions of syphilis by the base being ulcerated in the 


latter disease ; but syphilis mimics everything, and cases sometimes occur in which it can 
be distinguished even from so distinctive an affection as psoriasis only by attention to the 
history, and by the discovery of other lesions, the presence of cachexia, the influence of 
salvarsan, iodides, and mercury, or by the Wassermann serum test. 

In pityriasis rubra the whole cutaneous surface is always inflamed and reddened, 
without infiltration or thickening, but accompanied by profuse desquamation (Plate X XIV), 
branny on the head, larger flakes from the trunk, huge scales from the hands and feet. 
Pityriasis rubra may occur as an independent disease—an extremely rare event—or may 
follow in the wake of erythema multiforme, eczema, psoriasis, lichen planus, dermatitis 
herpetiformis, and certain drug eruptions. Its most frequent precursor is psoriasis. The 
constant and profuse desquamation, the papery scales and sheets in which the epidermis 
is shed, are important diagnostic signs ; others are the vivid redness of the eruption, the 
rapidity with which it is diffused, its universality, the serious impairment of health—some- 
times issuing in death—and the frequent absence of itching. From eczema it is distinguished 
by the absence cf exudation and of crusts ; from psoriasis by its rapid spread and universal 
diffusion ; from pemphigus foliaceus by the absence of loose bullae and of foul-smelling 
discharge, the less severe general symptoms, and the greater amenability to treatment ; 
from lichen ruber planus by the absence of papules, as well as by its rapid extension and 
involvement of the whole area of the body. 

The essential lesions of pityriasis rosea are patches or circles, very slightly raised and 
thinly covered with small scales. The eruption usually shows itself first on the abdomen, 
though it may begin on the chest, the face, or the arms. It spreads less rapidly than 
pityriasis rubra, but in two or three weeks the trunk, the face, and the limbs may be 
covered, and though occasionally it is universal, it seldom extends below the elbow or the 
knee. The diagnosis is seldom in doubt, the characteristic ‘ herald patch’ with which 
the rash begins, the pale-red tint, the slight elevation of the patches, the mingling of 
maculate and circinate lesions, the slight degree of scaliness, and the spontaneous involu- 
tion, forming a distinctive ensemble. The differences it presents from pityriasis rubra have 
been indicated above. From psoriasis it is differentiated by its less inflammatory character, 
the more rapid onset, the slight scaliness, its neglect of the situations most vulnerable to 
psoriasitic attack, and the absence of hyperemic spots on the surface beneath the scales. 
From seborrhcea corporis, by the dryness of the scales, its much less chronic character, the 
lesions disappearing spontaneously in a few weeks. From tinea circinata, by the large 
number and wide distribution of the lesions, and the absence of the fungus which is the 
cause of cutaneous ringworm. From the maculo-papular syphilide, by the absence of 
infiltration, the lighter colour, the fact that the palms of the hands are usually spared, 
and the lack of concomitant syphilitic signs. 

Pityriasis rubra pilaris may appear in the form of scaly patches, resembling psoriasis, 
on the palms and soles, or as a dry eruption, covered with eczematous-looking crusts ; but 
the papule which soon appears is a more characteristic lesion, and the diagnosis of the 
condition from psoriasis and other affections will be found under PAPuLES (p. 488). 
Malcolm Morris. 


SCLEROTICS, BLUE.—(See Fracture, SPONTANEOUS, p. 2/2.) 
SCOLIOSIS.—(See Curvature, Sprnat, p. 153.) 


SCOTOMATA.—(See Vision, DEFEcrs oF, p. 737.) 


SENSATION, SOME ABNORMALITIES OF—The abnormalities of sensation 
met with in disease are as numerous as they are important for the purpose of diagnosis. 
Under PaIn IN THE Face (p. 446); Pain IN THE Upper ExTREMITY (p. 442) ; and PAIN IN 
THE Lower Extremity (p. 438), the question of subjective pain in relationship to diagnosis 
has been discussed, and reference will be found to another subjective abnormality of sensa- 
tion, to which the term ‘ acroparesthesia ’ is applied on p. 444. | 

Wherever sensory loss occurs, it should assist in forming a conclusion as to the site of 
disease, even if it does not indicate clearly anything with regard to its nature. In order 
that the sensory loss may give the necessary information, it is absolutely necessary that the 
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physician should ascertain both the limit and the nature of the loss. He will be able to 
judge from the shape and locality of the anesthetic area whether it conforms to a lesion of 
a peripheral nerve, a spinal root, or some part of the central nervous system. Analysis 
to show whether the loss is uniform to all forms of sensory stimuli, or whether it is limited 
to one or two forms only, will provide additional information for diagnosing the situation 
of the lesion. In order to utilize the information provided by the shape and size of the 
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Fig. 255.—THE DISTRIBUTION OF SENSORY NERVES IN THE SKIN. 


area of anesthesia, it is necessary to know what are the areas on the surface of the body 
which correspond to the distribution of peripheral nerves on the one hand, and of spinal 
segments or spinal roots on the other. The accompanying diagrams (fig. 255 and Plate 
XXV, p. 608) supply this information to some extent, but in order that it may be used 
to the best advantage, it is necessary to say a few words about various forms of sensory 
loss due to lesions in different parts of the nervous system. Before entering upon this 
part of the subject, we may explain the way in which we propose to use the terms 
anesthesia, analgesia, and thermo-anesthesia. 


Anesthesia denotes impairment or loss of the cutaneous sensibility to cotton-wool 
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touch, and it is important to remember that parts which are hairless should be chosen for 
accurate examination. 

Analgesia refers to impairment or loss of pain-sense, the adjective ‘ superficial ’ being 
applied when the surface pain produced by the prick of a pin is interfered with, and the 
adjective ‘ deep’ when the pain usually associated with pinching or squeezing the muscles 
and deeper tissues is no longer appreciated. 

Thermo-anesthesia indicates loss of appreciation of heat and cold ; but the inability 
to distinguish between things which are warm and 
cool is not always associated with equal loss of 
sensibility in distinguishing between objects which 
are ice-cold and really hot. 

Disturbances of Sensation in Peripheral 
Nerve Lesions.—The afferent mechanism of the 
peripheral nervous system consists of the following 
three sub-systems :— 

1. Deep Sensibility—This conveys impulses 
\ excited by pressure and by all movements of 
22 joints, tendons, and muscles. Painful impulses — 
derived from excessive pressure are also carried — 
by this sub-system. By its means a healthy 
person is able to recognize not only movements 
of joints, but also the locality of the stimulus and 
the direction of the movement. The fibres which 
conduct these sensory impulses run mainly with 
the muscular nerves, and are not destroyed by 
division of the sensory nerves to the skin. 

2. Protopathic Sensibility—This sub-system 


Fig. 256.— Peripheral neuritis. ‘Glove Zand ; i . ; ‘ 
stocking anesthesia.’  Cotton-wool ‘and pinprick | responds to painful cutaneous stimuli (pinpricks) 
sensibility impaired or lost over the: dotted areas. 4 * 

This is associated with hy peralgesia,” ‘of, the under- } and to the more extreme degrees of heat and cold. 
lying muscles. The appreciation of these stimuli is vague and 


inexact as to the locality. of the spot stimulated. 

3. Epicritic Sensibilit y.—To this sub-system is due the power of perceiving and 
locating light touches (cotton-wool), of discriminating between two points applied - 
simultaneously to the surface, and of recognizing the finer grades of temperature called 
cool and warm. 

It has been shown that when a peripheral cutaneous nerve is divided the area of 
epicritic loss is greater than that of protopathic loss ; in other words, there is more over- 
lapping of protopathic sensibility than of epicritic 
sensibility between neighbouring nerve distributions. 
Thus, if the ulnar nerve is divided near the wrist, 
there is complete loss to touch, superficial pain, 
heat, and cold, over:an area including the little 
finger and part of the inner edge of the palm of the 
hand. This is the area of epicritic and protopathic 
loss. But epicritic loss extends over a wider area 
which includes half the ring finger. and more of: the 
hand (Fig. 257). In this area of epiéritic loss paim™ ~ pig, 257—Division of ulnar nerve at the wrist 
can be recognized but cannot be localized exactly, The tar area represents lass of epiritie and protos 
while light touch is not appreciated, and the dis- epicritic loss. (After Head and Sherren.) 
crimination between cool and warm is absent. 

Consideration of the above points shows how important it is to define accurately the 
exact nature of any sensory loss, and to be careful that the appreciation of pressure is not 
mistaken for the appreciation of light touch. If tactile sensibility is tested by the 
observer’s finger or with the head of a pin, the results will be vitiated, because pressure 
sensibility is at once brought into action. 

Another important diagnostic point depends on the fact that protopathic sensibility 
returns some months before epicritic sensibility in the process of regeneration after the 
division of a peripheral nerve. During the stage of protopathic repair there is often a 
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considerable degree of hyperalgesia in the affected area; that is to say, the pain produced 
by a pin-prick or a scratch is out of all proportion to the nature of the stimulus. 

So far we have dealt with the disturbance of sensibility produced by the disease or 
injury of a single nerve. In the disease known as peripheral neuritis the sensory disturb- 
ances are very characteristic, and consist of pain, tingling, tenderness, and cutaneous 
anesthesia. Spontaneous pain in the limbs is often complained of, but more important is 
the intense suffering produced by movements, and especially by handling the limbs or by 
squeezing the muscles. At the same time cotton-wool touch is often unperceived on the 
peripheral parts of the limbs, particularly in what are known as the glove and stocking . 
areas. This combination of deep hyperalgesia and cutaneous anesthesia constitutes an 
important differential sign between peripheral neuritis and tabes dorsalis, in which super- 
ficial and deep analgesia are nearly always associated. 

Disturbances of Sensation in Lesions of the Cord.—The impulses of the three 
peripheral sub-systems—deep, epicritic, and protopathic—combine in new groups soon 
after they enter the spinal cord. Some impulses cross to 
the opposite side immediately, others cross after running a 
short course on the same side, and others ascend to the 
upper extremity of the cord entirely on the side of their 
entry. This rearrangement may be summarized briefly 
thus. :— 

1. Impulses of pain, whether excited by cutaneous 
stimuli or by excessive pressure, run together in the spinal 
cord, and cross, probably soon, to the opposite side. 

2. Impulses of temperature of all degrees cross to the 
opposite side and are closely associated, but not inter- 
mingled, with those of pain; the impulses of heat are 
also separated from those of cold. 

3. Impulses excited by light touch and by pressure, 
and those which subserve their localization, accompany 
each other, cross to the opposite side, probably less rapidly 
than those of pain and temperature, and ascend in a path 
which is distinct from that of the latter. 

4. Impulses subserving the senses of passive position 
and movement are associated with those of tactile dis- 
crimination (compass 
points) in their ascent 
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practical importance in 
clinical work to be deducted from the above considerations are as follows: In the first 
place, analgesia resulting from a cord lesion always includes deep as well as superficial 
pain, and so differs from the analgesia produced by a peripheral nerve lesion in which, as. 
we have seen, superficial analgesia may be associated with deep hyperalgesia. Secondly, 
a lesion of the spinal cord may abolish the appreciation of thermal stimuli, but, if it does 
so, the discrimination between all degrees of heat and cold will be lost. This again differs. 
from the effect of some peripheral lesions. In the third place, a lesion of the posterior 
columns may produce loss of the sense of passive position and movement without any 
loss of tactile, painful, or thermal stimuli, a combination which does not obtain as the 
result of a lesion limited to the peripheral nervous system. 

In all diseases or injuries of the spinal cord, the degree of sensory loss depends, of course 
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upon the severity of the lesion. On the other hand, the distribution of the sensory loss is 
of the greatest importance for the diagnosis of the level of the lesion. The distribution 
must be mapped out carefully, and then compared with the accompanying diagram (Plate 
XXV), which shows the sensory areas corresponding to the different spinal segments. 

In a case of myelitis, for instance, it may be found that 
sensation is perfect above the level of the umbilicus, and 
impaired on the trunk and legs below that level (Fig. 260). We 
shall be justified in concluding that the highest point of the 
disease corresponds to the 9th dorsal segment of the cord. 
Take another example: fracture dislocation of the vertebre is 
common in the cervical region, and may crush the spinal cord 
at the level of the 7th cervical segment. The resulting sensory 
loss is represented in the accompanying chart (Fig. 261). 

In testing the sensibility of the skin it is always advisable 
to work from the anesthetic area towards the normal, and to 
note not only complete anesthesia, but all modifications of 
sensation. For instance, bordering on the region of complete 
anesthesia there may be an area in which the patient is able to 
appreciate a touch or a pin-prick, but in which he describes the 
sensation produced as differing from the natural sensation 
elicited by these stimuli. Such modifications should be taken 
into account in diagnosing the level of the lesion. 

_ As a result of disease or injury of one side of the spinal 
Fig. *>9.—Comminuted frac- cord, a symptom-complex called Brown-Séquard paralysis is met 
The ed, an aa bth sacral With, This is discussed on p. 496. ig. 204 (p. 497), illustrates. 
oe Aue: teri pain, the sensory loss in a case of this kind. 
heat and cold. Syringomyelia and hematomyelia are other conditions in 
which dissociative anesthesia is common (Fig. 262). In the 
former disease thermo-anesthesia and analgesia are usually found first in the arms and 
thorax, and they tend to spread all over the body. In rare instances they begin in the 
legs or on the face. Their distribution is nearly always asymmetrical. The borders of 
the cutaneous loss are not sharp but shaded off, and correspond to the limits of spinal-root 


Fig. °60.—Dorsal myelitis affecting the cord Fig. 261.—Fracture-dislocation of the cer- 
as high as the 9th dorsal segment. The shaded vical spine. The shaded area represents the 
parts are insensitive to touch, deep and super- loss of sensibility to touch, pain, heat and cold. 


ficial pain, and all degrees of temperature. 


areas. On the other hand, charts sometimes show regions of dissociative anesthesia which 
correspond laterally to one or more root areas, but do not cover their longitudinal extent. 
For instance, the sensory loss in one hand may be limited above by a line encircling the 


PLATE XXV. 


DIAGRAM, SHOWING THE RADICULAR. SENSORY AREAS OF 


THE HUMAN BODY 


Copyright. By Dr. E. Farquhar Buzzard. 


This diagram has been compiled by the writer from a study of similar diagrams published by others, 
and modified in accordance with his own experience. 

Although the various areas depicted in the diagram are essentially Root Areas, the information they 
supply can be used clinically for the purpose of localizing both radicular and intramedullary lesions. It 
must be remembered, however, that the deductions in the one case are different from those in the other. 
If, for instance, the character of the sensory change in one of these areas is of the peripheral type, a 
radicular lesion of the corresponding segmental level may be diagnosed; if, on the other hand, the sensory 
loss is of the central type in a particular skin area, the spinal lesion must be sought at a level several 
segments higher than that which corresponds to the sensory area. 

For practical purposes it is important to remember that the uppermost level of sensory change (not the 
upper level of total analgesia) should be compared with the nearest corresponding line on this diagram. 

If employed with an intelligent appreciation of these points, the diagram is of much clinical importance, 
but it should not be exploited blindly as a mechanical calculator. Individual variations alone are suflicient 
to demand a considerable margin of error. 
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forearm, so as to give it the appearance of a glove distribution. Similarly, on the face a 
central area, including the nose, mouth, and eyes, may preserve its sensibility intact, while 
the surrounding regions are completely insensitive to painful and thermal stimuli. Thermo- 
anesthesia and analgesia are sometimes, but not always, co-extensive. Tactile loss also 
occurs, but usually supervenes in the later stages of the disease. Subjective sensations 
may form the initial evidence of the disease, and may be thermal, painful, or tactile. 
Lancinating pains and cramps are described. More curious are the subjective sensations 
of drenching sweat in a part which is dry, or of cold in a part which is quite normal in 
temperature. 

In tabes dorsalis the disturbances of sensation are numerous and characteristic. Light- 
ning and dull boring pains, tingling, numbness, girdle sensations, and various painful 
crises are among the subjective abnormalities. Impairment or loss of deep and super- 
ficial pain sensibility in various parts of the body is one of the earliest and most important 
physical signs for the purpose of diagnosis. The cutaneous analgesia is generally found 
on the legs, and often also in the root areas on the arms and thorax corresponding to the 
C 8 to D 5 segments (Fig. 263). Deep analgesia is nearly always present in the calf muscles. 


Fig. 262.—Syringomyelia. The shaded parts Fig. 263.—Harly tabes dorsalis. The . dotted 


show the areas of dissociative aneesthesia, i.e., of areas represent a characteristic distribution of sen- 
thermo-anesthesia and analgesia. This was associ- sory disturbance. The loss is chiefly to painful 
ated with atrophic palsy of the upper extremities. stimuli, and the superficial analgesia is almost 


always associated with deep analgesia, 


Superficial nerves such as the ulnar may often be found insensitive to rolling or pinching. 
Delayed sensibility is another phenomenon very characteristic of some cases of tabes 
dorsalis. Hypersthesia may be present, especially in bands around the abdomen, when 
gastric or intestinal crises form part of the clinical picture. Intolerance of hot or cold 
water on any part of the skin is described by some patients suffering from severe forms of 
the disease. Allocheiria, or reference of a sensory stimulus to the opposite side of the body, 
has also been observed. The sense of position and movement is nearly always disturbed 
in locomotor ataxy, and this results in varying degrees of inco-ordination and in the pro- 
duction of Romberg’s sign. Astereognosis, or the inability to gauge approximately the 
size and shape of objects placed in the patient’s hand, is another common sensory defect. 
In disseminated sclerosis, sensory troubles do not as a rule constitute so prominent a 
feature as do the motor disabilities, but subjective and objective changes are by no means 
uncommon. Numbness of one limb lasting a few weeks or months, girdle sensations, and 
even pains of a neuralgic type, are sometimes complained of. I have known transient 
hemianezesthesia to be an initial symptom in one case, and astereognosis with loss of sense 
of position on one side, to be the earliest signs of disease in two or three cases. From the 
diagnostic standpoint these are important facts, because it is very tempting to assume, 


erroneously, that such sensory phenomena, occurring alone without any reflex or motor 
D 39 
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signs of organic disease, are hysterical in origin. They are doubtless due to patches of 
disease near the internal capsule. 

This brings us to the consideration of the Abnormalities of Sensation resulting from 
Disease of the Higher Parts of the Nervous System. Hemianesthesia is a common 
result of the various vascular accidents responsible for apoplexy and hemiplegia. It may 
be present with or without motor paralysis and with or without hemianopia ; sometimes 
all three phenomena are associated in the case of severe lesions of the internal! capsule 
and optic radiations. In most cases of apoplexy hemianzsthesia is slight and transient. 
Tactile and pain sensibility may be impaired, usually more so on the limbs than on the 
trunk, and more especially in the distal portions of the arm and leg. Even when touches 
are perceived they are localized badly by the patient. In lesions of the optic thalamus the 
opposite side of the body may be the site of a curious sensory disturbance which consists 
in part of a lowered sensibility to painful stimuli and in part of a great exaggeration of the 
disagreeable effects produced by such stimuli when they are perceived. For instance, the 
patient may fail to recognize a light pin-prick so well on the affected as on the sound side, 
but a scratch may produce an intensely painful sensation referred to a very wide area and 
not localized to the spot stimulated. In such 
cases the patient often complains also of parox- 
ysms of severe pain in the affected limbs. 

The hemianesthesia of hysteria is usually far 
more complete to all forms of stimulation than 
any hemianesthesia due to organic disease of the 
brain. The hysterical patient is found to have 
lost taste, smell, and sometimes even hearing, on 
the anesthetic side. The visual defect, instead of 
being hemianopic as in the organic cases, is 
generally a marked contraction of the visual fields, 
sometimes amounting to blindness, especially in 7 
the eye corresponding to the other sensory defects. 

Lesions of the brain-stem may also be re- 
sponsible for extensive loss of sensation. For 
instance, thrombosis of the posterior inferior 
cerebellar artery gives rise to a localized softening 
on one side of the medulla, which produces 

ss os Ke thermo-anzesthesia and analgesia on the same side 
Fig. 264.—Thrombosis of left posterior inferior of the face, and on the trunk and limbs of the 

Ses pers gen a an MoE opposite side (Fig. 264). This sensory disturb- 
sensibility to pain and temperature of all degrees. ance is sometimes complicated by homolateral 
cerebellar ataxy and cranial nerve palsies. 

So far we have dealt chiefly with the various forms of lowered sensibility, and have 
given little attention to perversions of sensation, such as are indicated by the terms hyper- 
esthesia and paresthesia. 

Hyperesthesia is observed in cases of tabes dorsalis and peripheral nerve lesions as 
described above, but it is also met with in other conditions of organic as well as functional 
disease. It is found, for instance, in root areas in cases of vertebral and intravertebral 
disease. In spinal caries and in tumours of the spinal meninges, a zone of hyperzsthesia 
may be detected just above the area of anesthesia produced by the compression of the 
cord, or it may precede the appearance of compression signs. The increased sensibility is 
probably caused by pressure on, or irritation of, the posterior root fibres. A similar 
phenomenon is a frequent accompaniment and sequel of an attack of herpes zoster. 
The shape and situation of such hyperesthetic zones afford a clue to the site of the lesion. 
Hyperesthesia as well as paresthesia are among the earliest signs of subacute combined 
degeneration of the cord, and are referred by the patient to peripheral parts of his four extre- 
mities. They may precede by many weeks or months the appearance of ataxic or spastic 
paraplegia and definite areas of sensory loss. Similar symptoms are also complained of in 
not a few cases of pernicious anzemia and other severe blood diseases, probably on account 
of scattered degenerations in the nervous system as the result of the ANaMrIA (p. 20). 

Neurasthenic and hysterical states are responsible for hyperzesthetic areas which have 


PLATE XXXVI, 


SORE THROATS 


|, Ordinary hyperemic sore throat. [!, Mild follicular tonsillitis. [1], Severer follicular tonsillitis. 
IV. Left-sided quinsy. Vv. Syphilitic sore throat. 


INDEX OF DIAGNOSIS—To face p. 610. 
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no relation to central or peripheral innervation. In neurasthenia, especially the traumatic 
variety, the patches are usually found on and around the spine and over the scalp. In 
hysterical conditions similar patches may be detected in the mammary and ovarian regions. 

Hyperesthesia in connection with visceral disease has been referred to in other articles, 
such as those on PAIN IN THE Face (p. 446); PAIN IN THE Uprer Extremiry (p. 442); ete 

A very special peculiarity of sensation, known as Magnan’s sign, is met with in sufferers 
_ from the cocaine habit ; it consists in a subjective feeling as of multiple small worms creeping 
about under the skin, apes in some cases the patient compares his sensation to that of fine 
_sand under his skin. E. Farquhar Buzzard. 


SHIVERING FITS.—(See Ricors. p. 594.) 


(See BREATH, SHORTNESS OF, p. 87.) 
SKIN ERUPTIONS.—(See Macutes, p. 382; Paputes, p. 487, Erc.) 
SKIN, PIGMENTATION OF.—(See PicMEeNTATION OF THE SKIN, p. 527.) 


SKODAIC RESONANCE.—When there is a basal and unilateral pleuritic effusion 
of medium degree, the pitch of the percussion note over the upper part of the thorax in 
front is often higher on that side of the chest on which the effusion is than on the other. It 
is not a question either of impairment of resonance or of hyper-resonance, but merely of 
pitch. This higher pitch of the percussion note over the upper lobe, when the lower lobe 
is compressed by an effusion, is named ‘ Skodaic resonance,’ after the observer who first 
drew attention to it. Its importance is mainly twofold : in the first place it does not indi- 
cate disease of that part of the lung which affords the sign—for instance, the fact that, in 
a case of right-sided effusion, the right upper lobe gives a higher-pitched percussion note 
than does the left cannot be taken as evidence that there is a lesion, perhaps tuberculous, 
at the right apex ; in the second place, it is erroneous to suppose that skodaic resonance is 
Bprned only in cases of effusion ; its occurrence cannot be taken as proof that dullness at 
the base is due to fluid there. It is true that pleural effusion gives it not only in most 
marked degree, but also most commonly ; nevertheless it may also be observed in some 
cases of basal pneumonia without effusion, or as the result of compression of a lower lobe 
by such causes as subdiaphragmatic or hepatic abscess, hepatic masses such as carcinoma, 
gumma or hydatid cyst, great enlargements of the spleen such as occur in leukemia, a big 
heart, a pericardial effusion, or a mediastinal or pulmonary new growth. 

The cause of skodaic resonance has never been quite decided, and many theories have 
been propounded about it; clinically, the most serviceable view is that anything that 
lessens the degree to which the upper lobe is stretched, yet without actually compressing 
it, may produce a rise in the pitch of its percussion note. Bilateral compression of the 
bases of the lungs by such lesions as ascites, presumably causes bilateral Skodaic 
resonance, but this is difficult to determine, because the latter is recognizable only when 
there is a difference of pitch between the two sides. 

Skodaic resonance over an upper lobe when there is some lesion affecting the lower 
lobe on the same side, should not be confused with the tympanic note that may sometimes 
be heard over the other parts of the thorax. Stomach tympany is heard normally external 
to and below the precordial region over an area known as Traube’s space, which is bounded 
above by the precordial dullness, behind by the splenic dullness, and below by the rib 
margin. When the stomach is dilated there may be an abnormal extent of this gastric 
tympany in the thorax. When the transverse colon is distended with gas, or when it is 
pushed upwards by something intra-abdominal, it may produce abnormal areas of thoracic 
tympany, particularly in the lower sternal region or on either side of this. Such condi- 
tions can scarcely be mistaken for skodaic resonance, for the latter concerns the upper 
lobe, and is not a definite tympany, but rather a moderate rise in the pitch of the ordinary 
percussion note, not as a rule obvious till the two sides are contrasted. Herbert French. 


SLEEPLESSNESS.—(See Insomnia, p. 320.) 
SMELL, ABNORMALITIES OF.—Abnormalities of the sense of smell fall into 


three main categories, namely :—(1) Too great sensitiveness to smells which actually exist ; 
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(2) Deficient sensitiveness to smells which actually exist; (3) Subjective sensations of 
smells which do not exist. 

Too great sensitiveness to existing smells is sometimes a nuisance to the individual, 
but is seldom a sign of disease. There are great differences in the powers of perception 
of different sensations in different persons, and just as some can appreciate very slight 
differences in sounds more than others, so can some detect smells that are indiscernible 
by others. This is natural idiosyncrasy. 

Deficient sensitiveness to actual smells is often but the obverse of the above, and 
no sign of disease, although it may be a detriment to the individual, especially in certain 
commercial pursuits in which the varying qualities of products are judged partly by smell. 
When the power of smell, having been normal, becomes deficient or totally absent, the 
change may affect one nostril only, or both. The condition may be transient or persis- 
tent. The commonest cause of transient anosmia is acute nasal catarrh, whether the result 
of an ordinary cold, or of other affections such as hay fever (coryza e feno), oncoming 
measles, or the effects of drugs such as iodide of potassium or arsenic. 

Persistent anosmia may be due to :— 


(a). Inability to get air freely, or at all, through the nostril, as the result of :— 


Polypi Syphilis 
Dislocated nasal septum Necrosis of bones in the nares 


Adenoids Hypertrophic rhinitis 
Nasal septal spur Occluded anterior or posterior nares. 


(b). Alteration in the olfactory mucous membrane, so that it no longer transmits 
impulses to the endings of the olfactory nerve, although the airway is free :— 


Atrophic_ rhinitis Paralysis of the fifth nerve, leading to 
undue dryness of the mucosa. 


(c). Abnormalities of the olfactory nerves. 


Congenital absence | noxious vapours, ammonia, or snuff ; 
Hydrocephalus | or part of a general peripheral neuritis 
Olfactory neuritis, either the result of Post-influenzal changes. 


overstimulaticn locally by _ strong | 


(d. Cranial lesions, especially hemorrhage, thrombosis, embolism, softening, injury, 
or tumour of the uncinate gyrus, which is the centre for smell. 
(e). General nerve diseases, especially :— 


General paralysis of the insane | Tabes dorsalis 


(f). Hysteria. 


There is little need to discuss the above table in detail, for each heading speaks for 
itself. When a case is being investigated, the history is very important ; it is next neces- 
sary to examine the nose carefully through a speculum, and to test the air-way through 
each nostril; if there is any local lesion it will generally be obvious, and only after local 
affections have been excluded should conditions in groups c, d, e, and f be discussed. 
Anosmia will seldom if ever be a prominent symptom, except in connection with local 
affections of the nose ; when due to any other cause there will nearly always be some 
other symptoms which will attract attention more than the anosmia itself. 

Subjective sensations of smells which do not exist externally may be due to :— 

(a). Offensive or purulent inflammations of the nose or of the air-cells communicating 
with it, especially empyema of the antrum of Highmore, or of a frontal sinus. 

(b). Local thickening of the meninges, tumour of the brain, or interference with the 
vascular supply, causing irritation of the hippocampal region. 

(c). An aura preceding an epileptic seizure. 

(d). Hysteria. 

(e). Insanity. 

In arriving at a diagnosis, it is chiefly important to exclude purulent affections 
discharging into the nose ; if it is possible to state with certainty that the abnormal 
sensations have no such organic basis, it is not difficult as a rule to decide between the 


PLATE XXVII. 


SORE HiRO Ags 


VI. Mild diphtheria, simulating follicular tonsillitis. YI!, Diphtheritic sore throat, of medium severity. 
Vil. Diphtheritic sore throat of severe type, showing spread of the membranous exudate to the palate. 
1X. Phlegmonous diphtheria. XX. Vincent’s angina. 


INDEX OF DIAGNOSIS—To face p. 612. 
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other causes. It is a curious fact that subjective abnormalities of smell are apt to be 
associated with delusional insanity concerning the genital organs, in which the prognosis 
is not free from acute dangers. Herbert French. 


SNORING may be a very troublesome symptom in some patients, particularly to 
those who have to sleep in the same room with them ; but it is often less an indication of 
disease than merely a bad habit. Most snorers sleep with their mouths open, and breathe 
partly through the nose and partly through the mouth ; but it is possible for snoring to 
occur with the mouth completely shut, and nothing the matter with the nasal passages. 
-The tendency is increased, however, by any obstruction of the nasal airway, so that 
particular examination should be made for such lesions as undue smallness of the nares 
or a tendency for the soft parts of the nostrils to collapse on inspiration, deflected 
septum, hypertrophic rhinitis, polypi, adenoids, acute or chronic nasal catarrh, inflamma- 
tion of the accessory sinuses or of the pharyngeal tonsils, or even a fibrosarcoma or other 
neoplasm of the nasopharynx. Herbert French. 


SORE THROATmay be due to one or other of many different causes :— 
1. Affections of the Tonsils :— 


Quinsy. 


(b). With redness, swelling, and exuda- 
Acute Tonsillitis. 


tion : 


(a). With reddening and swelling only : 
Acute inflammation due to various 


Follicular tonsillitis due to strepto- 
eocci. ete., as above 


micro-organisms, especially to Diphtheria 
streptococci ; staphylococci ; Vincent’s angina 
pheumococci ; pneumobacilli ; Syphilis 


diphtheria bacilli; Hofmann’s 


Kirkland’s disease, or epidemic cer- 


bacilli; Vincent’s spirilla and vical adenitis. 

fusiform bacilli ; spirocheta (c). With ulceration : 

(treponema) pallida ; micrococci Phlegmonous_ tonsillitis due _ to 
eatarrhales ;_ bacilli influenze ; streptococci, etc., as above 
tubercle bacilli. The sore Syphilis 


throats of scarlet fever, rheu- 
matie fever, German measles, 
and measles are probably not 
due to specific micro-organisms, 
but to streptococci, or others 
of the bacteria just enumerated. 


Vincent’s angina. 


Chronic Affections of the Tonsils :— 


Recurrent inflammation often associ- 
ated with adenoids, or tonsillar hy- 
pertrophy, especially in children 


Primary or secondary syphilis 


Vincent’s angina [lioma) 
Squamous-celled carcinoma (epithe- 
Sarcoma Gumma Tubercle. 
2. Inflammation of the Soft Palate, Uvula, and Fauces :— 
Catarrh, occurring either by itself or Gumma 
associated with any of the varieties Squamous-celled carcinoma 
of tonsillitis enumerated above Tubercle. 
3. Affections of the Pharynx :— 


Acute catarrhal pharyngitis due to any 


Squamous-celled carcinoma of the 


of the micro-organisms mentioned pharynx 

under the heading of acute tonsillitis Post-pharyngeal abscess 
Chronic granular pharyngitis due to Varicella 

smoking in excess; or to over-use, Variola. 


as in clergyman’s, costermonger’s, or 
stockbroker’s sore throat 


4, Laryngeal Conditions, especially :— 
Acute catarrhal laryngitis due to any Carcinoma laryngitis 
of the organisms mentioned above Acute perichondritis of the arytenoid 
Tuberculous laryngitis thyroid, or cricoid cartilages. 
Syphilitic laryngitis 
5. Sore Throats the result of the Swallowing or Inhalation of Irritants : 
Corrosives, such as alkalies or strong Ammonia vapour, chlorine fumes 
acids Hot steam. 
6. Mumps. 
7. Acute and Subacute Adenitis of the lymphatic glands in the neck. 
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Notwithstanding the length of the above list the differential diagnosis of a sore throat 
in practice is not difficult as a rule. Inquiry into the history and inspection of the parts 
locally in a good light will generally serve to give one a shrewd notion of the nature of the 
complaint. The chief point in practice is to determine as soon as possible whether the 
Klebs-Léffler bacilli of diphtheria are present or not, for it has been established that there 
is no kind of sore throat which can be recognized clinically as non-diphtheritic. It is impor- 
tant that swabbings should be taken from the inflamed parts and examined by a bacterio- 
logist both directly in films stained by Neisser’s method or one of its modifications, and by 
means of cultures. Similar bacteriological investigations will serve to determine which of 
the organisms mentioned above is responsible for an acute or follicular or ulcerative sore 
throat other than diphtheritic, it being borne in mind, however, that the organism should 
be found in fairly pure cultures if it is to be regarded as causative and not merely as a 
secondary or even casual infection. | 

Affections of the Tonsils. 

Quinsy is practically always asymmetrical, one tonsil being very much more bulged 
than the other; the surface is reddened, generally without follicular suppuration, and the 
diagnosis is ultimately confirmed by the bursting of the abscess. 

The presence of Klebs-Léffler bacilli in association with a sore throat may be regarded 
as conclusive proof that the lesion is diphtheria, even though there may be no typical diph- 
theritic exudate. Diphtheria having been excluded, the diagnosis of one of the other 
varieties of acute tonsillitis is rendered possible. The frequency with which acute rheuma- 
tism is associated with recurrent tonsillitis, especially in young people between the ages of 
five and twenty, should always be borne in mind; the patient may or may not have 
suffered from other effects of acute rheumatism, such as joint pains, endocarditis (evidenced 
by the bruits), pericarditis, pleurisy, erythema nodosum, chorea; or a history of such 
rheumatic affections may be obtained in other members of the same family. The tonsillitis 
is benefited by sodium salicylate, but by no means to the same extent as are the joint 
pains, so that the effect of treatment is not by itself conclusive evidence of the nature of 
the complaint. 

When acute rheumatism gives rise simultaneously to generalized erythema and to 
tonsillitis, there will be very considerable difficulty in excluding scarlet fever, especially if 
there has been considerable nausea or actual vomiting ; in some such cases the diagnosis 
will be one of opinion only ; that which was regarded at first as acute rheumatic tonsillitis 
and erythema may prove to have been scarlatina after all, should the patient presently 
develop acute nephritis, or if other members of the family develop typical scarlatina ; 
the occurrence of extensive peeling of the skin is not conclusive evidence of scarlatinal 
erythema and sore throat. If the patient is known to have had scarlet fever formerly, 
the rheumatic nature of the case is more likely. 

Follicular tonsillitis is not a final diagnosis, for it may be due to various different 
micro-organisms, and there is no doubt that the diphtheria bacillus may produce that 
which to inspection presents multiple foci of pus in the different tonsillar crypts formerly 
regarded as characteristic of follicular as distinct from diphtheritic tonsillitis. The only 
conclusive proof that a comparatively simple follicular tonsillitis is not diphtheritic is 
bacteriological examination. If clinical points alone have to be relied on, one would say 
that the higher the temperature, the greater the constitutional disturbances, and the more 
sudden the onset, the more likely is it not to be diphtheria. 

Vincent's angina has been differentiated bacteriologically, cases of this kind having 
formerly been regarded either as diphtheria or as follicular tonsillitis. The characteristic 
micro-organisms present are elongated fusiform bacilli symbiotic with spirilla (Plate 
XXVIII, Fig. M). The disease is, as a rule, more resistant to treatment than are other 
forms of acute sore throat, so that what has originally been a tonsillitis with exudation 
presently becomes an ulceration associated with remarkable foetor of the breath, but 
without that tendency to fatal termination presented by most other varieties of acute 
ulcerative or phlegmonous sore throat. The disease cannot be recognized without the 
aid of the bacteriologist. 

Syphilis may cause acute soreness of the throat in its secondary stages, and unless 
that possibility is borne in mind, one may diagnose as acute simple or acute follicular ton- 
sillitis that which is really syphilitic. There is more or less pyrexia, and in most cases 


PLATE XXVIII 


BACTERIA, AND BLOOD PARASITES 


As seen under the ,,th-inch oil-immersion lens. 


Copyright. 


J. R. Ford, del. 


B, Malaria, ordinary ring form; C, Malaria, mature tertain; D, Malaria, tertain, 
ready to sporulate; €, Malaria, crescentic; 


A, Malaria, early ring form; 


F, Filariaembryo; G. Trypanosoma Gambiense; H, Leishmann-Donovan 
bodies, obtained by splenic puncture; |, Spirochzeta Obermeieri of relapsing fever: J, Spirochta pallida of syphilis; 
K, Tubercle bacilli and pus cells; L, Diphtheria bacilli: M,. Vincent’s angina, Spirilla and Fusiform bacilli: N, Menin- 
gococci within a leucocyte; ©, Pneumococci and pus cells; Pp, Staphylococci and pus cells: Q, Streptococci and pus 
cells; R, Gonococci, in and outside of pus cells; §, Actinomyces; T, Tetanus bacilli. 


(The magnification of F and § is much less than that of the remainder ; the relative magnifications are indicated 
by the relative sizes of the white corpuscles.) 
INDEX OF DIAGNOSIS—TZo face p. 614 
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there will be tenderness of the scalp and of the bones, together with the well-known 
roseolous eruption upon the skin and the ‘ snail-track’ ulcers upon the pharynx. The 
diagnosis may be more difficult in women than in men, for in the latter the remains of the 
chancre may still be obvious. Wassermann’s serum test may assist materially in the 
diagnosis of doubtful cases. 

Chronic affections of the tonsils in children are nearly always the result of recurrent 
acute attacks of non-diphtheritic tonsillitis, generally in association with adenoids, both 
affections arising from the habit of mouth breathing. Inspection of the bulging hyper- 
trophied tonsils, with or without digital examination of the posterior nasal fossv, will 
indicate the diagnosis. In an older person, simple hypertrophy from recurrent tonsillitis 
becomes progressively less common. Chronic tonsillitis in a young adult may be diph- 
theritic, syphilitic, or due to Vincent’s angina, the diagnosis between these being arrived 
at in the way described above. It may be mentioned that in very rare instances an actual 
chancre appears upon one tonsil, giving rise, unless secondary symptoms are present, to 
much difficulty in diagnosis until the case has been watched. Malignant disease of the 
tonsils, whether squamous-celled carcinoma, or sarcoma, is fortunately not very common ; 
when it does develop, its comparatively non-acute course and its unilateral distribution 
with progressive ulceration of the central parts and overgrowth of the edges of the neo- 
plasm will point to the diagnosis. A gwmma of the tonsil is rare, but may at first simulate 
-squamous-celled carcinoma: in case of doubt a small portion of the suspicious mass 
might be excised, and examined microscopically ; or if operative measures were not to be 
adopted at once, potassium iodide or salvarsan might be administered, and the lesion would 
be shown to be gummatous if it were thereby relieved or cured. Tuberculous ulceration of 
the tonsils is uncommon, practically never primary, but nearly always preceded by both 
phthisis and tuberculosis of the larynx. The diagnosis will be indicated by the discovery 
of tubercle bacilli in the sputum, though it should not be forgotten that carcinoma or 
gumma might affect the tonsil in a person who has phthisis. 

Inflammation of the Soft Palate, Uvula, and Fauces. 

This may be seen in many cases of common cold ; in association with acute rheuma- 
tism ; in persons who have recently returned to town from a holiday ; in patients who have 
been subjected to the influence of motor-car dust stirred up from the roads after the latter 


have been dry for about three days—a 
18’ WEEK IN HOSPITAL. 2N° WEEK 
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longer period of dryness seems to lead 
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“BSB BEBE BEEERE 


to relative disinfection of the dust, 

whilst rain keeps the dust from rising, 3 
BEE EBBREIBBEEEEEEE 
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so that either continuance of fine 


weather or a return to wet leads to a 
BE|BBEBBHEEEEBE 


disappearance of the sore throats; or 
in those who are subjected to the 
influence of relatively concentrated 
microbes, as in the air of old-fashioned 
hospital wards, of ill-ventilated much- 
inhabited rooms, of sewers, and the 
like. Often a rim of acute reddening is 
to be seen all along the edge of the 
anterior pillars of the fauces, and 
affecting much of the uvula and of the 
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Fig. 265.—Temperature chart in a severe case of Kirkland’s 


soft palate, producing, as a rule, but disease in which the sore throat and constitutional symptoms 
5 ° : d were more pronounced than the cervical adenitis. In an average 
little pyrexia, though much discomfort case the temperature lasts less than a week. 


in swallowing, and a raspy feeling at 
the back of the mouth on first waking in the morning. This inflammation of the palate 
and fauces may or may not be associated with tonsillitis, pharyngitis, or laryngitis ; it 
is clearly microbial ; and doubtless more than one of the varieties of bacteria mentioned 
above may produce the lesion. The diagnosis of the fact of inflammation is obvious on 
inspection; that of the nature of the micro-organism requires skilled bacteriological 
assistance. 

During the last few years a new and common disease, epidemic in character, and with 
acute sore throat, fever, and enlargement of the upper cervical glands as its main 
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symptoms, has been described by Kirkland, of Cheltenham ; it is spoken of variously as 
Kirkland’s disease, the Cheltenham disease, or epidemic cervical adenitis. In some respects 
it resembles diphtheria, in some rheumatic fever, and in some atypical scarlatina without 
rash, but it differs from all these according to most observers, and it is now regarded as a 
specific malady. It affects young and old alike, is very infectious, generally occurs in 
epidemic form, may be mild, medium, or very severe, but generally ends in recovery. 
Starting with sore throat and a rise of temperature to 102° F. or higher, the patient soon 
complains mainly of extreme tenderness of the neck, and on palpation acute tender swelling 
of the parotid, submaxillary, and jugulo-facial glands is found ; the swelling may be very 
considerable, but it generally resolves without suppuration. Fever may last only a day 
or two, but in severe cases it may persist for a fortnight, especially if the malady relapses 
after a period of improvement as it is apt to do (Fig. 265). The tonsils, uvula, fauces, and 
pharynx may be merely red and injected; or on the other hand there may be an exudation 
simulating diphtheria. On cultivation of swabbings from the throat no Klebs-Loffler bacilli 
can be found, but as a rule streptococci in abundance. What is very remarkable is that in 
most of the cases the heart is affected during the illness, but without producing permanent 
valvular changes like those of rheumatic fever ;~ the impulse becomes diffuse, the heart 
dilates, there is often a local systolic mitral or aortic bruit, or both, and the pulse may be 
both feeble and intermittent. There is seldom albuminuria, but the general toxemia in 
severe cases may be enough to cause delirium and temporary coma. There are no definite 
joint pains, though the patient aches all over. Convalescence is generally slow at first, 
two or three weeks elapsing before the patient begins to feel anything like well; but 
complete recovery soon takes place after this. 

Gumma, squamous-celled carcinoma, and tuberculous affections of the fauces, soft 
palate, and uvula are relatively uncommon ; they are differentiated in the same way as has 
been described in connection with tonsillitis. 

Affections of the Pharynx. 

Acute pharyngitis may occur by itself, or in association with acute tonsillitis or acute 
laryngitis, and in either case it may be due to any of the micro-organisms mentioned above. 
The differential diagnosis of the micro-organisms is carried out in the bacteriological 
laboratory. The fact of acute pharyngitis is determined by careful inspection of the 
structures at the back of the mouth. 

Chronic pharyngitis is generally the result of excessive smoking, or of the undue use 
of the voice, in which latter case it may be associated with hoarseness or ready tiring of 
the voice, as in those who have to declaim loud and long—clergymen, stockbrokers, coster- 
mongers, public orators, and others. The history will generally point to the nature of such 
a case, but one should examine the sputum and the lungs for evidence of tuberculosis, and 
also look for signs of syphilis or new growth, in order to exclude these possible alternatives. 

Post-pharyngeal abscess is a cause of acute dyspnoea rather than of soreness of the 
throat ; it is almost confined to infancy ; after three or four years of age the disease 
becomes almost unknown. It might be simulated by spinal caries, in which, long before 
there is soreness of the throat, there is severe pain in the cervical region of the spine, 
especially on movement. 

Chicken-pox and small-pox may each produce its characteristic eruption in the mouth, 
pharynx, and cesophagus, and thus give rise to sore throat ; but the latter symptom will 
never be present by itself, and the presence of the cutaneous papules, vesicles, or pustules, 
will indicate the diagnosis, especially if there have been other similar cases in the neigh- 
bourhood. 

Laryngeal Conditions. 

Acute laryngitis may be due to the same micro-organisms as acute tonsillitis ; soreness 
of the throat is generally less complained of than is huskiness, or weakness, or loss of voice. 
The nature of the inflammation is determined bacteriologically. One variety of acute 
non-diphtheritic laryngitis that merits special mention is that due to pyogenic cocci— 
pneumococci, streptococci, staphylocoeci—which in a few cases, in addition to producing 
acute superficial inflammation, also lead to rapid and extreme cedema of the larynx, with 
death from asphyxia unless tracheotomy be performed speedily. These cases have been 
spoken of as acute suffocative cedema of the larynx. 

Tuberculous, syphilitic, and carcinomatous lesions of the larynx are less acute, though 
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they may have relatively acute exacerbations or become secondarily infected with pyogenic 
cocci: their diagnosis depends partly upon laryngoscopic inspection—tuberculosis and 
syphilis being bilateral, whilst new growth is generally unilateral; upon examination of 
the sputum for tubercle bacilli, and of the lungs for apical physical signs of phthisis ; upon 
the beneficial influence of potassium iodide, mercury, or salvarsan ; upon Wassermann’s 
syphilitic serum test ; upon microscopic examination of small excised portions ; or upon 
the course of the disease. 

Sore Throats the Result of the Swallowing or Inhalation of Irritants and 
Corrosives, are diagnosed as a rule by the history; inquiry will generally suffice to 
indicate that some irritant has been taken, or there may be direct evidence of it in the form 
of eschars on the lips or the buccal mucosa ; there may be vomiting and hematemesis ; 
analysis of the gastric contents may indicate the nature of the poison taken ; ammonia 
may be detected by the smell. 

Mumps and Acute Adeniiis of the Cervical Lymphatic Glands may each produce 
marked soreness of the throat in addition to dysphagia, stiffness, discomfort, and pain. 
Mumps is not difficult to diagnose unless its possibility is forgotten, in which case it might 
‘be mistaken for acute cedema of the neck or other similar lesions. The way in which the 
swelling is located in the salivary glands, starting on one side and spreading to both, is 
often pathognomonic. Cervical adenitis might simulate mumps, but careful palpation 
will generally enable one to determine that the swelling is not in the salivary but in the 
lymphatic glands, and it will only remain to decide what has been the source of the infec- 
tion. This will probably have been from some inflammatory, ulcerative, or malignant 
focus in connection with the shoulders, neck, head, face, lips, cheeks, gums, teeth, tongue, 
fauces, uvula, palate, tonsils, pharynx, or nares; the differential diagnosis will be based 
upon inspection and palpation of the parts, together with bacteriological examination. 

It only remains to add that scarlet fever is at the present time so atypical that acute 
cervical adenitis may really be of scarlatinal origin without any scarlatiniform rash having 
been observed upon the skin. One would naturally look for evidence of desquamation, 
sore throat, bald tongue, albuminuria, nephritis, perhaps otitis media; but there is no 
doubt that some cases of acute cervical adenitis are really scarlatinal, without there having 
been any other sign of this disease except pyrexia and sore throat. A few such cases prove 
rapidly fatal, and they have recently been recorded as examples of acute and fatal sore 
throat corresponding to one form of the angina maligna of the eighteenth century. 

Herbert French. 

SORES, PENILE.—Sores on the penis may be present on the thin mucous covering 
of the glans or prepuce, or on the cutaneous surface of the body of the penis; they are 
more common in the former situation. 

Ulceration in the neighbourhood of the glans penis may be due to :-— 


1. Balanitis 4. Chancre 7. Tuberculous ulceration. 


2. Herpes progenitalis 5. Epithelioma 
3. Soft sore 6. Gummatous ulceration 


Balanitis._—If inflammatory processes have been allowed to continue beneath the 
prepuce, ulceration and excoriation of the mucous membrane covering the glans penis or 
lining the prepuce will occur. The surface of the glans will be denuded of epithelium, 
and the process will be accompanied by a stinking, purulent discharge. Multiple shallow 
ulcers are formed, rapidly coalescing and causing considerable discomfort. The prepuce 
often becomes swollen and cedematous, preventing retraction, so that a condition of 
phimosis occurs ; care must then be exercised in diagnosing a simple balanitis from one 
accompanying acute gonorrhceal urethritis or an underlying syphilitic or soft chancre. 
With an acute urethritis, there will be a history of infection, pain along the course of the 
urethra during micturition, and perhaps chordee ; further, the intracellular gonococcus 
may be identified in a stained smear of the discharge (Plate XXVIII, Fig. k, p. 614). 

If a chancre exist under the swollen phimosed prepuce, there is often a tender spot 
about the corona or at the frenum. With a soft sore, consecutive sores may appear about 
the orifice of the prepuce, whilst the inguinal glands are much more likely to be inflamed 
or to suppurate than with simple balanitis. A syphilitic chancre obscured by a phimosis 
can usually be felt distinctly under the skin, and causes a comparatively small amount 
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of discharge, whilst the inguinal glands become enlarged but do not suppurate. The history 
of the date of infection, Wassermann’s reaction, or the subsequent appearance of secondary 
symptoms, will help materially in the diagnosis. Spirochetes may be found in the 
discharge. 

A form of balanitis which is frequently very obstinate to treatment may occur in 
patients the subjects of gout or diabetes mellitus. 

Herpes Progenitalis.—Herpes may attack the genital organs as part of a herpes 
zoster in which the cutaneous eruption depends upon some lesion of the central nervous 
system, or as a local affection, the so-called catarrhal herpes. The disease begins as a 
patch of erythema on the inner surface of the prepuce or on the glans penis, followed by 
the appearance of vesicles and pustules ; the latter become rubbéd by the clothes, and 
form small ulcers. Herpes of the genital organs tends to recur, so that a previous history 
of a similar attack is often forthcoming. If seen during the vesicular stage, no difficulty 
will be met with in the diagnosis ; but if suppuration has followed, it must be diagnosed 
from a venereal sore. Soft chancres are usually deeper, with marked edges ; their base 
is sloughing, and they are usually accompanied by a bubo, which is exceptional with herpes. 
A syphilitic chancre is usually single, indurated and raised, and is accompanied by the 
typical, multiple, discrete, amygdaloid glands in the inguinal region. It should be remem- 
bered that syphilis may become inoculated upon a herpetic patch, or that herpes may 
appear in an area previously inoculated with the syphilitic virus. 

Soft Sores or Chancroids of the penis occur almost invariably from infection during 
sexual connection. The incubation period is short, a vesicle occurs in two days, and this 
breaks down-rapidly to form a rounded or oval ulcer with sharply defined edges, and a 
yellowish sloughing base. The ulcers appear usually on the mucous surface of the glans, 
frenum, or corona, and are most often multiple, direct inoculation occurring from an ulcer 
to the contiguous part. They may cause rapid destruction of tissue, perforating the 
frenum ‘or spreading over the surface of the glans. The soft sore must be differentiated 
from others occurring on the glans, and above all from a syphilitic chancre. At the same 
time it must be remembered that besides the infection with chancroid, a simultaneous 
infection with syphilis may have taken place, so that a soft sore may ultimately become 
indurated and assume the character of a primary syphilitic lesion. The chancroids are 
multiple, are accompanied by a good deal of thin, purulent discharge, and by a painful 
swelling of the inguinal glands, usually of one side, which have a marked tendency to 
suppurate. On the other hand, a syphilitic chancre is nearly always single, is raised and 
indurated, has little discharge, and is accompanied by enlarged, but firm and indolent, 
glands in both inguinal regions ; the incubation period of a syphilitic chancre is from 
twenty-one to twenty-eight days. 

The multiple ulcerations caused by herpes are more superficial, and rarely cause a 
bubo. 

Chancre—the initial lesion of syphilis—generally appears on the penis, and is most 
common in the neighbourhood of the franum or coronary. sulcus. A chancre appears 
about twenty-five days after infection, as a reddened patch, which becomes raised above 
the surface of the mucous membrane, with distinctly indurated margins. The central 
part breaks down into an ulcer, discharging a thin, purulent fluid, and at the same time 
the inguinal glands of both sides become palpable, slightly enlarged, but discrete, and with 
no tendency to suppurate. The chancre increases but slowly in size, or may occasionally 
become smaller without any treatment, and after a further lapse of from four to six weeks 
the typical secondary symptoms make their appearance ; namely, a roseolar rash on the 
chest, abdomen, face, and thighs, general adenitis, and mucous patches about the faucial 
pillars and tonsils. The diagnosis of the primary lesion of syphilis frequently presents 
no difficulties, the indurated character of the sore, the date of its appearance after infection, 
and the presence of firm, indurated glands in the inguinal region, being distinctive. In 
other cases the character of the sore is by no means distinctive, and it is necessary to 
differentiate it from other lesions of the penis. If the sore be syphilitic, the secondary 
manifestations of the disease will follow, provided that the doubtful ulcer is not treated 
as a chancre. Thus, in any case in which syphilis is suspected, but not wholly certain, 
it is advisable to withhold any specific treatment for syphilis until such time as secondary 
symptoms appear, so that a patient may not be condemned to the lengthy process of 
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treatment for syphilis until the diagnosis is absolutely certain. The Spirocheta pallida 
should be looked for in scrapings from the affected parts, but too much reliance should not 
be placed upon a negative Wassermann blood-reaction in the early stages of the disease. 

A chancre may be simulated by an inflamed soft sore, especially if the latter has under- 
gone cauterization. Soft sores are, however, frequently multiple, appear within a few 
days of infection, and are accompanied by painful enlargement of the inguinal lymphatic 
glands, which are particularly prone to suppurate. It must not be forgotten that a doubie 
infection may have occurred, so that a soft sore may show little inclination to heal or, 
becoming indurated, may present the features of a chancre after about three weeks, and 
later, the symptoms of constitutional syphilis. 

Epithelioma of the penis in the early stage may be confused with syphilitic chancre. 
In epithelioma there is no history of infection ; it occurs only in elderly patients, and there 
is frequently a greater destruction of tissue than in syphilis. The inguinal glands are not 
enlarged until the sore has been present for some weeks, and there are no secondary lesions 
such as the faucial ulceration and cutaneous rash. If any doubt exists, a small piece may 
be removed from the edge of the ulcer for microscopical examination. 

Perhaps the greatest difficulty in the diagnosis of a chancre is experienced when the 
latter is hidden beneath an inflamed and phimosed prepuce. There is a purulent and foul 
discharge from beneath the cedematous and swollen prepuce ; the inguinal glands are 
enlarged from the associated sepsis. If a chancre is present, it can frequently be felt as 
an indurated area under the prepuce, whilst if it has been present for some time, the 
secondary lesions of syphilis may be present. If any doubt exists in an elderly patient 
as to whether an indurated subprepucial area be an early epithelioma or a syphilitic sore, 
the prepuce should be split up along the dorsal aspect under anesthesia, the ulceration 
inspected, and a small piece submitted to microscopical examination if necessary. 

Epithelioma (squamous-celled carcinoma) is the most common. form of malignant 
growth of the penis. It arises most frequently from the inner aspect of the prepuce, or 
from the mucous membrane of the glans, as a small, raised ulcer, with friable, irregular 
edges. It is rarely present before the age of forty, and frequently occurs on the site of 
previous ulceration or long-standing irritation. An epitheliomatous ulcer increases 
gradually in size, in spite of various forms of treatment, and with it is frequently associated 
glandular enlargement in the inguinal area. At first the glands may be enlarged from 
septic infection, but later from malignant infiltration. An epitheliomatous ulcer may 
in some cases be confused with a chancre ; but the friable, irregular edges of the former, 
the liability to bleed, and the gradual progressive increase in size in spite of treatment in 
an elderly patient, should give rise to grave suspicion of malignant disease. Microscopical 
examination of a small piece removed from the edge of the ulcer will give direct evidence 
of epithelioma. 

Gummatous Ulceration of the penis occurs occasionally, resulting from the disin- 
tegration of a small gumma of the glans or prepuce, frequently in the position of an old 
scar. A gumma commences as a small, elevated nodule, which, if left untreated, softens 
and discharges its contents, leaving an ulcer bounded by thin edges and with a yellowish, 
sloughy base. A gummatous ulcer has been mistaken for a primary lesion of syphilis ; 
but the absence of induration, the history of the onset and of a previous infection with 
syphilis, would be points against a chancre. A second infection with syphilis is by no 
means unknown, especially in those who have had salvarsan alone in the treatment of 
the first attack, but it is rare. Occasionally the base of a gummatous ulcer proliferates 
into a papillary tumour and has given rise to a suspicion of carcinoma ; the diagnosis 
will be confirmed by the behaviour of the lesion under potassium iodide, when a tertiary 
syphilitic affection will clear up rapidly. 

Tuberculous or Lupoid Ulceration of the penis is rare, and is generally associated 
with advanced tuberculous infiltration elsewhere. Tuberculous ulcers are usually shallow, 
with thin overhanging edges, painful and multiple. The infection has resulted from the 
rite of infantile circumcision by the Jewish method. R. H. Jocelyn Swan. 


SORES, PERINEAL.— Ulceration may be present in the perineum as the result of :— 


1. Cutaneous inflammations or injury 4. Syphilis 
2. Urethral fistulae or suppuration 5. Epithelioma. 
3. Prostatic suppuration 
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Cutaneous Inflammation or Injury.—An ulcer in the perineum may result from 
direct injury to the area, or from inflammatory infection of the sebaceous or hair follicles 
of the cutaneous covering. An ulcer from these causes may be placed at the centre or 
to one side of the perineum, is movable on the deeper parts, and shows no track into which 
a probe can be passed. In women, ulceration of the perineal area may be associated with 
gonorrheal or septic vaginal discharge. 

Urethral Suppurations or Fistulz.—During the progress of an acute urethritis, a 
glandular follicle frequently becomes infected. The suppurative process leading from 
this in the bulbous urethra may extend towards the perineum and open externally, leaving 
a small fistula which may or may nor discharge urine during the act of micturition. In 
a similar manner, urinary fistule may result from inflammatory processes behind a urethral 
stricture, and in an old-standing case it is not uncommon to find a urinary calculus in the 
dilated portion of the urethra behind the stricture. When the urethral suppuration is 
acute and an abscess bursts in the perineum, the diagnosis will be quite obvious, and the 
ordinary treatment for an abscess, in addition to that of the acute urethritis, will usually 
suffice to cure the condition. 

If, however, the perineal wound discharges urine, it will be found that this occurs 
as a rule only during the act of micturition, as there is no interference with the vesical 
sphincter. In nearly all cases, however, a stricture of the urethra will be found, though 
not necessarily one of sufficient degree to cause severe interference with micturition. 
Endoscopic examination will show the presence of a urethral stricture, whilst behind it 
can be seen frequently the sloughy granulations denoting the position of the urethral 
opening of fhe fistula. Occasionally urine drains from a perineal fistula continuously, 
and not only during the act of micturition. In these cases there is constant soaking of 
the perineal skin, and frequently excoriation. That urine should leak constantly from 
the fistula denotes interference with the vesical sphincter, either by dilatation behind a 
tight urethral stricture, by the presence of a calculus in the prostatic or membranous 
urethra, or by actual division of the vesical sphincter following some operation, such as 
perineal prostatectomy or perineal lithotomy. 

Diseases of the Prostate—An abscess or tuberculous focus in the prostate may 
occasionally discharge in the perineum, and remain as a sinus. An abscess in the prostate 
arises practically always from some infection in the posterior urethra, from venereal causes, 
or after septic instrumentation. It is accompanied by urethral discharge, or there is a 
history of a recent infection, whilst per rectum the prostate may be felt to be inflamed, 
or scarred from the shrinkage of the abscess cavity. 

When a tuberculous cavity in the prostate opens in the perineum there is advanced 
tuberculous disease, so that little difficulty will be found in arriving at a diagnosis. A 
tuberculous prostate is very rarely a primary condition, but in most cases is secondary 
to disease in the testis or bladder, so that examination of these organs will in nearly all 
cases give evidence of tuberculous disease and indicate the nature of the perineal fistula. 
Palpation of the prostate per rectum may reveal the rounded nodular deposit of tubercle 
in the gland. 

Syphilis may cause ulceration on the perineum either as a chancre or as mucous 
tubercles. A chancre on the perineum is rare. It forms a small ulcer with slightly indurated 
borders, indolent in character, and accompanied by slight enlargement of the inguinal 
lymphatic glands. A chancre of the skin does not possess the usual features of a genital 
chancre, and is not usually diagnosed with certainty until the secondary lesions of syphilis 
become apparent ; but an ulcer with raised, infiltrated edges, which shows no tendency 
to heal under aseptic precautions, should always give rise to a suspicion of syphilis. The 
Spirocheta pallida may be looked for, and Wassermann’s serum test tried. 

Condylomata may be present about the perineum in association with active syphilis 
They may extend from the anal or vulval orifice, and form oval or rounded, flat-topped, 
sessile masses, covered by macerated, greyish epithelium, or they may be ulcerated on 
the surface. The accompanying signs of syphilis will indicate the diagnosis. 

Epitheliomatcus Ulceration of the perineum is practically only seen as a direct spread 
of a growth of the anus or vulval area, when the diagnosis presents no difficulty. An 
epithelioma may develop in the scar of some former cutaneous affection, in which case 
an ulceration may exist, showing the usual characteristics of a cutaneous epithelioma, 
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namely, gradual progressive increase in size, raised, friable edges, and tendency to slight 
hemorrhages. The inguinal glands may be enlarged early from inflammatory absorption, 
or later by infection with malignant disease. In case of doubt a fragment may be removed 
for microscopical examination. R. H. Jocelyn Swan. 


SORES, SCROTAL. Ulceration of the scrotum occurs in association with :— 


1. New growth : | 8. Syphilis. | Syphilitic. 
Epithelioma 4. Testicular disease : ‘| 5. Suppurating cysts. 

Papilloma. Inflammatory 

2. Fistule. Tuberculous | 


Epithelioma of the Scrotum, commonly known as * chimney-sweep’s cancer,’ 1s 
by no means limited to this avocation, but is certainly more common in men engaged in 
work in which they are exposed to much irritation from solid particles or from noxious 
fumes. Hence the disease is most commonly seen amongst chimney-sweeps, employees in 
_gas-works, paraffin and chemical works, and coal-mines. It often begins as a small sub- 
cutaneous nodule, over which the skin is thinned and adherent ; the nodule enlarges slowly, 
and the thinned covering gives way, to form an ulcer with thickened, irregular edges and 
a tendency to bleed on slight injury. The ulcerated area extends both radially and into 
the tissues of the scrotum, later involving the testes. The inguinal lymphatic glands 
become enlarged soon after active ulceration commences, at first from inflammatory causes, 
later from malignant infiltration. In other cases a scrotal epithelioma begins in a wart 
or papilloma, which may have been present for years with only slight increase in growth. 
These soft papillomata are not unusually the starting-point of malignant change, when 
they become more vascular, whilst the surface epithelium becomes thinned and easily 
excoriated. A small amount of foul discharge is present, often encrusted into a scab, 
which on removal leaves an ulcer with indurated, everted edges, with the gradual progress 
of a cutaneous epithelioma. Any ulcer on the scrotum, especially if indurated or readily 
caused to bleed, must be looked upon with extreme suspicion, and when it does not 
improve with ordinary antiseptic medication, should be widely removed without waiting 
for glandular enlargement. . 

Epithelioma may occur in the scrotal area as a localized recurrence after removal 
of a malignant growth of the penis or testicle. Knowledge of the previous condition for 
which operation has been performed would give the diagnosis. 

Fistula may occur in the scrotum and cause ulceration. They are most common in 
association with tuberculous or syphilitic disease of the testes (see below), but occasionally 
they occur from urethral extravasation, or burrowing from rectal suppuration. An abscess 
may form and open through the scrotal skin from a peri-urethral abscess accompanying 
an acute urethritis or formed by septic infection behind a urethral stricture. In either 
case a small amount of urine may leak through the opening during micturition, whilst 
the history of urethral discharge, or of difficulty in micturition and other symptoms of 
stricture, will point to the diagnosis. 

Syphilis of the Scrotum may be present either as a primary chancre or as a mucous 
tubercle. A primary chancre in this situation is by no means easy to recognize unless other 
signs of syphilis are present ; but the presence of a cutaneous sore which does not show 
much inclination to heal under non-mercurial antiseptic dressings should always give a 
suspicion of syphilis. There is often only slight induration of the ulcer compared with 
that of a penile chancre, but the edge is raised and of a rolled appearance. The inguinal 
lymphatic glands are enlarged and discrete, and some five to six weeks after the commence- 
ment of the ulcer the usual secondary symptoms of syphilis become manifest. 

Mucous tubercles may be present on the scrotum, usually on the femoral aspect. They 
may extend directly from the anal area. No difficulty will be met with in the diagnosis, 
as other signs of syphilis are obvious. 

Testicular Disease.—In some cases extension of disease in the testicle may involve 
the coverings of the scrotum, and may even perforate them to form a scrotal sore. This 
sequence occasionally occurs with : (1) A testicular abscess ; (2) Tuberculosis of the testis ; 
(3) Gumma of the testis. 

A testicular abscess is somewhat uncommon, but may arise from direct extension from 
the urethra via the vesicule seminales and vasa deferentia or by a hematogenous infection 


622 SORES, SCROTAL 


during the course of a specific fever, such as scarlet fever, mumps, or enterica. It may 
also follow chronic torsio testis. With urethral disease, the primary trouble may be due 
to gonorrhcea, or more frequently to a septic urethritis from the introduction of infected 
instruments, and is thus not infrequent in cases of prostatic enlargement in which the 
patient is passing his own catheter. In cases in which the infective process extends from 
the urethra, the epididymis is affected first, whilst in the metastatic cases the body of the 
testis usually shows the first sign of enlargement. These acute inflammations of the testis 
occasionally suppurate, when the scrotal tunics become inflamed and adherent, whilst 
softening occurs later, and unless surgically relieved, the abscess opens through the skin 
leaving an ulcer, and a sinus discharging pus. . 

Tuberculosis of the testicle may occur as a primary disease or as a secondary deposit in 

association with tuberculosis elsewhere in the genito-urinary tract. Testicular tubercle 
almost always begins as a nodule in the epididymis, but in the later progress of the disease 
may extend into the testicle proper. If the tuberculous nodule progresses rather than 
undergoes cure, the scrotal skin becomes adherent, thinned, and finally perforated, leaving 
a shallow ulcer with thin, undermined edges, and discharging thin pus. Occasionally 
the necrotic tubules of the epididymis fungate through the opening in th escrotum, appear- 
ing as a greyish, sloughy projection from the cutaneous opening—the so-called ‘ hernia 
testis.’ : 
A gumma of the testis causes a swelling in the body of the testis rather than in the 
epididymis. A gumma which remains unrecognized or untreated may soften and ulcerate 
through the scrotal skin in a manner similar to tuberculous disease, leaving a clearly-defined 
ulcerated area with sharply-cut margins, and a wash-leather-like sloughy base. The 
gummatous granulation tissue may fungate through the scrotal aperture, forming a 
yellowish necrotic mass. 

The diagnosis of these three conditions may produce some difficulty in the earlier 
stages (see SWELLING, SCROTAL, p. 696), but in the advanced stage now under consideration, 
when an open scrotal sore is present, the diagnosis is easier. The opening of a testicular 
abscess on the scrotum leaves a small sinus discharging pus and accompanied by a general 
enlargement of the organ. Preceding the rupture of the abscess there is acute pain in 
the testicle, with rise of temperature, rigors, and general signs of suppuration, which are 
much diminished as soon as the abscess is allowed to burst. There is often a urethral dis- 
charge, which, however, is often much lessened with the onset of the acute epididymitis, 
with distinct thickening of the cord and aching pain in the neighbourhood of the external 
abdominal ring, or in metastatic cases the abscess occurs during the progress of an acute 
fever. The general history is one of acute pain commencing in the testicle, with rapid and 
extremely tender swelling of the organ, followed by abscess-formation. 

In tuberculosis of the testis the progress is much more gradual. A nodule may have 
been present in the epididymis for some time, gradually enlarging, but causing very little 
pain; in some cases a nodule may have been present for months without any apparent 
change, and then it may enlarge suddenly, involve the scrotal tunics, and discharge its 
contents. By the time the disease has reached this stage, it is probable that evidence of 
tuberculous trouble will be found in other organs, particularly the other testis, prostate, 
seminal vesicles, or bladder. The affected testicle usually presents several nodules in 
the epididymis, tender on pressure, whilst small nodules may also be felt in the vas 
deferens. 

The opening remaining from the discharge of a gwmmatous orchitis is usually a rounded 
ulcer with sharply-cut edges and yellowish base. The whole testis is enlarged, practically 
painless, and feels heavy. The cord is not thickened, and there is no evidence of disease 
in the other testicle, prostate, or seminal vesicles. There is probably a history of syphilis, 
and other tertiary syphilitic lesions may be present elsewhere, such as gummatous peri- 
ostitis. Strong evidence of the syphilitic nature of the disease is often obtained by the 
result of treatment with large doses of potassium iodide, alone or in combination with 
mercury or with salvarsan, when a gumma diminishes in size with marked rapidity. It 
should be remarked, however, that, as in two cases under the writer’s care, testes which 
are subsequently removed and found to contain large gummata, may show no improvement 
before operation, even under large doses of iodides, though the Wassermann test may 


be positive. 
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A hernial protrusion of necrotic testicular tissue may be present either with tuber- 
culous disease or from a gumma. In tuberculosis the mass is greyish and necrotic, dis- 
charging thin pus, and there will be sufficient evidence of tuberculous disease in the under- 
lying testis and other genital organs. Tubercle bacilli may be found in the discharge. A 
distinctive feature of the gummatous hernia testis is found in the appearance of the cutan- 
eous opening ; if the fungating mass be pushed aside, the opening in the scrotal skin will be 
seen to be cleanly cut and to encircle the protruding tissue tightly. The fungating hernia 
testis of tubercle or syphilis must also be diagnosed from other conditions producing a 
raised tumour on the scrotum. An epithelioma of the scrotum has raised borders, but the 
centre is excavated, and there is rarely any enlargement of the testis. A sloughing papil- 
loma of the scrotum may more nearly reproduce the appearance, but the tumour and the 
skin are freely movable on the underlying testis, whilst in hernia testis the mass is connected 
with the testicle, and the tubular structure of the latter is often apparent on picking up a 
small fragment of the fungating tumour. 

Cysts of the Scrotum.—As an exceptional occurrence, a sebaceous cyst may develop 
in the scrotal skin, suppurate, and leave an open sore. The areas remaining present raised 
borders, and are easily mistaken for an early epithelioma. An accurate history of 
the previous swelling in the skin is of little assistance in these cases, but microscopical 
examination of a piece removed from the margin of the ulcer will exclude malignancy. 
A suppurating cyst in the scrotum is more ‘uncommon than epithelioma. 

R. H. Jocelyn Swan. 

SPASTICITY.—(See Garr, ABNORMALITIES OF, p. 251.) 


SPEECH, ABNORMALITIES OF.—Abnormalities of speech are numerous, varying 
from complete mutism to slight defects in articulation, and dependent on disturbances, 
functional or organic, in some part of the complex mechanism which is responsible for 
the production of intelligible language. This article is intended to expose the broad 
principles by which various abnormalities of speech can be detected and used for the 
purposes of diagnosis ; it does not embrace a discussion of the controversial views which 
are held concerning their exact production. 

The amount of investigation required for making a diagnosis in cases of speech 
abnormality varies within wide limits. Great care is called for in examining cases of 
aphasia which result from disturbance in the function of the cerebral speech centres or 
their dependent paths of communication ; the defective articulation of a patient suffering 
from cleft palate needs only a comparatively superficial examination in order to arrive 
at a correct diagnosis. 

It will be convenient to consider the various abnormalities of speech under the 
following heads: (1) Mental defects; (2) Aphasia ; (3) Deaf mutism; (4) Dysarthria ; 
(5) Functional disorders—stammering, lalling, idioglossia. 

Mental Defects.—The acquirement of the power of speech may be delayed in children 
who are mentally defective, and in some forms of idiocy may be suspended altogether. 
Before making a diagnosis of mental deficiency in a child who appears to be dilatory in 
talking, it is well to remember that the age at which speech is acquired is very variable, 
and that the delay may be considerable where no mental impairment is present. In such 
cases the diagnosis must depend on a consideration of other points in the child’s develop- 
ment. Inquiry should be made as to whether he is clean in his habits, whether he is 
destructive, whether he plays with toys or with other children in a natural manner, and 
whether he displays abnormally bad temper or irritability. In some cases the delay in 
speaking may be due to a defect in hearing which has been unsuspected by the parents. 
This point is especially apt to arise in respect to children who have begun to talk at the 
normal age, and who have lost what little they had learned of the art in the sequel of some 
acute illness. 

In adults, loss of speech may be due to many forms of mental deficiency of a temporary 
or permanent nature. A familiar example of temporary loss of speech is that degree of 
alcoholic intoxication to which the term ‘ speechless’ is vulgarly applied. Similarly, the 
intoxication of the higher menta! faculties associated with organic poisons, such as those of 
pneumonia or typhoid fever, may be responsible for temporary loss of speech. Complete — 
mutism due to disease of the higher intellectual centres is common in various forms of 
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dementia, and is proved to be no aphasic defect by the sudden and complete restoration 
of speech which may take place after months or even years of silence. The speechlessness 
of a melancholic patient or of one who is suffering from paralytic dementia is further 
differentiated from true aphasia by the fact that the latter is associated with attempts 
at communication, while the former is not. On the other hand, general paralysis of the 
insane is a disease in which temporary aphasia is by no means uncommon, especially in 
connection with the transient hemiplegia following ‘ congestive’ attacks. 

Aphasia.—A definition of aphasia is difficult to supply in a few words. The term 
is used to denote that loss of speech which does not depend on mental deficiency, nor upon 
paralysis of the motor mechanism of articulation. Such a negative description requires, 
however, some modification, because aphasia is frequently associated with some impair- 
ment of intelligence resulting from disturbance of internal language, which plays an 
important part in all intellectual processes, and any lesion of the cerebral centres connected 
with it must necessarily interfere with the higher mental activities. This is particularly 
the case in what is called sensory aphasia, that variety which depends upon a lesion of the 
auditory and visual word centres situated in the cortex near the posterior part of the left 
Sylvian fissure of the brain. 

In right-handed persons the chief speech centres are placed in the left cerebral hemi- 
sphere (Fig. 266), and it is customary to consider them as being three in number. The 
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Fig: 266.—Left cerebral hemisphere, with speech centres. 


posterior part of the first temporal convolution is regarded as the area in which the auditory 
memories of spoken words are stored and recalled. It plays an important part in the 
development of speech, because it is largely through the sense of hearing that the child 
first learns to associate objects with their names and expressions with their meaning. The 
cortex in the angular gyrus has a similar special function in regard to the storage of visual 
word memories, a function which bears the same relationship to written language as the 
auditory word centre has to spoken language. These two portions of the cortex constitute 
the sensory speech centres. A third important centre is called the motor, or, better, the 
higher kinesthetic centre, and this is located in Broca’s area, or the posterior part of the 
third frontal convolution. In this situation are stored the memories of afferent impulses 
excited by the motor activities employed in speech. Unless this centre is intact, the 
conversion of internal into external language is imperfect or impossible. In the opinion 
of some authorities, there is a similar kinesthetic centre in the posterior part of the left 
second frontal convolution, which plays a part in connection with written language 
comparable to the part played by Broca’s area in relation to spoken language. 

With these physiological and anatomical data as a basis, we can proceed to consider 
the chief varieties of aphasia and the points in their differential diagnosis. Before doing 
so, it is well to sound a note of warning with regard to the complications which are con- 
stantly being met with by the clinician in attempting to analyse cases of aphasia. In the 
first place, a diagrammatic anatomical definition of the cerebral centres is liable to give 


SPEECH, ABNORMALITIES OF 625 


a wrong impression. These centres are more diffuse in their function than they appear 
to be on a map of the brain, and they are much more interdependent than their topography 
would suggest. Communicating nervous tracts bind them together in such a way that 
a destructive lesion of one must necessarily upset the function of another, and so modify 
profoundly the clinical picture of any particular case. In the second place, aphasia is, in 
most instances, the result of a vascular lesion, and all the centres referred to lie in the area 
supplied by one artery—the middle cerebral. Consequently even when the main brunt 
of a vascular disturbance falls on one of the special speech centres, the others may also 
suffer more or less, temporarily or permanently, from disturbances of nutrition. In any 
case of aphasia, therefore, we may have to be satisfied if we can arrive at a conclusion as 
to the site of the chief defect, without being able to define the exact limits of the loss or 
impairment of cerebral function. In the third place, due allowance must be made for 
the fact that the right cerebral hemisphere may gradually acquire some degree of speech 
activity, especially in cases of aphasia occurring during the earlier years of life, and may 
tend to replace the loss caused by the defective action of the left. 

Word-deafness is the result either of a lesion of the auditory word centre in the 
temporal cortex, or of one which isolates that centre from the periphery : that is to say, 
of a sub-cortical lesion cutting off the centre from auditory impulses. In either case the 
patient who is word-deaf is unable to recognize the meaning of spoken language, although 
he may hear perfectly the sounds by which it is conveyed. He fails to understand anything 
which is said to him, and does not obey simple commands so long as they are not accom- 
panied by gestures suggestive of their meaning. If the visual word centre has not been 
affected at the same time, he will still be able to read and to understand what is written. 
He will depend upon writing and reading for his means of communication with others. 
The amount of interference with spontaneous speech will depend upon whether the lesion 
is cortical or sub-cortical. If the latter the integrity of the auditory word centre preserves 
internal speech, and so permits the patient to speak spontaneously with fluency and probably 
with accuracy, and his power of writing will be equally unimpaired. When the cortical 
centre is itself destroyed, internal language is thoroughly disorganized, and although some 
spontaneous speech may be possible, it is certain to be more or less unintelligible. Accord- 
ing to the extent of the lesion, it will vary between a speech containing inaccuracies of 
minor importance, and one which is a jargon incapable of interpretation. Characteristic 
of this defect is the fact that the patient himself does not appreciate the mistakes he makes. 
His written language is likely to be more accurate and more intelligible than his spoken 
language, but it will probably not reach a very high standard. He may copy with accuracy, 
but is quite unable to write from dictation. Such are the usual chief attributes | of 
word-deafness in its pure form. Clinically, word-deafness is usually accompanied by 
word-blindness, to a greater or less extent. 

Word-blindness, or Alexia, is produced by a lesion of the left angular gyrus, and may 
or may not be accompanied by defective vision. As in the case of word-deafness, it may 
result from a cortical or from a sub-cortical lesion, and it is in association with the latter 
class of case that Hemranopsta (p. 300) is most common. In cortical word-blindness the 
patient is unable to read, although he sees the letters clearly and may even be able to copy 
them in the same way as a child copies letters when learning the alphabet. Writing conveys 
no meaning to his mind, although in the less severe cases the patient may still recognize 
familiar words, such as his name. There are, in fact, varying degrees of word-blindness, 
some of which are difficult to understand and to analyze. The word-blind patient suffers 
in his spontaneous speech to a greater or less extent according to whether he uses his visual 
or his auditory memories chiefly in the process of internal language. Should he be a 
‘ visual’ his spontaneous speech will suffer much more than if he is an ‘ auditive.’ The 
terms ‘visual’ and ‘auditive’ are used to distinguish two classes of persons, the first 
depending more on their visual memories of words, and the second more on their auditory 
memories of words in the course of reviving them for the purposes of internal thought and 
speech. Spontaneous writing is likely to be lost completely, but writing from dictation 
may be carried out with more or less accuracy. In word-blindness due to a sub-cortical 
lesion, although hemianopia is almost certain to be present, spontaneous speech and spon- 
taneous writing are preserved perfectly, although the power of reading and of copying 
hand-written sentences into printed capitals is entirely in abeyance. 

dD 40 
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When word-biindness and word-deafness coexist, the condition is called sensory aphasia, 
and is one to which some authorities believe that the term aphasia should be limited. It 
is, however, usual to describe a motor aphasia which may be dependent upon a cortical 
or sub-cortical lesion. 

Cortical motor aphasia results from a destructive lesion of Broca’s area, the part of 
the cortex which stores memories of the afferent impulses excited by speech, and in which 
such memories must be revived if spontaneous speech is to be carried out perfectly. This 
form of motor aphasia may be present without any paralysis, but it is usually accompanied 
by some disturbances of internal speech, and perhaps even by some defective understanding 
of spoken and written language, which, however, never amounts to true sensory aphasia. 

Much more common is the swb-cortical motor aphasia, which is due to a lesion cutting 
off Broca’s cortical area from the motor mechanism connected with articulation. In this 
form intellectual processes and internal language may be perfectly intact, but in most 
cases the inability to speak is associated with right hemiplegia in right-handed persons, 
or with left hemiplegia in left-handed individuals. The imperfect speech of the patient 
who is partly aphasic from a sub-cortical motor lesion may resemble to some extent that 
of the patient who is word-deaf ; but the former is conscious of his mistakes and the latter 
is not. Sub-cortical motor aphasia may perhaps be described better as an articulatory 
rather than a speech defect : as an anarthria rather than an aphasia. All the attributes 
for speech are preserved, but its emission is impossible. 

Agraphia results usually from a lesion of the visual word-centre, or perhaps in some 
cases from-a lesion of the posterior part of the left second frontal convolution. In the 
former case the power of writing may be lost, although there is no paralysis of the arm | 
or hand. In the latter case the agraphia is usually associated with right hemiplegia, and 
in order to test whether the power of communicating thoughts by written language is 
preserved, the patient must be asked to use the left hand for the purpose. There is some 
doubt as to whether pure motor agraphia occurs, and some doubt as to the lesion upon 
which it may depend. I have had experience of the clinical occurrence of pure motor 
agraphia without being able to correlate the phenomenon with its anatomical basis. 

We have now considered the various forms of aphasia and have indicated their points 
of distinction. This will serve as a basis for diagnosing the site of the lesion responsible 
for the speech defect, but the nature of the lesion must be determined from other considera- 
tions. Vascular lesions, for instance, are usually acute in their onset, sudden in the case 
of embolism, less precipitate as a rule in cases of hemorrhage or thrombosis. In cerebral 
tumour or abscess the onset of symptoms is more gradual, and local troubles such as that 
of aphasia are generally accompanied or preceded by the symptoms of increased intra- 
cranial pressure in the form of headache, vomiting, and optic neuritis. But aphasia is 
not always the result of a gross and permanent lesion. Transitory aphasia may be 
observed in the sequel of epileptiform convulsions, or may be in itself an epileptic equivalent 
—a form of pelit mal in an epileptic subject. Temporary aphasia occurs also in connection 
with migraine, and I have known it to occur at intervals during a period of thirty years in 
a woman who was perfectly healthy in every respect, and who showed no other sym- 
ptoms suggestive of either epilepsy or migraine. 

Dysarthria, or in its extreme form ‘ anarthria, is the term used to describe defective 
articulation as opposed to defective speech. Articulation is carried on by certain muscles 
of the larynx, pharynx, palate, tongue, and lips which are innervated by the bulbar nuclei, 
and the latter are set into action by voluntary impulses coming from the motor cortex of 
both cerebral hemispheres via the pyramidal tracts. The articulatory movements, there- 
fore, are represented bilaterally in the brain, and, like other bilaterally represented move- 
ments of the body, are not disorganized by unilateral lesions of the pyramidal system. 
Thus, in cases of hemiplegia without aphasia, there is little or no defect in articulation, 
and the examination of such a patient shows that both vocal cords, both sides of the palate, 
and the tongue, retain their power of voluntary movement almost, if not quite, to perfection. 

Suprabulbar dysarthria is induced, however, in cases of double hemiplegia, when the 
fibres from both hemispheres to the bulbar nuclei are interfered with by destructive lesions. 
When a right-sided stroke is followed by a !eft-sided stroke, or when double hemiplegia 
results from a lesion in the pons, dysarthria results. In such cases the power of speech 
may be perfect, but the.ability to articulate naturally and clearly is disturbed. The patient 
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is not aphasic but dysarthric. Articulation is usually slow, spastic, and indistinct, if it 
js not altogether unintelligible. These cases are differentiated from cases of dysarthria 


due to lesions of the bulbar nuclei or of the cranial nerves, not only by the presence 


of other hemiplegic signs in the limbs and trunk, but by the fact that the tongue retains 
its shape, nutrition, and normal electrical reactions, and the palate its natural reflex. This 
condition of pseudo-bulbar palsy, as it is sometimes called, is further distinguished by facial 
starchiness or spasticity, and by the patient’s inability to control the expression of his 
emotions. 

Dysarthria of similar origin, but generally of less degree, may be observed in cases 
of general paralysis of the insane, in cerebral diplegia, and in disseminated sclerosis. In the 
latter disease the terms ‘ staccato’ or ‘ scanning’ are applied to describe the articulatory 
defect. Some cases of Friedreich’s atawy exhibit a form of articulation which is slow and 
jerky, not unlike that of disseminated sclerosis. Probably some degree of inco-ordination 
enters into the production of this peculiar utterance. In all these diseases the diagnosis 
of the condition depends upon the presence of other symptoms and physical signs, and can 
rarely be deduced from the articulation alone. 

Dysarthria also arises from disease of the bulbar nuclei, or of the nerves arising from 
the latter which supply the muscles of the larynx, pharynx, tongue, and lips. In true 
bulbar palsy, which is a disease depending on a slowly progressive degeneration of these 
motor nuclei, articulatory defects are often among the earliest symptoms. The diagnosis 
of these cases is based on the fact that the symptoms begin insidiously and progress 
gradually, that the paresis affects the muscles of both sides more or less symmetrically, 
and that it is an atrophic form of paralysis. The atrophy is seen best in the tongue muscles, 
and is usually associated with a certain amount of fibrillation, and with diminution of their 
electrical excitability. The palatal reflex is also impaired, and examination of the vocal 
cords shows that they too are the seat of a progressive palsy. The dysarthria is always 
accompanied, sooner or later, by some degree of dysphagia, and also by some weakness 
and atrophy of the muscles of mastication. Atrophic palsy may also be observed in the 
small muscles of the hands, and there is a tendency to exaggeration of all the tendon reflexes 
in the limbs. A similar clinical picture may develop in cases of gross disease of the bulb, 
due either to local softening or hemorrhage, or in rarer cases to the gradual growth of a 
tumour in that region. Such cases can be differentiated from true bulbar palsy, partly 
by the more acute onset of symptoms in the case of the vascular lesions, and partly by the 
asymmetrical distribution of the muscular atrophy and paresis when a tumour forms the 
basis of the disease. Gummatous meningitis at the base of the brain may involve the cranial 
nerves close to their exit from the bulb, and so produce a dysarthria of a somewhat similar 
character. When tumour or meningitis are the cause of dysarthria, symptoms of increased 
intracranial pressure are likely to be observed. 

Another form of bulbar palsy is seen in cases of myasthenia gravis. In this condition 
there is little or no atrophy of the articulatory muscles, although some thinning of the 
tongue is observed sometimes. The distinguishing characteristics of this dysarthria are 
first of all its marked variability, and secondly the effect produced by fatigue. A myasthenic 
patient may begin a conversation, or may begin to read aloud from a book, without showing 
much difficulty in his utterance, but, as he progresses, his articulation becomes more and 
more defective and more difficult to understand. Usually the palate fails quickly, and 
a nasal quality is given to the voice. If he is asked to repeat the word ‘ rub’ many times, 
the terminal ‘b’ becomes an ‘m,’ and he ends by saying ‘rum’ instead of ‘rub.’ 
Most cases of myasthenia gravis exhibit similar fatigue phenomena in relation to other 
parts of the musculature (see Fig. 111, p. 235), and in particular show varying degrees of 
ocular palsy, which, like the dysarthria, is at one time more marked than at another, and 
is much influenced by rest and exercise. 

Some articulatory defect is produced by bilateral peripheral patsy of the palate, which 
most often results from the effects of the diphtheria poison. The voice is nasal, and the 
pronunciation of certain consonants becomes impossible. *B’ becomes * m,’ * d’ becomes 
oa and -*-k’ sounds like ‘ng.’ 

Bilateral facial palsy interferes with that part of articulation which depends upon 
the labial muscles, and so renders speech indistinct, although not unintelligible. Facial 
palsy of this kind (Fig. 201, p. 498) is met with in some cases of peripheral neuritis and 
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also in some cases of myopathy, especially that form to which the name Landouzy-Dejerine 
is applied. 

Unilateral bulbar palsy may exist without much interference with articulation or 
phonation. There may be considerable palsy of one’ vocal cord due to a lesion of 
one recurrent laryngeal nerve, without a recognizable alteration in the character of the 
voice. A bilateral laryngeal palsy, when complete, leads to aphonia. Similarly, unilateral 
palsy of the palate or of one-half of the tongue may exist without articulatory defect, 
especially after the patient has become accustomed to the altered conditions. 

Functional Disorders of Speech.—In cases of hysteria, a functional aphonia is by 
no means uncommon, and in many cases can be distinguished from aphonia due to organic 
disease only by an examination of the larynx. Hysterical aphonia may be complete ; 
in other cases the voice is reduced to a whisper, and yet the patient is able to adduct the 
cords properly in coughing. This is sometimes a recurrent malady, and the suddenness 
of its onset, as well as the suddenness with which it is often cured, are characteristic. 

Stammering is another type of functional dysarthria and presents a large variety of 
forms. There is little difficulty in their recognition, because in all cases when once the 
articulatory flow is established the utterance is perfectly normal. The difficulty generally 
arises either in commencing a word or a sentence, or in connection with certain consonants. 
Some of the cases depend on an initial spasm of the articulatory muscles, and others upon 
an inco-ordination between the action of the respiratory muscles and those which have 
to do with phonation and articulation. The complete absence of physical signs of disease, 
and the history of the case, make the diagnosis easy. On the other hand, stammering is 
occasionally an early symptom of progressive degenerative conditions of the central nervous 
system, especially of general paralysis of the insane. 

The term ‘ lalling’ is applied to a defective form of articulation met with chiefly in 
persons who are more or less mentally feeble. It is characterized by what appears to be 
an imperfect pronunciation of certain consonants. In more severe cases one consonant 
is consistently replaced by another, such as ‘r’ by ‘w.’ These mistakes in pronun- 
ciation are common enough in normal children when learning to speak, but the endurance 
of the defect after the learning age is passed generally indicates some permanent mental 
deficiency, A temporary perversion of speech is seen occasionally in children before they 
learn the proper use of language. They may talk glibly and fluently in a language which 
they appear to understand themselves but which is unintelligible to their neighbours. In 


this condition, to which the term ‘ idioglossia’ is generally given, the prognosis may be 


regarded as favourable. KE. Farquhar Buzzard. 
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SPLEEN, ENLARGEMENT OF THE. 

The Physical Signs of Enlargement of the Spleen.—If the organ is only slightly 
or moderately enlarged, there is no alteration in the size or shape of the abdomen; 
if it is considerably or enormously enlarged, the abdomen may be much distended, and 
at a first glance this distention may appear to be uniform, as though due to ascites. Closer 
inspection may show that it is by no means uniform, there being distinct bulging of the 
left side, especially in the left hypochondrium, the left lumbar, and the left half of the 
umbilical regions. The inner border of the spleen may be tilted forward in some cases, 
so that a distinct edge or ridge may be seen pushing the abdominal wall forward, this ridge 
running downwards and inwards from the left costal margin near the anterior axillary 
line towards the umbilicus ; in a few cases a distinct notch can be seen in this edge or ridge. 
When the patient takes a deep breath, the prominence may be seen to move distinctly 
downwards, though occasionally the spleen may be so enormously enlarged that its lower 
end becomes impacted in the pelvis, when no downward movement is possible. 

Palpation is the best means of detecting splenic enlargement. If the organ is but 
little enlarged, it may not be felt until the observer, standing upon the left-hand side of 
the recumbent patient, and supporting the lower left ribs posteriorly with his right hand, 
steadily but firmly presses the fingers of his left hand under the left costal margin just in 
front of the anterior axillary line; when the patient now takes a deep breath, a definite 
sense of increased resistance may reveal splenic enlargement when the organ is comparatively 
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soft, as in many cases of typhoid fever for example, or a hard mass with a distinct edge 
may be felt in more obvious cases. When the enlargement is moderate or considerable, 
the splenic tumour will be felt coming down from beneath the left ribs close behind the 
abdominal wall; and unless there is a very large liver at the same time, or some other 
cause preventing the viscus from following its natural direction as it enlarges, it tends to 
reach and ultimately cross the middle line at or just below the level of the umbilicus. It 
is generally smooth and firm, and the characteristic notch or notches can be felt in its 
anterior border. Except in those rare cases in which the whole spleen is dislocated, it will 
not be possible to insert a hand between it and the left costal margin, or to define its upper 
limit by palpation. The lower pole can be felt to move decidedly downwards on inspira- 
tion, unless the enlargement is very great. On bimanual palpation, the loin is not filled 
out as it would be by a renal tumour, and the mass cannot be pushed back into the loin 
so as to be felt by the posterior hand as readily as it is by the hand on the anterior 
abdominal wall. ? 

Percussion yields a dull note over the mass, the dullness being directly continuous 
with an increased area of dullness in the thorax extending upwards as high as the seventh 
rib in the mid-axillary line, the sixth rib in the nipple line, or even higher, and including the 
ordinary area of splenic impairment of resonance behind. Percussion of the left loin may 
elicit resonance here, indicating that the colon is not displaced as it would have been by 
a renal tumour ; no intestines can be felt or percussed over the front of the spleen. 

Auscultation seldom affords much evidence of value in these cases, but sometimes 
when the splenic enlargement is associated with local peritonitis, as in cases of infarction 
for example, a loud rub may be heard over the mass when the patient takes a particularly 
deep breath; and sometimes, especially if the enlargement is associated with venous 
engorgement, a well-marked continuous humming bruit may be heard. 

Distinction between an Enlarged Spleen and other Tumours which may simulate 
it.— An enlarged spleen has to be distinguished from other tumours which may arise 
in the left hypochondriac region, especially from :—(1) Kidney tumours or perinephric 
inflammation or abscess ; (2) Suprarenal tumours ; (3) Carcinoma of the splenic flexure 
of the colon; (4) Pancreatic tumours, especially cyst or carcinoma ; (5) Malignant growth 
of the stomach ; (6) Ovarian tumour ; (7) Tuberculous peritonitis ; (8) Faecal accumula- 
tion in the colon. 

Distinction from a Renal Tumour.—It may be difficult to distinguish an enlarged 
spleen from a kidney in some Cases. Both conditions may cause local prominence or 
bulging of the left side of the abdomen ; in the case of splenic enlargement the bulging is 
more forward and inward, whereas in a kidney enlargement the loin is more likely to be 
bulged. No distinct edge or notch can be seen or felt in the case of most renal enlargements, 
a point the significance of which cannot be over-estimated. Either tumour may move 
downwards when the patient takes a deep breath ; but the spleen, being in closer contact 
with the under surface of the diaphragm, moves the more markedly of the two. A renal 
tumour being more deeply situated in the abdomen seldom approximates closely to the 
anterior abdominal wall unless the enlargement is very great, in which case the loin will 
be filled out and feel very firm and resistant on bimanual examination. A renal tumour 
generally slopes away as it approaches the ribs, so that it is less difficult to get one’s hand 
between its upper pole and the costal margin than is the case with the undislocated spleen. 
The colon may be seen or felt over the anterior surface of a renal tumour, which is never 
the case with splenic enlargement ; and percussion may yield a resonant note in front, or 
in typical cases a vertical band of colonic resonance down the centre of an otherwise dull 
mass, the loin posteriorly being dull; whereas with a splenic tumour the loin may be 
resonant, and the anterior aspect of the mass quite dull. The presence of a local bruit 
or tub would make renal tumour unlikely. The occurrence of HaMaATuRIA (p. 275), 
Pyuria (p. 574), or ALBUMINURIA (p. 4), would suggest renal enlargement, whilst the 
conditions of the blood might be such as to suggest splenic. 

Notwithstanding all these points, to distinguish between splenic and renal masses is 
sometimes by no means easy ; and it is only by paying careful attention to the history 
and the patient’s own sensations, as well as to the physical signs and the changes in the 
blood and urine, that a correct diagnosis can be made. 

Malignant Disease of the Left Suprarenal Gland may cause a large mass which is 
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sometimes particularly difficult to distinguish, either from a splenic or from a renal enlarge- 
ment. Owing to the close proximity of the suprarenal capsule to the kidney, and the 
liability for the capsule of the latter to become infiltrated by growth of the former, the 
physical signs of a suprarenal are practically the same as those of a renal tumour, except 
that it may be more difficult to pass the hand between the mass and the costal margin, 
Hematuria and other urinary changes may result from spread of the disease to the kidney ; 
affection of one suprarenal gland alone does not produce Addison’s disease, and it may be 
impossible to arrive at a correct diagnosis without laparotomy. A peculiar affection of 
children deserves special mention: ata comparatively early age there may be an abnormal 
development of the pubic and axillary hair and of the genital organs (see Figs. 174, 175, 
p. 408}. with premature puberty, associated with overgrowth of suprarenal rests in the 
kidney, the resultant tumour being spoken of as a hypernephroma. 

Carcinoma of the Splenic Flexure of the colon is usually annular, giving rise to no 
definite tumour, but rather to symptoms of chronic, followed by acute, intestinal obstruc- 
tion. Occasionally, however, the growth may be more voluminous, or it may have caused 
leakage and inflammatory matting from local perforation through or above the growth, 
with the result that a fairly large tumour may be felt in and below the left hypochondrium. 
This mass is generally resonant to percussion, has no well-defined edge or notch, and may 
vary somewhat in position from day to day: it will usually be associated with intestinal 
symptoms, especially constipation alternating with diarrhoea, and the passage of mucus, 
and occasionally blood, per rectum. Sometimes there are obvious secondary deposits in 
the liver or-in the left supraclavicular glands. 

Pancreatic Tumours are usually situated more in the median line of the abdomen than 
is a spleen, between the ensiform cartilage and the umbilicus ; Sometimes, however, a very 
large cyst, such as may nearly fill the abdominal cavity, may cause considerable difficulty 
in the diagnosis. One very important point is that no definite edge and no notch can be 
felt. The stomach generally lies in front of a pancreatic cyst ; or, if the latter pushes its 
way forward so as to displace the stomach upwards and the transverse colon downwards, 
it may be possible to define its relationship to the stomach by inflating the latter with gas. 
A splenic tumour rarely extends to the right of the middle line unless the enlargement is 
great, and then it crosses at or below the umbilicus, whereas a pancreatic cyst reaches 
across to the right of the middle line above the navel. Pancreatic new growth has a similar 
position ; but the outline of the mass, if any can be felt at all, is more nodular; there will 
generally be jaundice and a palpable gall-bladder, and the urine may yield Cammidge’s 
pancreatic reaction (p. 100). 

Malignant Growth of the Stomach may be mistaken for enlargement of the spleen, 
especially gastric sarcoma, which, though very much rarer than carcinoma, is more likely 
to involve the whole of the stomach and give rise to a very large tumour occupying chiefly 
the upper part of the left side of the abdomen. The following changes will serve to 
distinguish a gastric new growth from enlargement of the spleen : the mass is apt to shift 
its position during the course of an examination or from day to day ; it does not present a 
well-defined edge with definite notch or notches; it may extend a considerable distance 
to the right of the middle line, although its lower limit may not be below the level of the 
umbilicus ; it is likely to be resonant in front, though the percussion note over it may be 
impaired ; there may be anemia and leucocytosis, but the blood-changes would not be 
characteristic of any positive blood disease ; the taking of food may cause an increase in 
the gastric pain; vomiting will generally be a prominent symptom; the vomit may 
contain blood, obvious or occult ; free hydrochloric acid may be deficient or absent ; 
sarcine ventriculi may be found (Fig. 121, p. 241); and there may be secondary deposits, 
especially in the liver or in the left supra-clavicular glands. Examination of the stomach 
with the a-rays after a bismuth or barium meai may also assist the diagnosis (Fig. 
131, p. 270). 

Ovarian Tumours have been mistaken for enlargement of the spleen, and vice versa, 
the differential diagnosis being particularly difficult in cases in which the spleen has become 
dislocated, or is so large as to reach down as far as the uterus. The organ has sometimes 
been found so dislocated as to lie wholly within the pelvis. The differential diagnosis 
depends in most cases on the following points : an ovarian tumour rarely extends upwards 
fo such an extent that its upper limit comes into actual contact with the left costal margin 
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so that the hand cannot be placed between it and the ribs; it does not move much 
downwards during deep inspiration ; it extends upwards from the pelvis, whence it may be 
felt definitely to arise, the lower part of the abdomen being more prominent than the upper ; 
it is usually more globular than a splenic tumour, and has no sharp, well-defined edge with 
notches in it, even when covered with projecting bosses of simple or malignant new growth ; 
it usually extends more to the right of the middle line than an enlarged spleen ; and it is 
more apt to transmit aortic pulsations ; a vaginal examination may determine that the 
mass is attached to one or other of the broad ligaments, and that the cervix and the body 
of the uterus are drawn upwards ; there will probably be no distinctive blood-changes, 
but very likely amenorrhea. 

Tuberculous Peritonitis may cause various abdominal tumours (see p. 48), and some- 
times gives rise to a mass occupying the left hypochondriac region, the result of matting 
together of the intestines, thickening of the omentum, or thickening and infiltration of the 
peritoneum attached to the abdominal wall here. The tumour does not generally extend 
close up under the ribs, so that the hand may be placed between it and the costal margin, 
and although it may feel somewhat rounded, with a more or less well-defined edge, there is 
no definite notch to be felt ; sometimes, however, when there are two, three, or more 
separate masses united together, a notch may be simulated to some extent. The mass 
itself may be dull, but there is generally resonance between it and the normal splenic dull- 
ness. Ascites is often present, and there may be palpable lumps in other parts of the 
abdomen, or perhaps redness and oedema of the abdominal wall, or a purulent or fecal 
discharge from the umbilicus. Indeed, tuberculous peritonitis is the commonest cause of 
acquired umbilical fistula, the next commonest cause of the latter being pneumococcal 
peritonitis which has recovered slowly, either without or with operation. There may be 
signs of tuberculosis elsewhere, for instance in joints, or lymphatic glands. Calmette’s or 
von Pirquet’s tuberculin reactions may be positive. The patient will generally be young, 
and have consumed unsterilized cow’s milk. Pyrexia may be present or absent, either with 
tuberculous peritonitis or with splenic affections, so that its occurrence does not assist the 
diagnosis much, except perhaps that if the chart exhibits marked evening pyrexia in a young 
subject, with a sub-normal temperature in the morning, it is an additional argument in 
favour of tubercle. The reverse type of pyrexia—morning rise and evening fall—has been 
spoken of as characteristic of tubercle, but it is seldom met with. 

Fecal Accumulation in the Splenic Flexure or adjacent parts of the transverse or 
descending colon may be mistaken for an enlarged spleen upon a first examination ; but 
this source of error is usually removed when the patient is re-examined after an action of 
the bowels has taken place. The condition is found most frequently in women if the age 
is not great, or in elderly people of either sex. There is generally a history of severe 
obstipation, and possibly attacks of temporary obstruction. The mass is generally irregular, 
more or less cylindrical, and in thin persons it may be possible actually to alter its shape by 
manipulation with the hand. The best test of the condition, however, is the effect of 
copious enemata upon the mass. 

Hematoma due to Leakage from an Abdominal Aneurysm is by no means always easily 
recognized, and it may be mistaken for an enlargement either of the spleen or of the kidney, 
unless the aneurysm itself can be felt pulsating ; or unless there is a history or an acute 
exacerbation of intra-abdominal pain, accompanied by blanching due to the amount of 
blood lost. 


CAUSES OF SPLENIC ENLARGEMENT. 


Having concluded that the spleen is enlarged, the next step is to decide the cause of 
the enlargement. There are various ways in which the different causes may be classified, 
but from a diagnostic point of view the following is serviceable :— 


I. Chronic Enlargement of the Spleen. 
(a). Very great enlargement : 


Splenomedullary leukaemia Splenic anemia 

Lymphatic leukemia Pseudo-leukemia infantum 
Mixed leukemia Gaucher’s disease 

Chronic malaria Still’s disease 

Kala-azar Familial acholuric jaundice. 
Splenomegalic polycythemia Egyptian splenomegaly 


Splenomegalic cirrhosis 
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(b). Moderate enlargement.—All conditions mentioned in group (a) will at some stage 
exhibit a spleen that has not yet become enormous ; and besides these, chronic and moderate 
enlargement of the spleen may be exhibited in cases of :— 


Pernicious anzemia Thrombosis of the portal vein 
Rickets Pressure on the portal vein by 
Congenital syphilis enlarged lymphatic glands or by 
Hodgkin’s disease adjacent tumour of the gall- 
Cirrhosis of the liver bladder, liver, pancreas, stomach, 
Lardaceous disease eIc. 


II. Acute Enlargement of the Spleen, the enlargement as a rule being slight. 
(a). Acute infective fevers : 


Especially — 
Typhoid fever Malaria 
Paratyphoid fever | Malta fever 
Relapsing fever Erysipelas 
Typhus fever Septicemia. 

Less often in— 
Pneumonia Rheumatic fever 
Diphtheria Influenza 
Scarlet fever General tuberculosis. 
Small-pox 


(b). Embolism, especially in cases of fungating endocarditis. 

(c). Injury. 

(d). Strangulation by twisting of the pedicle. 

It will be noted that no mention is made of abscess, gumma, carcinoma (whether 
primary or secondary), sarcoma (primary or secondary), or hydatid cyst of the spleen, for 
these are all so exceedingly rare they are very unlikely to be met with. It will also be noted 
that no mention is made of backward pressure, whether due to chronic valvular disease 
of the heart with failing compensation, or to obstruction to the inferior vena cava above 
the hepatic veins, such as may result from thrombosis or from pressure upon the veins by 
mediastinal fibrosis or new growth ; these conditions are omitted purposely, for it is quite 
exceptional for ordinary backward pressure to produce enlargement of the spleen. So 
true is this that in a case of chronic valvular heart-disease with failing compensation the 
existence of a definitely palpable spleen is evidence of there being more than mere 
mechanical heart-failure—probably superposed fungating endocarditis. The chief excep- 
tions to this occur in childhood, where the spleen becomes palpable more easily than in 
adults, so that with heart-failure in a child enlargement of the spleen is less good evidence 
of fungating endocarditis than it is in a grown-up person. 


I. CHRONIC ENLARGEMENT OF THE SPLEEN. 


Chronic and very great Enlargement of the Spleen.—When the spleen is so large 
as to occupy half the abdomen or more, the diagnosis is generally easy. The largest of all 
spleens are those due to splenomedullary leukemia. The first step is to make a full examina- 
tion of the blood, including particularly total and differential leucocyte counts. If there 
is an extreme degree of leucocytosis, up to anything between 50,000 and 1,500,000 per 
c.mm. for example, the diagnosis is almost certainly leukemia, and if in the differential 
leucocyte count there are from 20 per cent to 50 per cent of myelocytes, it is of the spleno- 
medullary type, whilst if the lymphocytes amount to 90 per cent or more, the disease is of 
the lymphatic form, in which the lymphatic glands are almost certain to be enlarged as well 
as the spleen ; in some cases of lymphatic leukemia the latter may be scarcely enlarged 
at all, but in others it may be almost if not quite as large as in the splenomedullary type 
of the disease. For mixed leukemia, see ANa:MIA (p. 25). In the absence of any marked 
leucocytosis, or of characteristic differential leucocyte counts (see also ANa:mrA), the 
diagnosis of the nature of a very large spleen will depend in the first place upon whether 
there has or has not been residence in a malarial region—the fen districts of Great Britain, 
the tropics, or certain parts of Europe, particularly Italy. The ague-cake spleen of the 
fens is now very rare; it is more often found in chronic eases of tropical malaria, when 
the history may indicate its nature, and if the patient is having febrile attacks, the parasites 
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(Plaie XXVIII, Figs. A, B, C, D, Ep. 614) may be found in the blood. Recent investi- 
gations have shown that some, at least, of the enlarged spleens formerly attributed to 
malaria, are due to other infections. One of these has been differentiated clearly from 
the rest, namely Kala-azar, which occurs in India, particularly in Assam, in Africa, and 
in Sicily, and is diagnosed chiefly by the discovery of the Leishman-Donovan bodies in the 
fluid obtained by splenic puncture (Plate XXVIII, Fig. H, p. 614). 

Splenomegalic polycythemia is a rare affection of adults, characterized by more or less 
cyanosis (Plate XXX, p. 634) and symptoms which might suggest a cardiac lesion, together 
with more or less enlargement of the spleen, and polycythemia amounting perhaps to six, 
seven, ten, or even twelve million red corpuscles per c.mm. The malady is generally chronic, 
extending over years; with an insidious onset and slow progress. The first symptoms are 
vague, with progressive loss of working power, and some shortness of breath on exertion. 
Hemorrhages may occur early, or at any stage of the malady ; especially bleeding from 
the mouth, epistaxis, hemoptysis, hamatemesis, hematuria, or melena. Purpura is 
not common. The patient’s heart is generally hypertrophied and dilated to some extent, 
with or without a systolic apical bruit ; and the blood-pressure is above the normal—it 
may be anything between 150 and 250 mm. Hg. The patient does not usually waste. 
He may develop effusion into any of the serous cavities. The diagnosis is arrived at when 
polycythemia and enlargement of the spleen 
occur in the absence of any definite cause. 

Splenomegalic cirrhosis is an affection 
of children and young adults, in whom 
there are likely to be more or less jaundice, 
anzmia, lack of development, and ultimately 
ascites, as well as considerable enlargement 
of the spleen. There is a tendency for this 
malady to affect more than one member of 
a family, and this sometimes gives the clue 
to the diagnosis. When death ultimately 
ensues, in addition to the great enlargement 
of the spleen these cases exhibit more or less 
fibrosis or cirrhosis of the liver, and some- 
times the liver is indistinguishable from 
that of ordinary alcoholic cirrhosis. What 
relationship this malady has to ordinary 
alcoholic cirrhosis of the liver on the one 
hand, and to splenic anemia or Banti’s 
disease upon the other, is not clear; but 
owing to the enlargement of the spleen, it 
is differentiated as splenomegalic cirrhosis. 
Hemorrhages, particularly hematemesis, Fig. 267.—Splenic anemia: photograph showing the 
are not infrequent in this as in other forms outline of the spleen. There was severe chlorotic anemia 

: . : without leucocytosis ; the patient died, and at the autopsy 
of cirrhosis of the liver. The blood-changes there was no cirrhosis of the liver. 
are merely those of a simple chlorotic 
anemia. The diagnosis is afforded chiefly by the age of the patient, by the size of the 
spleen, and by the absence of any positive blood-changes, particularly if more than one 
member of the family is affected in the same way. The patient often lives for a number 
of years, and is able to work in spite of the complaint, until ascites supervenes. The 
fingers may be clubbed. 

Splenic anemia has been discussed under ANA:MIA (p. 37). The spleen is not as 
a rule very greatly enlarged, though sometimes it may be enormous (Fig. 267). The blood 
changes are simply those of progressive and severe anemia of a chlorotic type; even 
though there may really be a disease meriting the distinctive term, ‘ splenic anemia,’ 
not a few cases diagnosed as such on account of the co-existence of splenic enlargement 
with simple anemia, ultimately turn out to be cirrhosis of the liver. When that which is 
really cirrhosis of the liver is diagnosed in its early stages as splenic anemia, the condition 
is termed Banti’s disease. One particular variety of familial splenic anemia of young 
persons has been distinguished from the rest as Gaucher's disease. It runs a course very 
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similar to that of familial acholuric jaundice (see below), but is distinguished during life by 
the occurrence of a peculiar fat-like deposit under the exposed part of the conjunctiva 
external to the cornea; and after death by the presence of special Gaucher cells in the 

spleen and liver. It is rare. . 

Pseudo-leukemia infantum (von JAKSCH’S DISEASE) was until recently regarded as, 
apart from true leukemia, almost the only cause of very great enlargement of the spleen in 
young children (Fig. 18, p. 37). It is diagnosed by the severity of the anzemia, which is of 
the indeterminate chlorotic type without great leucocytosis, but with all the changes that 
are to be expected in any severe anemia (pp. 21, 22) developing in an infant of a year old 
or less, running a chronic course, but sometimes resulting in complete recovery. It is prob- 
able that von Jaksch’s disease (splenomegaly and anzmia in a child) is not a disease but a 
syndrome, and that it includes cases in which these symptoms are due to different causes ; 
in some this is congenital syphilis, as proved by Wassermann’s test ; others with a negative 
Wassermann reaction are probably related to the splenic anemia of adults; others are 
familial acholuric jaundice ; others, Gaucher’s disease ; while some are due to obscure 
causes not yet elucidated. 

One clinical point of interest which may assist some day in separating these cases 
into more definite groups is that some show undue fragility of the red corpuscles and others 
do not ; this fragility is tested by putting a drop or two of the patient’s blood into succes- 
sively weaker solutions of salt until the point at which laking occurs is found ; the nearer 
to normal saline this point is, the greater the fragility of the cells. In one group, with 
normal fragiity undue destruction by some toxic agent in the patient is taking place ; 
in another, the fragility of the corpuscles is a main cause of the anemia. 

Stills Disease is really subacute generalized rheumatoid arthritis of children (Fig. 
169, p. 877) associated with wasting, moderate enlargement of most of the superficial 
lymphatic glands, and in some cases considerable enlargement of the spleen. The latter 
is not essential, however, and in any case it is the affection of the joints that attracts chief 
attention. The patient may be completely crippled. 

Familial Acholuric Jaundice is in many respects similar to splenomegalic cirrhosis 
of children, described above ; without laparotomy, or post-mortem examination, it may 
be impossible to be certain whether the enlarged spleen is accompanied by cirrhosis or not. 
The disease affects several children in the same family as a rule, runs a chronic course, 
beginning soon after birth but permitting of survival for many years. The patient might 
be described as delicate rather than ill, with more or less anemia of chlorotic type, a facies 
reminiscent of that of pernicious anemia, no great wasting, a distinctly icteric tinge 
of the skin and conjunctive, without any bile-staining of the urine, which remains of a 
normal colour; considerable enlargement of the spleen and often of the liver also; some 
of these cases give a positive Wassermann reaction, others do not ; the congenital syphilitic 
type is held by some to be quite distinct from true familial acholuric jaundice. Splenec- 
tomy has cured a certain number of these cases. 

Egyptian Splenomegaly is a disease affecting natives in Egypt, clinically very similar to 
splenic anemia, but thought to be due to infection by a protozoon not yet discovered, 
though perhaps related to either malaria on the one hand or to trypanosomiasis upon the 
other. It runs a chronic course for some years, but ends like cirrhosis of the liver with 
ascites, pyrexia, and cachexia. The spleen may be enormous. 

Chronic Enlargement of the Spleen, the enlargement being of moderate size. 

It is clear that conditions which may sometimes produce great enlargement of the 
spleen must go through a phase in which the spleen is not yet enormous, and at this stage all 
those diseases that have just been discussed will come into the present group. The remarks 
already made need not be repeated here, however, for the diagnosis at the stage in which 
the spleen is yet only moderately big is arrived at in the way already described. <A blood- 
count is essential in order to exclude or diagnose leukemia ; parasites may be discovered 
to account for malaria or kala-azar ; and so on. The spleen is palpable in a considerable 
proportion of cases of pernicious anemia, but it is seldom greatly enlarged, and the 
diagnosis is arrived at by finding the blood-changes described under AN2&MIA (p. 24). 
In none of the other diseases mentioned in the list above are the blood-changes them- 
selves pathognomonic. 

The spleen of a small child is often just palpable without there being any disease at 
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SPLENOMEGALIC POLYCYTHAMIA 


The characteristic facies of splenomegalic polycythemia. 
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all: if it is more decidedly enlarged, the first suspicion will be that it is due to rickets or 
congenital syphilis. The bony changes, quadrate head, beaded ribs, large epiphyses, 
exaggerated curves of the long bones, particularly of the legs, delay in the closure of the 
fontanelles, and the pot-belly, will suggest rickets: it should be added, however, that 
owing to the eversion of the lower ribs along a line corresponding with the attachment of 
the diaphragm, and known as Harrison’s sulcus, the spleen often becomes unduly palpable 
in rickety children without being necessarily enlarged. Congenital syphilis may be 
suggested by a knowledge of the family history, by the occurrence of snuffles, of specific 
skin eruptions, and so forth; but in many cases the diagnosis will be one of surmise only. 
unless it can be confirmed by the specific serum reaction of Wassermann. Psewdo-leukemia 
infantum has been discussed above ; by some it has been regarded as in some way associ- 
ated either or with rickets, with congenital syphilis, or both ; but the most recent view is 
that it is due to some cause other than these, of a nature not yet known. 

Hodgkin's Disease, when it is typical, is associated with considerabie and progressive 
-Lympxatic GLAND ENLARGEMENT (p. 376), especially those of the neck, and later those of 
the axilla and groins, thorax and abdomen, together with moderate but seldom very great 
enlargement of the spleen ; without any anemia to begin with, but later with a progressive 
and ultimately severe anemia of the chlorotic type, with all the changes mentioned on 
pp- 21, 22; without leucocytosis, and with nothing characteristic about the differential 
leucocyte count, except that an occasional basophile cell or myelocyte may be seen. 
Hodgkin himself laid particular stress upon the changes in the spleen in this disease, but 
there can be little doubt that there are cases of a precisely similar nature in which there is 
much lymphatic glandular enlargement without enlargement ofthe spleen. An attempt 
is sometimes made to distinguish this type from that with splenic enlargement. by styling 
it lymphadenoma; but where lymphadenoma ends and Hodgkin’s disease begins, and 
vice versa, is by no means settled. It would seem much more likely that there is every 
degree of acuteness and severity between extremes that are wide apart. those cases which 
have lymphatic glandular enlargement and a rapidly fatal ending without leucocytosis as 
their most prominent feature being styled lymphosarcoma ; similar cases with the addition 
_ of enlargement of the spleen, but a fairly rapid fatal ending, being termed acute Hodgkin's 
disease ; others again, with enlargement of the glands without enlargement of the spleen 
and with rather greater duration, being termed lymphadenoma: whilst precisely similar 
cases with enlargement of both spleen and glands, and a duration of anything between 
several months and several years, are termed ordinary Hodgkin’s disease. One very 
important point to be realized about this disease is that the blood-changes in it are not 
pathognomonic even when they are severe. 

Cirrhosis of the Liver, by the time it has ended fatally, is nearly always associated 
with a spleen that is bigger than normal as judged by post-mortem weights. Clinieally, 
however, this enlargement can be made out only in a small proportion of the cases, and 
even in these the enlargement is seldom great. When, however, there is doubt as to the 
diagnosis, and cirrhosis of the liver seems to be a possible cause for other symptoms, such 
as H2ZMATEMESIS (p. 265), ASCITES (p. 43), JAUNDICE (p. 324), the presence of chronic 
but not very great enlargement of the spleen, without affection of the lymphatic glands 
and without pathognomonic blood-changes, is an additional argument in favour of the 
diagnosis. On the other hand, splenic enlargement is a very prominent and relatively 
early feature in a few cases, as in the splenomegalic cirrhosis of children (p. 372) and young 
adults ; whilst in some older patients, long before the hepatic changes themselves attract 
attention, the case may come under observation for anemia, with or without hzmorrhage, 
such as purpura, epistaxis, hematemesis, or the passage of blood per rectum : and a con- 
siderable enlargement of the spleen may be found. The blood-changes may be merely 
chlorotic, and in the absence of other definite signs or symptoms the diagnosis of splenic 
anemia, that is to say of simple anemia associated with an enlarged spleen, may be made ; 
many such cases ultimately turn out to be examples of cirrhosis of the liver—Banti's disease. 

Lardaceous Disease——A lardaceous spleen is not always large, but is frequently big 
enough to be palpable, and the liver is generally enlarged at the same time. The con- 
dition results from long-continued suppuration, discharging sinuses from empyema Or 
spinal caries, purulent cavities in phthisis or bronchiectasis, or from tertiary syphilis. If 
considerable enlargement of the spleen is associated with any of these it is probably due 
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to lardaceous disease. There is generally diarrhoea on account of affection of the intes- 
tines ; and polyuria and albuminuria owing to renal changes. The patient is weak, frail- 
looking, and bloodless. Blood-counts exclude leukeemia, and indicate more or less anzemia 
of the chlorotic type. The disease is very much less common than formerly, because 
modern surgical methods have done away with much of the persistent suppuration that 
was formerly common ; for the most part it is diagnosed by reason of there being obvious 
cause for it, especially prolonged sepsis or tertiary syphilis. 

Thrombosis of the Portal Vein as a cause for splenic enlargement can seldom be more 
than guessed at (see AsciTEs, Dp. 21): 

Pressure on the Portal Vein by enlarged lymphatic glands or by adjacent tumours, 
will almost certainly be associated with obstruction to the bile-duct at the same time, so 
that there will be jaundice, and probably also ascites, in addition to any splenic enlarge- 
ment ; the latter will be slight. 


II. ACUTE ENLARGEMENT OF THE SPLEEN. 


Acute Infectious Fevers. 

Typhoid Fever is the best-known febrile disease in which moderate enlargement of the 
spleen occurs. The organ is usually soft, so that in many cases only an increased sense of 
resistance is noticed on palpating close under the left ribs. The enlargement may be so 
slight that the organ may be felt only when the patient takes a deep breath, so as to push 
it down from under the ribs ; or it may be so big that its lower border reaches to the level 
of the umbilicus. If, in a case of obscure fever in which a continued pyrexia (Fig. 241, 
Pp. 565) is associated with a relatively slow pulse-rate, the spleen is found to be enlarged, 
the diagnosis of typhoid fever is very likely ; especially if there is a history of gradual onset 
with anorexia and lassitude, accompanied by headache and sometimes epistaxis, a gradual 
rise of temperature which, if it has been observed from the first, is seen to go up about two 
degrees every night, with a fall of one degree the following morning, until step by step it 
reaches 103° F. or 104° F., or even higher ; and perhaps no definite abnormal physical 
signs whatever except as regards the spleen, or a few rhonchi in the chest. The character- 
istic rash does not appear until the sixth day or later, when it comes out on the abdomen, 
sometimes also upon the chest and back, in the form of small, rosy-red, flattened papules 
which fade on pressure, come out in successive crops, and are seldom present to the 
extent of more than half a dozen or a dozen at a time. Widal’s agglutinating serum 
reaction should ultimately be positive in a dilution of 1 in 200 in half an hour, but it is 
generally the second week before this test is positive. Earlier confirmation of the nature 
of the fever may be obtained by the blood-count, there being no leucocytosis—indeed, 
sometimes LEUCOPENIA (p. 361)—whilst, unlike many febrile illnesses, typhoid fever pro- 
duces a relative increase, not in the polymorphonuclear cells, but in the small lymphocytes. 
Such blood-changes are in themselves almost pathognomonic, and they are obtainable 
before Widal’s reaction is to be expected, though the latter is the ultimate test of the fever. 
Typhoid bacilli may be recovered from the blood on special cultivation quite early in the 
attack, but this method of diagnosis is not resorted to often. When neither blood-count 
nor serum-test is possible, the diagnosis may not be cleared up until the third week or later, 
when sloughs from Peyer’s patches can be discovered in the stools. The ratio of the pulse- 
rate and temperature is of considerable value in the diagnosis, for in most cases the pulse- 
ratio is very low; for instance, with a temperature of 104° F., the pulse-rate may be only 
90 or 100 per minute, when the physiological ratio for this temperature is 120. Pneu- 
monia in its earlier stages may also produce a low pulse-ratio ; but the respiration-ratio 
is here increased, which is not the case in typhoid fever. The following figures illustrate 
these points :— 


(hs | et R. 
Physiological ratio a: re 2 104° F. és 125 ce eee 
Typhoid fever .. BA us ro 104° F. ae 90 on 30 
Pneumonia + J: oS - 104° F. we 100 re 40 


General tuberculosis may simulate typhoid fever in this respect also, and sometimes 
it is not possible to decide between the two until the case has been watched for some time. 
Paratyphoid Fever is closely related to typhoid fever, and the clinical symptoms are 
very similar ; the importance of distinguishing between the two lies chiefly in the carrying 
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out of Widal’s agglutinating serum reaction. It sometimes happens that in a case which, 
from a clinical point of view, is almost certainly typhoid fever, the serum will not cause 
clumping of Eberth’s typhoid bacilli; and so far as the bacteriological test goes, the 
diagnosis might remain altogether obscure unless the serum were tested also against the 
Bacillus paratyphosus A and the B. paratyphosus B. In a certain proportion of cases 
clumping will be obtained with one or other of these, the diagnosis of paratyphoid fever 
being based upon bacteriological rather than upon clinical conditions. 
enlarged in paratyphoid fever to about the same extent as in typhoid. 

Relapsing Fever is associated with considerable enlargement of the spleen. The 
disease is contagious, but nowadays rare, developing only under conditions of filth and 
famine. It is characterized by an acute onset, with chills, pains in the back, and a sudden 
rise of temperature. The latter remains high for six or seven days, and then falls by crisis. 
For about a week the temperature remains normal, and then it rises again as before, several 
such remissions and relapses succeeding each other and being pathognomonic of the disease 

(Fig. 5, p. 27). The pulse is rapid, and there is profuse sweating. Enlargement of the 
spleen is detected early. It is most conclusively distinguished from other diseases by 
examination of blood-films in which the Spirocheta obermeieri (Plate XXVIII, Fig. I, 
p- 614), will be found. 

Malta Fever is discussed on p.565; the splenic enlargement is similar to that of typhoid 
fever. 

Malaria.—Apart from the chronic enlargement of the spleen due to recurrent attacks 
of malaria, the spleen becomes enlarged and soft as the result of active hyperemia during 
acute attacks. ven when no splenic enlargement can be detected in the intervals, during 
the paroxysms the viscus can usually be felt projecting below the costal margin, presenting 
a soft and indefinite lower border. When the patient has more or less chronic enlargement 
of the spleen as the result of preceding attacks, each acute febrile paroxysm is associated as 
a rule with an additional swelling which passes off after the attack. For the characters 
of the fever, see pp. 29-32. The nature of the malady will be suggested by geographical 
considerations, or by the influence of quinine; but the only conclusive proof is the 
discovery in stained blood-films of the malaria parasites (Plate XXVIII, Figs. A, B, COD; 
p- 614). There is often marked anemia, especially in cases of recurrent malaria, the red 
corpuscles and hemoglobin becoming reduced as in chlorosis; the leucocytes are also 
diminished, and the differential leucocyte count shows a relative increase in the large 
hyaline lymphocytes up to even 15 or 20 per cent. 

Erysipelas is often associated with moderate enlargement of the spleen ; but the fever, 
rigors (Mig. 245, p. 568), and slightly-raised red spreading infection of the skin are suffi- 
ciently characteristic to indicate the diagnosis. 

Septicemia may be less easy to diagnose unless there is some obvious source of sepsis 
in the first instance, such as infection of the uterus after childbirth, sepsis in connection 
with the general peritoneal cavity, joints, wounds, and so forth. The chief difficulty arises 
in those cases in which the source of the sepsis is not obvious, being due to absorption from 
such lesions as pyorrhoea alveolaris, whitlows, acne, or other comparatively small super- 
ficial affections; or to deep-seated suppuration, such as a hidden empyema, infective 
pylephlebitis, infective cholangitis, pyosalpinx, and so forth. In some cases of chronic or 
subacute septicemia, enlargement of the spleen may be considerable, and the diagnosis 
of infective endocarditis will very likely suggest itself. Whether or not the heart valves 
are affected in these cases, the ultimate diagnosis will depend upon discovery of infective 
organisms in cultures obtained by venepuncture. 

Diphtheria, Pneumonia, Scarlet Fever, and Small-pox seldom give rise to very 
prominent splenic enlargement, and the only importance of it is that in the early stages 
of the malady detection of a spleen that is just palpable may temporarily arouse a suspicion 
that the patient may be suffering from typhoid fever. The course of the disease, bacterio- 
logical examination of swabbings from the throat, the physical signs in the lungs, and 
characters of the sputum and the skin rash, will serve to point to the correct diagnosis. 

Typhus Fever is fortunately very rare now, although there are small outbreaks of it 
in the poorer parts of large cities from time to time ; the spleen becomes soft and moderately 
enlarged, but less constantly so than in typhoid fever. The disease sets in more acutely 
than enteric, with chills early prostration, and a high temperature which ends by less 


The spleen is 
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marked lysis (Fig. 268) than does that of typhoid fever (Fig. 241, p. 565) ; and sometimes 
almost by crisis at the end of the second week (Fig. 269). The rash differs from that of 
typhoid fever, in that it appears on the fifth day, and consists of petechie and of dark-red 
groups of subcutaneous macules in addition to rosy-red papules on the surface. Nervous 
symptoms become very marked, especially at the end of the first week, the so-called typhoid 
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Fig. 268.—Temperature chart from a typical case of typhus fever ending by lysis rather than by crisis. 
(Chart kindly supplied by Dr. Turner, Med. Supt. of the South Eastern Fever Hosp., London.) 


state being an expression used to denote, not the condition that occurs in typhoid fever, but 
that which develops in typhus. There may be severe vomiting, and retention of urine, 
important symptoms that are rare in typhoid fever. There should be no positive Widal’s 
reaction, and no sloughs in the stools. 

Influenza is a diagnosis which should never be made except with very good cause, for 
many febrile illnesses in which the real cause escapes recognition receive the label influenza. 
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It is easiest to diagnose correctly in times of severe epidemic, and then slight enlargement 
of the spleen may occur in a few cases. This in itself is not important if influenza can be 
diagnosed with certainty on other grounds; but until the nature of the fever becomes 
obvious, it is important in that it may suggest typhoid when none exists. The sudden 
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Fig. 269.—Case of typhus fever, showing termination by crisis at the end of the second week. The majority of the 
cases exhibit a less abrupt ending to the pyrexia perhaps, but the above type is characteristic in some epidemics. 
(Chart kindly supplied by Dr. Turner, Med. Supt. of the South Eastern Fever Hospital, London.) 


onset, extreme prostration, high pulse-rate as well as temperature, initial chill, profuse 
sweating which comes on when the patient begins to improve, and the fall of the tempera- 
ture after an illness lasting from twenty-four hours to three or four days or a week, would 
all point to influenza. It may, however, be impossible to distinguish influenza from 
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typhoid fever until the course of the pyrexia has been watched, or unless typical Bacilli 
influenze are recovered in nearly pure culture from some secretion, such as the sputum. 
It is worthy of note that in influenza as well as typhoid there is no leucocytosis. 

General Tuberculosis may also simulate typhoid fever in certain cases, and enlargement 
of the spleen may result from the development of tubercles in it. When cerebral symptoms 
predominate, the diagnosis is relatively easy ; the headache may be equally severe in both, 
but with tuberculous meningitis there is more vomiting and more retraction of the head, 
whilst it is probable that optic neuritis, and perhaps choroidal tubercles, can be detected. 
Widal’s test will remain persistently negative ; there will be no rosy rash, probably no 
leucocytosis, and no sloughs will be found in the stools. In some cases, however, general 
tuberculosis produces a clinical picture that may be very difficult to distinguish from 
typhoid fever. Lumbar puncture may decide the diagnosis. 

Embolism.—Fungating endocarditis is nearly always associated with palpable enlarge- 
ment of the spleen, and sometimes the organ attains a considerable size (Fig. 270). As stated 
above, ordinary heart-disease with failure 
of compensation does not give rise to 
splenic enlargement that can be recog- 
nized clinically, except perhaps in chil- 
dren, notwithstanding the fact that one 
might have expected the backward pres- 
sure to cause the spleen to be big by 
being dilated with blood. Except in 
children, enlargement of the spleen in a 
heart case should always arouse serious 
suspicion of infective endocarditis. The 
enlargement may be due to embolism 
and infarction, in which case there may 
have been a history of acute pain low 
down on the left side of the chest, accom- 
panied by a definite rub due to peri- 
splenitis} over the infarct. The splenic 
enlargement in some cases, however, is 
due less to actual infarction than to the 
general toxemia; even when there has 
been an infarct it is not always easy to 
be sure of it. Fungating endocarditis 
sometimes develops without there being 
any bruit at all; the diagnosis is then 
exceedingly difficult unless the patient 
suffers from multiple emboli—cerebral, 
renal, intestinal, splenic, peripheral. 
Sometimes such an embolus may be 
followed by the development of an acute 
aneurysm—femoral, popliteal, cerebral 
Fig. 270.—Photograph showing great enlargement of both the and so forth. A cerebral embolism of 
spleen and liver in a case of fungating endocarditis (the same : : : . 
patient as in Fig. 236, p. 555, illustrating purpura). Note also this kind has sometimes resulted in 
ihe Ain noe Gute ar ci discernible in the left hand. sudden transient coma and hemiplegia : 

the patient has seemed to be recovering ; 
then in a day or two has relapsed into coma again, and died, the cause of the relapse and 
fatal ending being the development of an acute cerebral aneurysm at the site of the em- 
bolus, rupture of this aneurysm, and death from the resultant hemorrhage. Progressive 
anemia of the chlorotic type, without much leucocytosis, is another feature of these cases. 
The diagnosis must always be difficult when there is no cardiac bruit ; when there is a 
bruit, the difficulty is to determine whether the patient is suffering merely from mechani- 
cal heart-failure, or from fungating endocarditis superposed upon the chronic heart lesions 
(p. 34). 

Thrombotic infarction may cause acute splenic enlargement in almost any of the blood 
diseases, particularly in lymphadenoma and leukemia. 
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Neither Injury nor Strangulation of the spleen by its becoming twisted upon its own hilum 
is a very common event, and the latter is nearly always the result of injury. A blow in the 
splenic region may cause a rupture in the pulp of the spleen without bursting its capsule, 
and without obviously injuring the chest wall or abdomen. The bleeding that occurs 
within the capsule of the spleen itself causes great pain in the part and enlargement of the 
organ ; the diagnosis can seldom be more than guessed at unless laparotomy is performed. 
Strangulation of the spleen seldom occurs if the organ is in its natural position ; but when 
there has been previous dislocation, an abdominal injury, or sometimes a sudden spon- 
taneous effort, has led to its becoming twisted on its own hilum, the symptoms being such 
as to suggest an acute intra-abdominal condition requiring immediate laparotomy, but 
seldom pointing to the actual diagnosis until the laparotomy has been performed. 

Herbert French. 

SPONGY GUMS.—(See BLEEDING Gums, p. 72.) 


SPUTA vary enormously as to their amount, consistence, colour, and so forth; but 
by far the most important point about them in diagnosis is the determination of whether 
they contain.tubercle bacilli or not. There is no particular variety of sputum which can 
be said to be characteristic of pulmonary tuberculosis, although stress is generally laid 
upon the fact that phthisis with cavitation produces a nummular sputum—that is to say, 
sputum of which the individual portions expectorated tend, not to coalesce but to flatten 
out as separate round portions, if they are spat on to a flat, dry surface ; if expectorated 
into antiseptic fluid, they remain as more or less globular, separate masses. As a matter 
of fact, however, ordinary bronchitis may produce sputum possessing a typical appear- 
ance of nummularity, and it is most unwise to rely on the naked-eye appearances of sputum 
for any diagnosis except that of lobar pneumonia, when it may be typically viscid and 
rusty. It is in almost all cases essential to make films of the sputum, and to stain these 
for tubercle bacilli by the Ziehl-Neelsen method with carbol-fuchsin. . 

The carbol-fuchsin solution is made up of 1 gm. of fuchsin, 10 c.c. of absolute alcohol, and 100 c.c. 
of 5 per cent solution of carbolic acid in distilled water. The slide is covered by the stain in a 
suitable receiver, and held over a small Bunsen burner or spirit flame until the fluid steams briskly 
but does not actually boil. After immersion in this for five minutes at least, and it does not much 
matter if for longer, the excess of stain is poured off, the film washed in water, the excess of the 
latter drained off, and the slide immersed in 25 per cent sulphuric acid for about half a minute ; 
it is then transferred to water again, and recovers more or less of the red tint of the fuchsin ; if 
too little of this has been discharged, the slide is returned to the sulphuric acid for another period, 
and so on; when well decolorized, only the thickest parts of the film retain obvious red ; it is then 
counterstained by five minutes’ immersion in carbol-methylene blue, the excess of this stain being 
washed off with water, the film dried in the air, and either mounted in Canada balsam or else 
examined directly through cedar-wood oil; the tubercle bacilli (Plate XXVIII. Fig. K, p. 614) 
show up as bright-red rods in a blue field under the oil-immersion lens. 

The presence of acid-fast bacilli in an ordinary sputum film is very nearly proof posi- 
tive of tuberculosis of the lung, the only source of fallacy being the possibility of non- 
pathogenic acid-fast bacilli being derived from the mouth. It is very unlikely that this 
source of fallacy will persist from day to day, especially if care be taken to make the films 
from the interior of the sputum peilets. It should be remembered, of course, that the 
absence of tubercle bacilli, or rather their non-detection, is no proof of the absence of 
pulmonary phthisis, and if there is doubt, successive sputa should be tested in the same 
way. It should also be remembered that a lesion which may have been tuberculous 
originally, may in time lose its tuberculous character, the tubercle bacilli may die out, 
though the cavities produced by them still persist and become occupied by pyogenic 
organisms and their products. Many of the symptoms of phthisis itself are not due to 
tubercle bacilli directly, but rather to secondary infection by streptococci, staphylococci, 
pneumococci, micrococci catarrhales, and so forth; and the degree of this secondary 
infection may be gauged from the films at the same time as one looks for tubercle bacilli. 

It is also important to realize that a person may expectorate sputum containing 
tubercle bacilli in abundance every day for months, and yet may have precisely as much 
lung tissue left by the end of that time as at the beginning ; this is due to the fact that when 
cavities have been produced they are lined by granulation tissue, and it is possible for the 
discharge from the surface of these granulations to produce a continuous supply of sputum 
without the erosion of the lung tissue progressing. One sees a precisely similar state of 
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affairs in cases of some skin ulcers, which may discharge abundantly and yet remain much 
the same size for months. The best evidence of lung destruction is afforded by the dis- 
covery of elastic fibres (41g. 271) in the sputum ; if these are present there must be some- 
thing which is eroding the lung tissue, and if tubercle bacilli are present at the same time, 
the two together indicate advancing phthisis. The elastic fibres may be obvious when 
ordinary sputum is examined fresh after it has been 
pressed out between cover-slip and slide, but oftener they 
are more easily detected when a quantity of sputum has 
been boiled with strong caustic soda to destroy pus cells, 
mucus, and so forth, leaving the very resistant elastic 
fibres unaffected. Tubercle bacilli are also very resistant 
to the effect of strong alkali, and when they are suspected 
to be present but cannot be found without in some way 
concentrating them, it is a useful plan to boil the sputum 
with an equal amount of 5 per cent caustic potash, or with 
antiformin, to dilute the result with water, to centrifugalize 
it well, and make films from the deposit. There are various 

Fig. 271.—Elastic fibres from sputum. Other methods of obtaining concentrated bacilli from the 
te oe ee ee sputum, but this is one of the simplest. It should be borne 
eee French’s in mind that tubercle bacilli may be found even when the 

edical Laboratory Methods.) + 2 : 
sputum is exceedingly small in amount and apparently 
insignificant and mucoid. | 

For sputa containing blood, see Hamoprysis (p. 285). 

Viscid, Rusty Sputum is almost pathognomonic of pneumonia. As a rule the 
diagnosis of lobar pneumonia is fairly clear owing to the sudden onset of an acute 
pulmonary complaint associated with fine crepitations confined to one or more lobes, 
followed by dullness, with bronchial breathing, bronchophony, and pectoriloquy without 
rales; these being succeeded by redux crepitations, with a diminution in the broncho- 
phony, pectoriloquy, and bronchial breathing until normal voice and breath sounds are 
restored. Herpes labialis is common. The patient’s temperature, after maintaining 
a high level such as 103° F. or 104° F. for from five to ten or more days—usually about 
seven—falls by crisis (Fig. 272). The respiration rate is very rapid—for example, 40 per 
minute—during the height of the fever, and the skin is flushed, dry, pungent before the 
crisis, moist from profuse perspiration after it. The diagnosis is much more difficult in 
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Fig, 272 _—Temperature chart of an ordinary case of lobar pneumonia, showing a crisis on the seyenth day 
of the illness, and a slight post-critical rise on the followi ing day. 


some cases, however ; there are not a few patients in whom the consolidation is deep- 
seated, so that it does not come to the surface at all, and lobar pneumonia has to be 
diagnosed when there are no abnormal physical signs to be detected in either side of the 
chest. In such cases the general symptoms may suggest the diagnosis, and the sticky, viscid 
sputum, the colour of which is generally that of iron rust—but which may be any of the 
colours that a bruise may have, from bright-red or brown to greenish-brown, greenish, 
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yellowish, or even bluish-yellow—confirms it even when. the lung signs remain normal. 
The viscidity of the sputum in these cases is of as much importance as the colour. Films of 
it usually contain numbers of pneumococci (Plate XXVIII, Fig. O. p. 614); in exceptional 
instances pneumo-bacilli. When lobar pneumonia is due to the influenza bacillus, the 
sputum has not the viscid, rusty character as a rule, but is more like that of ordinary muco- 
purulent bronchitis. The presence of large numbers of pneumococci, however, or of any 
other micro-organism than the tubercle bacillus, is by itself no proof that these are the cause 
of the lung lesion, for even in the sputum of perfectly normal persons pheumococci and other 
bacteria are frequently abundant. It is quite possible for a patient who is dying of general 
miliary tuberculosis of the lung to have no tubercle bacilli in the sputum, but an abundance 
of capsulated pneumococci which may readily, when they are discovered, lead to an 
erroneous diagnosis. 

Influenza bacilli are exceedingly small ; but it is important that they should be looked 
for, both directly and by cultural methods, in all cases thought to be influenzal, before this 
diagnosis is regarded as established : even when influenza bacilli are found there is still 

‘the possibility that they may be an intercurrent infection in some other malady ; but it is 

so tempting to think of influenza when no other obvious cause for a febrile illness can be 
discovered, that it should not be diagnosed until influenza bacilli have been shown to be 
present. 

Abundance of Foul Sputum, especially when expectorated much at a time at com- 
paratively long intervals, is sometimes by itself a striking symptom, and it suggests that 
the patient is suffering from one or other of the following :— 


Bronchiectasis | An empyema ruptured into the lung 
Phthisis with cavitation Gangrene of the lung. 
Feetid bronchitis | 


It is sometimes very easy to distinguish between these ; with fibroid lung and bronchi- 
ectasis the patient is likely to have had symptoms periodically for a long while ; there 
will generally be CLUBBED Fincers (p. 111); the abnormal physical signs are confined 
to one lung as a rule, and especially to the lower lobe, with displacement of the 
heart towards that side; there will be deficiency of movement, resonance, and vesicular 
murmur in the affected lower lobe, together with either absence of voice sounds and of 
rales, or scattered foci of crackling rales, especially when the patient coughs, with broncho- 
phony, pectoriloquy, and bronchial breathing. If, on the other hand, the abundant and 
foul sputum is associated with abnormal physical signs in both lungs, and if the upper 
lobes are obviously more affected than the lower, if the patient has a strong tuberculous 
family history, and if tubercle bacilli are either now present in the sputum, or are known 
to have been present formerly,—the diagnosis of chronic phthisis with extensive cavitation 
and secondary infection of the cavities with pyogenic organisms is obvious. 

Feetid bronchitis is always a dangerous diagnosis to make, and the probability is that 
many cases so diagnosed have been examples either of deep-seated bronchiectasis, of 
phthisis with cavitation and secondary pyococcic infection, or of empyema ruptured into 
the lung. The latter is generally associated with hardly any abnormal physical signs, 
because if the original empyema had given rise to the ordinary signs it would have been 
diagnosed and relieved by operation ; an empyema may develop either between the lobes, 
or between the pericardium and the lung, or between the diaphragm and the lung, in such 
a way as to leave normal lung tissue all round the surface next the chest wall, so that the 
usual evidence of pus in the chest is entirely wanting. Even if abnormal physical signs 
are produced when the pus is kept in an abnormal position in this way, the needle may have 
to pass through so much tissue before the empyema cavity is entered, that the pus cannot 
be located: in either of these cases the empyema will, in the course of time, tend to 
ulcerate its way through the pleura and lead to the expectoration of large quantities of foul 
sputum at intervals as the empyema cavity re-fills. The diagnosis depends largely upon 
the exclusion of other causes of abundant foul expectoration, and perhaps upon the 
history of a preceding illness predisposing to empyema, for example lobar pneumonia. 

Gangrene of the lung may be simulated to some extent by bronchiectasis or by 
empyema rupturing into the lung; but generally speaking nothing but gangrene will 
produce so much stench. Foul though the sputum in bad bronchiectasis may become, 
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it seldom approaches the awful foetor of pulmonary gangrene. The history, moreover, is 
acute ; there may be some obvious cause for gangrene, particularly lobar pneumonia in 
a patient debilitated from some other cause, such as diabetes, or inhalation of foul particles 
after immersion in a dirty river, or as the result of disease of the mouth, throat, or cesoph- 
agus, or septic embolism of the lung from lateral sinus thrombosis. If any doubt remains 
as to whether lung tissue is being destroyed or not, elastic fibres can be sought for, their 
presence at once distinguishing between bronchiectasis or deep-seated empyema on the one 
hand and gangrene on the other. 

When a large quantity of pus is expectorated through the lung in a person who, having 
been in the tropics and having possibly suffered from dysentery, has since had symptoms 
pointing to hepatic trouble, the possibility that an amcebic abscess of the liver may have 
opened its way through the diaphragm into the lung will immediately occur to one, 
especially if the expectorated pus is tinged the colour of anchovy sauce. It might be 
thought that the Ameba coli would be found in it; but this is not the case, for this 
protozoon is not present in the pus of a hepatic abscess as a rule, but only in the granu- 
lations of the abscess wall. The sputum in these cases is not generally foul. 


The other abnormal features that may be exhibited by sputum are relatively un- 
common, and are of diagnostic significance only in exceptional cases. The serous, mucoid, 
muco-purulent, or purulent sputum of the various stages of acute and chronic bronchitis 
may arouse a doubt as to whether the patient has not a tuberculous focus ; repeated exam- 
ination will-fail to reveal either tubercle bacilli or elastic fibres, but it is to be remembered 
that a considerable minority of phthisical subjects seem not to expectorate the bacilli. 
Black sputum is common in those who live in smoky atmospheres, particularly in towns, 
colliery districts, and manufacturing centres. Other changes in colour may be due to 
hemoptysis, pneumonia, or hepatic abscess, which are all discussed above ; sometimes 
infection by the Bacillus pyocyaneus may produce greenish or bluish sputa which may 
alarm the patient, but which need not have any serious import, and red sputum simu- 
lating the hemoptysis of phthisis may be due to infection by pigment-producing bacilli 
such as the Bacillus prodigiosus ; phthisis may be diagnosed wrongly in such a case 
unless the most careful investigations of the sputa are made by cultural methods. 

Curschmann’s spirals (p. 153) and Charcot-Leyden crystals (p. 102) have been discussed 
elsewhere. 

Casts of the bronchial tubes are met with in very exceptional cases, and they are of two 
main types—namely, diphtheritic, and non-diphtheritic. The distinction depends on 
bacteriological examination ; histologically they consist of ill-defined exudate containing 
cells irregularly embedded in it. Non-diphtheritic casts are due to plastic or fibrinous 
bronchitis, a very rare disease of which the sputum is the diagnostic point. Two other 
rare causes for the expectoration of casts of the bronchi are lobar 
pneumonia, and the inhalation of blood from some other part of 
the lung in a case of hemoptysis, and its subsequent expectoration 
after it has clotted. 

Now and again a cretaceous pellet (Fig. 273) or a_ small 
caseous mass may be found in the sputum of a patient who either 
has pulmonary phthisis, as evidenced by the abnormal apical 
physical signs, and by the detection of elastic fibres as well as 
tubercle bacilli in the sputum, or in children as the result of the 

Es ened ; ulceration of a caseous bronchial gland into the trachea or a main 
ig. 273.—Caleareous concre- é ; 
tions from phtlisical sputum. bronchus, and then expectoration of its caseous or cretaceous 
~ contents. 

Another rarity which has occasionally been found in the sputum is a recognizable 
particle of new growth, the detection of which may be of material assistance in diagnosis. 

Chemical analyses are relied on by some observers in distinguishing tuberculous from 
non-tuberculous sputum, it being stated that expectoration containing coagulable proteid 
is more likely to be the result of tuberculous infection than is sputum which does 
not coagulate with heat. This distinction, however, is not universally accepted, and 
microscopical examination for tubercle bacilli is certainly a more reliable test in the great 
majority of cases. 
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The rarer bacteria and moulds that may be detected in the sputum by special bacterio- 
logical methods generally require very special investigation, including cultural tests by 
skilled bacteriologists ; one need not, therefore, enter into details here, though it may be 
well to enumerate certain micro-organisms which may be pathogenic in the lung in com- 
paratively rare instances—B. mallei, generally amongst workers in stables or otherwise in 
connection with horses ; Aspergillus flaous, A. niger, A. fumigatus, generally amongst those 
who have to do with the artificial feeding of pigeons and other birds ; Actinomyces or the 
ray fungus, in those who have had to do with barley in some way or another, or, as has 
recently been demonstrated, in those who are in the habit of holding cotton in their mouths, 
such as tailors and seamstresses. Besides these pathogenic micro-organisms, not a few 
others which are not actually pathogenic are to be recognized in the sputum when it has 
become secondarily infected in chronic cases. Penicillium glaucum, for instance, or Oidium 
albicans ; yeast and other moulds ; Micrococcus tetragenus ; or Oidium iropicale, a micro- 
organism similar to but culturally different from Oidium albicans, which has recently 


been reported to be a cause of lung lesions both in Europeans and natives in Ceylon, the 


symptoms suggesting phthisis, but the latter being excluded by the persistent absence of 
tubercle bacilli from the sputum and by the absence of reaction to tuberculin. 

Whooping-cough is sometimes difficult to distinguish from other colds and from 
bronchitis, and if the recent statements to the effect that it is due to the minute Bordet- 
Gengou bacillus prove true, bacteriological examination of the sputum may be of use in 
diagnosing this condition in doubtful cases ; the patient’s blood-serum may also give a 
positive clumping reaction with cultures of this organism. 

The lung fluke, Paragonimus Westermant, which causes hemoptysis in Korea, Japan, 
and parts of China, is to be diagnosed by the discovery of its oval, capsulated eggs in the 
sputum. Herbert French. 


SQUINT.—(See Srrapismus, p. 649; and DipLopta, p. 174.) 
STAMMERING.—(See Sprecn, ABNORMALITIES OF, p. 623.) 


STERILITY.—The differential diagnosis of the causes of sterility is often difficult, 
and although there are many well-defined conditions which give rise to it, there are numbers 
of cases in which no definite cause can be found. Further, we must not overlook the fact 
that the husband is responsible for a sterile marriage in one-fourth to one-third of the cases. 
This is a fact shown by many observers, and too often forgotten when investigating cases. 
Therefore, we must not consider a case to be complete unless the husband and his semen 
have been investigated. Many a woman has her married life made miserable, and is taken 
from doctor to doctor on account of sterility, when the husband really is to blame. 

The causes of sterility are shown in the table on the next page. From a study of it, 
it is clear that some of the causes of sterility are primary, whilst others are secondary. 
Thus absence of the uterus or infantile uterus means primary sterility, whilst hyperinvolu- 
tion, carcinoma of the cervix, etc., may occur in women who have had children, and only 
secondarily become sterile on account of these lesions. Further, some of these causes are 
common, or may be remedied ; others, on the other hand, are rare or absolutely incurable. 
Diagnosis is therefore of great importance, for it is far better to discover and remedy a 
defect early in married life, than to wait until the best years are soured and embittered 
by the longing for a child. Unfortunately, many patients, from various motives, put off 
the investigation too long. 

Congenital Lesions.—Some of the congenital lesions are diagnosed easily, such as 
closure of the hymen, absence of the vagina, or closure of the cervix, whilst absence of the 
essential organs often requires an anesthetic in order that a bimanual examination may 
be made satisfactorily. The infantile uterus and small adult type are very difficult to differ- 
entiate ; but in the former the body forms only one-third of the total length of the organ, 
whilst in the latter it forms two-thirds, both types of uterus being small in the antero- 
posterior and lateral dimensions, and only slightly shortened in the vertical. Of all the 
congenital lesions, the * cochleate’ uterus of Pozzi is the commonest cause of sterility, and 
is the most hopeful as regards treatment. The uterus is felt to be unusually curved ante- 
riorly, has a long conical cervix, and a small external os. In such an externally malformed 
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uterus as this it is possible that the internal structure is abnormal; the endometrium, 
perhaps, is unduly thin and fibrous, the muscle layers badly developed. The hypothetical 
change in the endometrium may be the essential cause of sterility : hence curettage for its 
complete removal forms an essential part of the treatment. The peculiar shape and curva- 
ture have long been considered a possible cause, preventing the entrance of spermatozoa 
into the cavity. Pseudo-hermaphroditism usually shows itself by shortness of the vagina, 
elongation of the clitoris, and the presence of glandular masses in the groins, which are 
almost always testes, proving that the subjects of it are really undeveloped males. 


LESIONS OF THE GENERATIVE ORGANS. GENERAL CONDITIONS. 


Congenital Lesions— Acquired Lesions— Old age 
Absence of uterus, tubes, Dyspareunia Obesity 
ovaries Vaginismus Anemia 
Closure of hymen, vagina, Salpingo-odéphoritis Nutritional disturbances 
cervix Uterine fibroids Incompatibility 


Pseudo-hermaphroditism Endometritis Absence of sexual feeling. 
Infantile uterus Cervical catarrh 
Small adult type of uterus Polypi 


‘ Cochleate ’ uterus 

Displacements 

Hypothetical changes in the 
endometrium. 


Carcinoma of cervix 
Carcinoma of fundus 
Ovarian tumours 
Acquired atresia of vagina 


a Cervix 
Genital fistule 
Hyperinvolution 
Astringent douches 
Deficient ovarian activity. 


In the male. 
Azoospermia 
Oligospermia 
‘Necrospermia. 


Acquired Lesions.—The differential diagnosis of the acquired lesions can only be made 
by complete examination of the patient by inspection, bimanual examination, and the use 
of the microscope to elucidate doubtful growths. Dyspareunia as a cause is dealt with in 
the article under this head (p. 193). Hyperinvolution is diagnosed easily ; it occurs always 
after a labour, and strictly means a continuance and progressive increase of the normal 
lactation atrophy of the uterus; the latter is felt to be very small bimanually, and the 
sound may pass only 14 inches in a marked case ; it is always associated with incurable 
amenorrhea. 

Deficient ovarian activity, whereby the Graafian follicles do not ripen or rupture, is not 
to be diagnosed by any of the ordinary methods we can employ, and it is doubtful whether 
a microscopic examination of the ovaries themselves would reveal the true condition. 
It is supposed to be associated with scanty menstruation or amenorrhcea for which no 
other definite cause can be found. Absence of ovarian activity must be the true cause in 
the general conditions which are outwardly shown by obesity, anemia, and disturbances of 
nutrition ; and it is a fact that some women have not conceived as long as they remain too 
fat, whilst loss of weight has in some cases been followed by conception. Incompatibility 
between husband and wife sexually is an ill-defined condition, which, however, is fully 
believed to be a cause of sterility. It is almost incapable of proof, for in the case of a sterile 
widow who remarries and conceives for the first time we have no proof that the former 
husband was capable of procreation. Absence of sexual feeling or the sexual orgasm, too, 
is not always a cause of sterility, for conception has occurred in women who are absolutely 
devoid of these feelings. On the other hand, most authors quote the case of a woman who 
conceived as a result of the only coitus at which an orgasm was experienced. The influence 
of age on child-bearing must not be forgotten, the liability to conceive falling rapidly every 
year over thirty. 

Sterility of the Male.—Finally, the examination of the husband and his seminal 
fluid should never be omitted unless there is some quite well-defined cause to be found in 
the wife. Assuming that the penis and testes are present, and that erections render the 
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sexual act possible, the seminal fluid must be examined carefully. The fluid should be 
collected in a condom by means of a normal coitus, and should be examined within twelve 
hours. It must be spread on a slide and examined with a high power of the microscope. 
There may be no spermatozoa present at all, the condition known as azoospermia, in which 
case the husband is incapable of procreation. There may be but few spermatozoa, and 
those exhibiting only feeble powers of movement : oligospermia. There may be plenty of 
spermatozoa present, but quite devoid of motility : necrospermia. It is unnecessary in 
this article to enter into the causes of these conditions. They are usually incurable, and 
consequently further investigation is unnecessary. Thos. G. Stevens. 


STERTOR is really another word for snoring; but it is commonly restricted to the 
heavy, snoring sound accompanying inspiration, produced not in the nose but by vibrations 
of the soft palate, generally when the patient is in a state of profound unconsciousness. 
It differs from stridor in that the latter is produced in the larynx. If, as is generally the 
ease, the patient is comatose, the presence or absence of stertor helps little in the diagnosis, 
which is discussed under the heading Coma (p. 117) Sometimes, however, without being 
comatose, the patient may have stertor during sleep, when he is suffering from the effects 
of drink or from any of the following :— 


Adenoids Paralysis of the soft palate 
Hypertrophied tonsils Post-pharyngeal abscess. 
Quinsy 


The. stertor in these cases is closely akin to snoring. The differential diagnosis 
generally becomes manifest when the interior of the mouth and the pharynx are examined. 
Possibly the condition most likely to be overlooked is post-pharyngeal abscess, but this 
should not be mistaken for anything else if a digital examination of the back of the mouth 
is made; moreover, except when due to tuberculous caries of the cervical vertebra, it is 
commonest in infants and quite small children, becoming rarer with each year of life. 

Herbert French. 

STIFF NECK.—This occurs in a number of diseases entirely different in character, 
and its significance may be either grave or trivial. It is rarely that stiffness is the only 
symptom, but it may be the first thing complained of, or it may be a complication arising 
in the course of a disease. It is not right to assume that the trouble is trivial, or vaguely 
to designate it as ‘rheumatic,’ without a thorough investigation. It is necessary first 
to inquire into the history, when it may become obvious that it follows, say, an injury, 
or has arisen during the course of some disease, and is not primary. Next examine the 
patient with the head and shoulders bared, and see whether there is any swelling or 
abnormality present, also the extent of possible movement, and whether or not, it is 
the movement that causes pain; if possible, locate the seat of the pain. Many further 
investigations may be necessary, e.g., examination of the throat for tonsillitis, the ear for 
suppurative otitis media, etc., according to the circumstances of the case. 

Exposure to Cold or Sleeping in a Cramped Position may give rise to a transient stiff 
neck associated with no other symptoms. There is generally a distinct history of the 
patient waking up in the morning with a stiff neck, and the diagnosis is made by exclusion. 

Inflammation of the Lymphatic Glands and the cellular tissues of the neck may cause 
local stiffness, whether the infecting focus be a boil or carbuncle, or a carious tooth, an 
inflamed tonsil, pediculosis capitis, or other similar cause. There is no spasm or rigidity 
of the muscles here, the neck can be moved quite well ; but it hurts to do so, and therefore 
it is held stiffly. The diagnosis is easy as a rule. 

Torticollis or Wry-neck is due to contraction of the sternomastoid muscle on one side, 
usually the result of an injury to the muscle caused by pulling on the aftercoming head in 
breech presentations. The muscle stands out as a tight band in the neck, and its contrac- 
tion leads to a characteristic deformity. The head is pulled down towards the affected 
side, and the face and chin are tilted towards the opposite shoulder. The movements of 
the head are necessarily restricted owing to the shortening of the one muscle, and in long- 
standing cases this leads to a marked asymmetry of the face. The consequences are not 
limited to the head and neck, for the spine shares in the general obliquity, and shows marked 
lateral curvature in old cases. 
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Spasmodic Torticollis is an unusual form due to spasms of the sternomastoid and other 
muscles of the neck. The spasms are intermittent, coming on suddenly with great pain, 
the affected muscles relaxing after a variable time. 

Cervical Caries.—The greatest care must be taken not to confound muscular rigidity 
with tuberculous disease of the cervical vertebre. In the latter, pain and rigidity are 
among the earliest signs ; the pain is increased by the least movement, and the child—for 
it is generally a child that is affected—takes the greatest precaution to avoid any move- 
ment, even holding the head between the two hands. The position of the head varies ; 
it is most often held very stiff and straight, the natural backward curve of the neck being 
lost. In the late stages there may be an angular or lateral curve. The distaste for move- 
ment is very well brought out when the patient is asked to look round—the eyes only are 
moved, or the whole body is rotated. Bearing the possibility of this condition in mind, 
there is not much difficulty in diagnosis, 
but in doubtful cases a skiagram should 
be taken. 

New Growth in one of the cervical 
vertebrae may cause progressive stiff 
neck, and generally much local pain on 
movement ; the diagnosis may suggest 
itself when the patient is known to have 
had a new growth elsewhere, especially 
a carcinoma of the breast or of the 
thyroid gland: cases of primary new 
growth of the vertebrae are fortunately 
rare, but myeloid sarcoma does occur ; 
it can generally be diagnosed only after 
the patient has been observed for a long 
time. The symptoms simulate those of 
caries. 

Infective Arthritis of the Cervical 
Vertebre.—F¥ollowing infective diseases 
such as scarlet fever, diphtheria and 
tonsillitis, especially in children, there 
may ensue a very chronic form of 
suppurative arthritis affecting one or 
several of the cervical vertebree, and 
going on sometimes to complete bony 
ankylosis. Similar stiffness of the back 
of the neck, especially its lower part, 
with pain on movement, is apt to occur 
in sufferers from rheumatoid arthritis 
(p. 341); it is due to infective peri- 
arthritis. of the vertebral joints, second- 
Fig. 274.—Spondylitis deformans. The patient was unable to ary to toxie absorption from such 


raise the head, though he could just nod and shake it slightly, oars : ; ‘ 
Except for the atlas and axis, the whole vertebral column was sources of chronic infection as pyorrhoea 


fixed, There was no affection of other joints in the body, and + ic 
the general health was good. ; alveolaris. 


Spondylitis Deformans causes fix- 
ation of the neck (Fig. 274), though the movements of nodding ‘yes’ and ‘no’ remain ; the 
nature of the case is at once indicated, however, by the fixation of the other regions of the 
spinal column also. 

Injuries to the Neck.—A stiff neck may arise from some slight injury, such as a blow 
or a sudden twist. This will be clear from the history. Severe injuries involving fracture 
or dislocation are almost always fatal: if not immediately, then in a few days. Arare injury 
that may not be fatal is unilateral dislocation of one of the cervical vertebre. This may 
result from a fall on to the head. From the start there are great pain and stiffness 
in the neck, the head being fixed immovably and turned to the opposite side to that of the 
displacement. 

Burns.—A self-evident cause of stiffness is the cicatricial contraction following a burn 
on the neck. 
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Stiffness and retraction of the head are important indications of meningitis, but they 
are by no means constant ; when present they are generally accompanied by other well- 
marked signs of meningitis. 

Stiffness of the neck is one of the earliest signs of tetanus ; it is rarely the only one, 
however. The trouble soon spreads to the jaw, causing trismus and other characteristic 


symptoms (p. 730). Geo. I. Gask. 
STOMACH, DILATATION OF.—(See Ditatration oF THE STOMACH, p. 173.) 


STRABISMUS—Squints may be classified, according to their direction, into convergent, 
divergent, or attitudinal ; according to their cause, into paralytic and non-paralytic (con- 
comitant). The diagnosis between paralytic and non-paralytic strabismus is, as a rule, 
easy. In a paralytic strabismus the convergence or divergence of the two eyes is not con- 
stant in amount in all directions, as the farther the eyes are moved over in the direction of 
the action of the paralyzed muscle the greater will be the deviation from parallelism. Ina 
-eoncomitant squint the eyes always bear the same relative position to each other in what- 
ever direction they are turned. 

The diagnosis of the cause of a paralytic strabismus, which is associated with DIPLoPi4, 
is discussed under that heading (p. 174). The causes of concomitant strabismus are usually 
—Error of refraction ; Failure of binocular vision ; Defective vision in one eye ; or the associ- 
ation of one or more of these conditions. The cause cannot be determined accurately 
without a careful examination of the ocular refraction under a mydriatic. In general terms 
it may be stated that convergent squints are, as a rule, due to hypermetropia, and diver- 
gent squints to myopia. Herbert L. Eason. 


STRANGURY differs somewhat from mere pain on micturition, in that, in addition 
to severe pain before, during, or after the act, the patient is troubled constantly by urgent 
and repeated necessity to discharge his urine, sometimes as often as every few minutes, 
yet without any satisfactory relief to his discomfort. The condition is also spoken-of as 
vesical tenesmus. Very little urine is passed each time ; sometimes the desire and the 
necessity are urgent when there is no urine in the bladder at all. The causes resolve them- 
selves into five groups, as follows :— 


1. Nervous Conditions, especially :— 


Hysteria | Irritable bladder | Tabes dorsalis 
Neurasthenia | | (vesical crises) 

2. Obstruction to the Urine Outflow, leading to Retention with Overflow :— 
Urethral stricture Extreme prolapse of the uterus and bladder 
Enlarged prostate Calculus impacted in the urethra 
Carcinoma of the prostate Inflamed urethral caruncle 
Retroverted gravid uterus Gonorrhcea 


Urethritis other than gonococcal 
Periprostatic abscess 
Periproctal abscess 


Impacted in 


Ovarian cyst the pelvis 


Uterine fibroid 
Ovarian carcinoma 


8. Local Affections of the Bladder Wall :— 


Tuberculous cystitis | Infiltration by— 
Papilloma vesice | Carcinoma of the uterus 
Carcinoma vesice Carcinoma of the rectum. 


Injury 
Acute cystitis 
Chronic cystitis 


4. Reflex Conditions :-— 
Inflamed hazmorrhoids Acute myelitis | Without infection of the 
Injury to the back _ Coli bacilluria | bladder wall. 
Tuberculous kidney, before the bladder 
is involved 


5. The effects of certain Drugs, especially : 
Cantharides Urotropine | Cystopurin 
Oxalic acid Helmitol | Hexamethylenetetramine. 


Turpentine | 


Most of the conditions mentioned above, and the methods of distinguishing between 
them, are discussed in the article on MrcrurITION, ABNORMALITIES OF (p. 393). Irritable 
bladder is discussed under the heading of Oxa.urtiA (p. 423). Two points of importance 
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deserve stress, however, and chief amongst these are the vesical crises of tabes dorsalis. 
The patient’s sole complaint may be that he can never be far from a lavatory because of 
acute and painful calls to empty his bladder at frequent intervals ; sometimes he has 
no sooner passed what is in his bladder than he has to run back and again do it, though 
there is no urine whatever to pass; and his vesical pains may be extreme. From loss of 
sleep his general health suffers, and he becomes anzemic and wasted to such an extent that 
carcinoma of the bladder or genito-urinary tuberculosis are simulated closely, and in some 
cases acute cystitis is diagnosed erroneously upon the symptoms alone. The true diagnosis 
will be suggested when it is discovered that the knee-jerks are absent and the pupils give 
the Argyll Robertson reaction; in some cases, however, the nature of the malady may be 
difficult to decide for a time, because crises of all kinds, like the lightning pains, are apt to 
develop in the earlier stages of tabes, when the knee-jerks are not yet absent. Both jerks 
should be tested, for there are a good many cases in which one knee-jerk is still present 
when the other has disappeared. A thorough examination of the urine and bladder should 
be carried out even if the patient is known to have tabes dorsalis, for he may have a gross 
lesion of the bladder in addition to his nerve disease; but this is unusual. The actual 
cystitis resulting from retention of urine with overflow is generally a late symptom, and 
not a relatively early one like the vesical crises, which are quite distinct phenomena. As 
time goes on the bladder crises may cease spontaneously just as the lightning pains, the 
rectal crises, and the other painful phenomena of tabes are apt to do. 

The other point that merits attention is the strangury that certain drugs produce. 
Cantharides is familiar in this respect, but more from its prominence in text-books upon 
forensic medicine than from its occurrence in actual practice. The same applies to oxalic 
acid and to turpentine. It is less recognized that certain drugs in common use may be 
responsible for very similar symptoms, in which respect wrotropine, helmitol, cystopurin and 
hexamethylenetetramine are important. These are all employed in the treatment of pyuria, 
as well as for gall-stones and other conditions. If given for pyuria, when there may have 
been frequent and painful micturition already, before any treatment is begun, the increased 
frequency and pain that sometimes ensue when any of the above drugs are administered 
are very apt to be attributed to an increase in the cystitis or other genito-urinary lesion, 
and the dose of the drug is increased instead of diminished. It may be only after the 
patient deliberately ceases to take the medicine that the fact of the increase in the symptom 
being due to the drug becomes obvious ; some cases develop strangury every time they 
take urotropine, and lose the symptoms a day or two after they have stopped the medicine. 
In some instances transient hematuria accompanies the strangury, and the danger always 
is lest these symptoms be attributed to the disease and not to the drug. Speaking gener- 
ally, it is in cases in which the urine is concentrated, or at least in small amount, that 
urotropine and its allies are most liable to cause strangury and hematuria. If the patient 
drinks excess of water, so as to dilute his urine, these symptoms often disappear. Some- 
times the patient can take helmitol with ease when he cannot bear urotropine, and vice 
versa. The important point is that urotropine and other drugs of like nature may be 
responsible for such strangury as may simulate local disease of the bladder, and unless 
this is borne in mind an erroneous diagnosis is liable to be made. Herbert French. 


STRIDOR is a term used to denote a harsh, vibrating noise produced as the air passes 
in or out of a partially obstructed larynx or trachea. It may be due to many different 
causes, which may be classified as follows :— 


1. Partial Obstruction Inside the Larynx or Trachea :— 


Mucus or muco-pus Caseous gland bulging or rupturing into 
Foreign body the trachea. 


2. Affections of the Wall of the Larynx or Trachea :— 


Diphtheria _ Secondary infection in cases of tuberculous, 
Acute cedema due to— ) syphilitic, malignant, traumatic, or post- 
Bright’s disease _ | typhoidal ulceration 
Potassium iodide _. Stenosis after tracheotomy or cut throat 
Irritant vapours such as ammonia or | Epithelioma of a vocal cord 
chlorine _ Fibroma of the vocal cords 
Acute laryngitis—streptococcal, pneu- | Epithelioma of the trachea 


mococcal, staphylococcal _ Syphilitic stenosis. 
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3. Swellings Outside Compressing the Larynx or Trachea :— 


Enlargement of the thyroid gland Epithelioma of the cesophagus invading 
Enlargement of the thymus gland the trachea 

Thoracic aneurysm Malignant glands in the neck 
Mediastinal new growth Cellulitis of the neck 

Post-pharyngeal abscess Erysipelas of the throat 


Angina Ludovici. 


4. Bilateral Abductor Paralysis of the Vocal Cords, generally due to syphilitic 
degeneration of the vagal-nuclear nerve cells. 


5. Unilateral Vocal Cord Paralysis in a few cases ; generally if one cord remains normal 
there is no stridor. The diagnosis of the causes is given on p. 494. 


Distinction is sometimes drawn between inspiratory and expiratory stridor, and stridor 
which is both inspiratory and expiratory ; but in practice such a distinction is not helpful. 
The main value of stridor as a symptom is that it indicates stenosis of the main air-passages 
by one or other of the above causes, except in those rare cases in which it is functional ; 
hysterical stridor ceases during sleep, is nearly always confined to the female sex, as a rule 
between the ages of fifteen and thirty, and is often associated with other functional nervous 
symptoms, such as globus hystericus and functional aphonia (p. 494). Stridor should 
never be diagnosed as functional, however, until every possible organic cause has been 
excluded. The differential diagnosis of the causes of obstruction to the main air-passages 
will be found discussed on page 418. Herbert French. — 


STUPOR.—(See Coma, p. 117.) 
STUTTERING.—(See Sprecn, ABNORMALITIES OF, p. 628.) 


SUCCUSSION SOUNDS may be heard when a part that contains any considerable 
bulk of both fluid and gas is shaken whilst the ear or the stethoscope is applied over the 
part. Sometimes the sounds are so loud that they can be heard at a considerable distance 
from the patient. A very good example of succussion sound is often afforded by 
the normal stomach after a quantity of fluid has just been swallowed. It is a mistake to 
suppose that gastric succussion sounds are evidence of abnormality ; they merely prove 
that the viscus contains fluid and gas at the same time; the gas may be due to fermen- 
tation, but it is often nothing but air that has been swallowed during drinking. The chief 
value of gastric succussion sounds is that, according to the position in the abdomen at 
which they can be heard, they afford some clue as to the position, and perhaps as to the 
size, of the stomach. They should not be heard lower than the umbilicus ; if they are, the 
stomach is either displaced downwards, or dilated, or both. 

Another variety of succussion sounds may sometimes be heard in the chest, especially 
in cases of hydropneumothorax ; when the patient deliberately oscillates his trunk to and 
fro, and then stops, the fluid and air can be heard making noises like those produced when 
a partly-filled barrel is moved about. Sometimes the fluid splashes up on to the collapsed 
lung and then drips off again into the pool at the bottom of the pleural cavity, each drop 
echoing in the cavity and producing a metallic clink like a bruit d’airain or coin sound. 
Similar succussion sounds may be produced by a pyopneumothorax or a hemopneumo- 
thorax, the difference between these being decided, as a rule, by exploratory needling. 

Succussion sounds other than those due to the stomach, or to gas and fluid in the 
pleural cavity, are uncommon, but the following is a list of the chief possible causes :— 


1. Causes of Succussion Sounds in the Thorax :— 


Hydropneumothorax | with the Bacillus coli communis, and 

Pyopneumothorax | containing gas and pus 

Hzmopneumothorax | Hydropneumopericardium 

Diaphragmatic hernia | Pyopneumopericardium 

Subdiaphragmatic abscess communicat- | A huge phthisical cavity beneath a thin 
ing with stomach or duodenum, and so | chest wall. 


containing air and pus ; or else infected | 


SUCCUSSION 


The normal stomach 

Dilatation of the stomach 

Enormous dilatation of the caecum 

Enormous dilatation of the sigmoid colon 

Enormous dilatation of some other part 
of the colon 


SOUNDS 


2. Causes of Succussion Sounds in the Abdomen :— 


(vi) Production of gas by the Bacillus 
coli communis, either in a local abscess 
(e.g. appendicular or subdiaphragmatic) 
or in the general peritoneum 

Subdiaphragmatic abscess communicat- 
ing with the interior of stomach 


Pneumoperitoneum, due to: (i) Perfor- 
ated gastric ulcer; (ii) Perforated 
duodenal ulcer ; (iii) Perforated typhoid 
ulcer of the intestine ; (iv) Perforated 
tuberculous ulcer of the intestine ; (v) 
Perforated malignant ulcer of the colon; 


Air and urine in the bladder (see PNrEu- 
MATURIA, p. 529) 

Infection of an ovarian cyst or other 
collection of fluid by a gas-producing 
micro-organism. 


Succussion Sounds in the Chest.—The diagnosis is not as a rule difficult. It is very 
rare indeed for a phthisical cavity to give succussion sounds; but should it do so, the 
phenomenon would be apical rather than basal, and thus distinguishable from most cases 
of hydro- or pyo-pneumothorax. It is possible for the latter to be apical, however, if old 
adhesions prevent the parietal and visceral layers of pleura from separating in the lower 
part of the chest, and then, if tubercle bacilli were found in the sputum, it would become a 
matter of opinion as to whether the sounds were produced in the pleural cavity or in a huge 
vomica. Hydro- and pyo-pneumcpericardium are very rare, and they are at once distin- 
guished by the extraordinary churning sounds made by the heart beating within the mixture 
of air and fluid. Survival is improbable. The cause is generally either an epithelioma 
of the cesophagus opening the pericardium from behind, a foreign body, such as a 
tooth-plate, ulcerating through from the cesophagus, or the opening of an_air- 
containing sub-diaphragmatic abscess through the diaphragm into the pericardium, or 
infection of the pericardial sac by a gas-producing organism such as the Bacillus coli 
communis. 

A subdiaphragmatic abscess containing air owing to communication with a hole in a 
gastric or duodenal ulcer, sometimes pushes the diaphragm up so high that the condition 
may be mistaken for hydro- or pyo-pneumothorax ; it may be possible to distinguish the 
two by knowing that the trouble began with gastric ulceration ; on the other hand, it may 
be impossible to tell which it. is until the position of the diaphragm is ascertained, either 
by the use of the a-rays, or by operation. When the trouble is subdiaphragmatic, the 
tendency is to displace the heart upwards rather than towards the opposite side of the chest, 
whereas the contrary is true of pneumothorax. 

Diaphragmatic hernia is very rare; it may be congenital, or it may be the result of 
severe Injury to the abdomen and chest. In neither case are the patient’s prospects of 
survival good. The exact diagnosis may not be arrived at without operation or post- 
mortem examination ; if the stomach is herniated into the thorax, however, the effects 
of eating and drinking upon the physical signs may point to the diagnosis, or the a-rays 
may be used to demonstrate the gastric shadow after the administration of bismuth or 
barium salts by the mouth. 

In most cases of hydropneumothorax there is little difficulty as to the diagnosis of the 
condition itself; it may be less easy to decide what the hydropneumothorax is. due to. 
If the onset has been sudden, with acute pain in the affected side of the chest, cyanosis, 
and dyspnoea, the commonest cause is phthisis. The sputum should be examined 
for tubercle bacilli. In some instances an injury may have been the immediate cause, but 
injury will very seldom produce hydropneumothorax unless there was already a tuberculous 
or other lesion in the lung at the time of the accident. Hydropneumothorax may 
result temporarily after paracentesis thoracis. If there has been bleeding at the same time, 
hemopneumothorax may be found, and it is common after bullet wounds of the chest. 
Hither a hydro- or a hamo-pneumothorax may become infected with pyogenetic organisms 
and converted into a pyopneumothorax. The diagnosis will be confirmed by needling the 
chest. Pyopneumothorax is apt to escape detection, however, because it arises when the 
patient is too ill to be shaken—in cases of gangrene of the lung for instance, resulting 
perhaps from lobar pneumonia, obstruction of a bronchus by a foreign body or a new 
growth, or the breaking down of an infective bronchopneumonia or pulmonary infarct. 
Generally speaking one may say that the existence of well-marked succussion sounds in 
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the pleural cavity of a patient who has sufficient vigour to shake his own body to and fro 
indicates hydropneumothorax of phthisical origin. 

Succussion Sounds in the Abdomen.—The first point in the differential diagnosis 
of succussion sounds in the abdomen is to decide whether the sounds are gastric or not. 
Generally this is obvious ; if there is doubt, the effect of putting more gas or more fluid into 
the stomach by taking a seidlitz powder in two halves, or by drinking a quantity of water, 
will usually so change the character and distribution of the sounds if they are gastric, that 
little doubt will remain; or the a-rays and bismuth method of demarcating the stomach 
may be employed. As has been mentioned, the existence of gastric succussion is no proof 
of gastrectasis ; if, however, the succussion sounds are audible over a larger area than the 
normal stomach should occupy, they afford valuable evidence of gastrectasis, and the next 
step will be to determine the cause of the latter. Dilatation of the stomach has three main 
causes, namely, atony, non-malignant pyloric obstruction, especially by a healed simple 
ulcer, and malignant pyloric obstruction by primary gastric carcinoma. 

The presence of visible peristaltic waves, or the occurrence of vomiting, will exclude 

simple atony, which can never be diagnosed with certainty until it is known that there is 
no pyloric obstruction. The latter will be indicated by the periodicity of the vomiting ; 
by the abundance of the fluid vomited being greater than the amount taken at the last 
meal; by the presence in it of particles of food eaten a day or more previously—ham, for 
instance, vomited on Tuesday when last partaken of on Sunday ;—by the visible peristaltic 
waves corresponding with the stomach ; and by the presence of sarcine in the vomit (see 
Fig. 121, p. 241). The most certain method of detecting pyloric stenosis, however, is by 
means of bismuth or barium and the a-rays, especially in those cases, not infrequent, in 
which vomiting does not take place in spite of great gastrectasis. 

There may also be evidence of delay in the absorption of substances that are 
not dissolved until they reach the pancreatic juice in the duodenum, tested for instance 
by giving methylene blue in keratin-coated capsules, and observing when the urine first 
begins to be blue. Keratin is not dissolved by gastric juice, but is by pancreatic ; if there 
is no evidence of pancreatic disease, delay of more than one to two hours in the first sign of 
blueness of the urine, after giving the capsules, indicates marked delay in their transit 
from stomach to duodenum. 

It is often a matter of extreme difficulty to decide whether pyloric stenosis is simple 
or malignant, though upon the whole the shorter the history, the older the patient, and the 
more definite the pyloric thickening or lump the more likely is the lesion to be carcinoma- 
tous. The latter may occur in quite young subjects, however, even between 20 and 30 ; 
and a long history does not exclude carcinoma, since some Cases of simple ulcer ultimately 
become malignant. Even when laparatomy is performed for the relief of the condition, 
its nature may not be obvious ; sometimes, indeed, post-mortem examination has failed 
to decide whether the stenosed pylorus was carcinomatous or not, until microscopical 
examinations have been made. It has been stated that if the gastric juice after a test 
meal contains a normal amount of HCl, the diagnosis is unlikely to be carcinoma, and vice 
versa ; but even this general rule has many exceptions (p. 270). 

The diagnosis of pyloric stenosis due to other causes than adhesions, a healed ulcer or 
a carcinoma is seldom possible without a laparotomy ; occasionally such out-of-the-way 
things as a calcified retroperitoneal cyst adherent to the pylorus and thought to have been 
a carcinoma pylori may be found. 

If there are well-marked abdominal succussion sounds that can be shown to be 
definitely not gastric, there are generally other well-marked signs and symptoms which 
materially assist the diagnosis. 

Succussion sounds in the general peritoneal cavity are excessively rare, for even though 
this cavity should contain both gas and fluid, for instance after perforation of a typhoid 
ulcer, the coils of bowel prevent the sounds from being produced readily. The list of causes 
given above indicates the conditions that may be present. It would clearly be next to 
impossible to diagnose most of them unless the previous state of the patient was known 
accurately, or unless exploratory laparotomy were resorted to. It is important to 
remember that the Bacillus coli communis produces gas, so that intra-abdominal abscesses, 
appendicular and otherwise, are not infrequently resonant. The occurrence, however, of 
marked non-gastric succussion sounds in the abdomen of a patient who is not acutely 
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ill will generally arouse a suspicion that there is distention with gas and fluid of some 
part of the large bowel, especially the caecum or the sigmoid colon. This distention will 
generally be the result either of chronic constipation (see p. 121) or of some cause of 
intestinal stenosis. 

In some cases that were formerly described as idiopathic dilatation of the colon, but 
which are now regarded as chronic volvulus of the sigmoid colon, the result of persistent 
constipation, the sigmoid dilatation may be so extreme that this part of the intestine bulges 
up as far as the diaphragm (Hirschsprung’s disease, see Fig. 55, p. 127, and Fig. V1, 
389) ; the occurrence of succussion sounds in such a dilated colon might readily lead to the 
erroneous diagnosis of gastrectasis ; the pear-shaped outline of the dilated viscus, and the 
fact that it is known to have come upwards from the pelvis, may indicate the true 
nature of the case, but sometimes the fact that succussion sounds are colonic and not gastric 
can only be determined by giving large doses of bismuth by the mouth and then outlining 
the stomach by the dark shadow cast by the bismuth under the a-rays. Herbert French. 


SUGAR IN THE URINE.—(See Grycosurta, p. 260.) 
SUPPRESSION OF URINE. 


(See ANURIA, p. 39.) 


SWEATING, ABNORMALITIES OF.—The functional disorders of the sweat-glands, 
sudamen (miliaria) and hidrocystoma, are dealt with from the diagnostic point of view in 
the article on VEsIcLES (p. 753). The other abnormalities require but the briefest notice 
in a work on diagnosis, for it is hardly possible to confuse them with each other or with 
any other conditions. In hyperidrosis the secretion of sweat is excessive, either over the 
whole skin or in some particular region, e.g., the palms and soles, and especially covered 
parts furnished with large sweat-glands, such as the axille and genital regions. Occasion- 
ally hyperidrosis is limited to the area of distribution of a particular nerve—the fifth, for 
example. In some cases a peculiar pink tint of the inner side of the palm and the ball of 
the little finger and thumb has been noticed. In rare instances hyperidrosis in delicate 
children is associated with granulosis rubra nasi, a condition in which the skin of the nose 
becomes intensely red, and is dotted over with minute deep-red specks and papules, the 
papules gradually developing into pustules which soon dry up. The cells around the sweat- 
ducts are infiltrated, and both ducts and coils, and also the blood-vessels and the lymphatie 
spaces of the corium, are dilated. This complication is distinguishable from rosacea by 
the age of the patient and the absence of telangiectases and of change in the sebaceous 
glands ; from eczema, by the absence of vesiculation and weeping, and its obduracy to 
local treatment ; from lupus erythematosus, by the absence of scales; and from lupus 
vulgaris, by the absence of apple-jelly nodules. The night sweats of phthisis, and those 
associated with rickets and with infantile scurvy (Barlow’s disease, p. 556), are not, as 
a rule, difficult to attribute to their cause. 

In anidrosis the secretion may be merely diminished or totally suppressed, and either 
the whole skin, or only some particular area, may be affected. The abnormality is rarely 
idiopathic, but is usually associated with ichthyosis, psoriasis, eezema, sclerodermia, bella- 
donna poisoning, with malnutrition or with disordered innervation; under the latter 
heading one may mention in particular the unilateral sweating of the face and head that 
accompanies irritation of the cervical sympathetic by an aneurysm, thoracic cyst, or new 
growth ; the outbursts of local perspirations, such as a band of sweating round the body, 
that constitute a rare symptom of tabes dorsalis—a sweating crisis; and the sweating of 
half the body—hemidrosis—that may be purely functional or hysterical phenomenon. 

Bromidrosis, or foul-smelling sweat, sometimes associated with hyperidrosis, may 
occur in connection with such general affections as acute rheumatism, ureemia, and scurvy, 
or following a serious illness like pneumonia, or may be idiopathic. Occasionally 
generalized, it is much more frequently limited to particular parts, such as the feet, the 
axilla, and the perineum. The foul smell is due to the growth of the Bacillus fetidus upon 
the sweat after exudation. 

In chromidrosis both sweat and sebum may be coloured, generally some shade of blue, 
but occasionally red, green, yellow, violet, and even black. The pigmentation is usually 
localized, the most frequent situations being the eyelids, cheeks, forehead, and side of the 
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nose; but occasionally the whole of the face and large parts of the trunk and limbs, and 
especially the axilla and groins, are affected. The condition is often a neurosis, but it 
may be due to the ingestion of copper (green sweat), or of iron (blue sweat), or to the action 
of cocci or the Bacillus pyocyaneus upon the sweat after secretion. The chief point in 
diagnosis is the exclusion of imposture. 

Hematidrosis, or bloody sweat, generally limited to particular parts, the face, hands, 
feet, navel, etc., may be a form of so-called vicarious menstruation, or an expression of 
emotional stress in highly-strung persons ; it is sometimes simulated by the presence in 
the sweat of bacteria producing a red pigment, such as the Bacillus prodigiosus. Uridrosis, 
in which urinary constituents are present in the sweat in abnormal quantity, is not an 
idiopathic affection, but an accompaniment of such grave conditions as cholera and uremia. 
It is quite unmistakable ; the sweat has a urinous odour, and white crystals will be seen 
on the skin. 

It is worthy of note that the sweat may have peculiar effects when the patient is taking 
certain drugs ; for example, persons whose occupation it is to make polished steel imple- 
“ments, may be discharged from their employment if they are taking mercury and iodide of 
potassium, because the articles they have polished go dull and spotty almost at once, in a 
way which does not result from ordinary perspiration. Malcolm Morris. 


SWELLING, ABDOMINAL.—This may be acute or chronic, general or local, and 
caused by abdominal accumulations that are mainly either gaseous, fluid, or solid. The 
position, physical consistency, and duration of abdominal swellings are their three 
outstanding clinical features for purposes of diagnosis. 


CLASSIFICATION. 
I.—Swellings in the Abdominal Wall. 


J1.—General Abdominal Swellings :— 
A. Mainly Gaseous— 


Surgical emphysema | Meteorism (p. 388) 
B. Mainly Fluid— 


Ascites (p. 43) Distention of hollow viscera 
Large cystic tumours Hydatid disease 


C. Mainly Solid— 
Obesity (p. 408) | Inflammatory deposits 
Constipation (p. 121) | New growths 
I11.—Local Abdominal Swellings :— 
A. Due to General Causes— 


Encysted ascites | Subphrenic abscess 
Tuberculous peritonitis | Phantom tumours 
Hydatid disease | Enteroptosis 


B. Due to Enlargement of Particular Organs. 


I. SWELLINGS IN THE ABDOMINAL WALL. 


Swellings situated in the abdominal wall itself can be recognized by their superficial 
position ; by their adherence to the skin, muscles, or fascia ; or by their not following the 
movements of the viscera immediately underlying the wall of the abdomen, to which they 
must therefore be superficial. But it may be impossible to distinguish between a fatty 
tumour in the deeper part of the wall, for example, and a fatty omental mass that has 
become adherent to the parietal peritoneum and so has practically incorporated itself 
with the abdominal wall. 

Inflammatory swelling of the wall may occur by infection from without or, less often, 
from within. Thus a liver abscess may cause extensive redness and swelling in the right 
hypochondriac region ; infiltration of the abdominal wall is often met with in operations 
for appendicular abscess ; in acute cases of Hodgkin’s disease and lymphosarcoma, tumours 
suggesting a subacute inflammatory process may occur in the abdominal wall, but they are 
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really localized lymphadenomatous or sarcomatous deposits, not due to infection, and are 
associated with gland enlargement in other parts of the body. Inflammatory swelling about 
the umbilicus is not rare in newly-born infants, due to the entrance of infection by way of 
the cord ; in stout uncleanly adults the umbilical fossa may be the seat of intertrigo, which 
becomes painful, swells, and suppurates ; but a far more serious umbilical inflammation 
may occur in patients, usually children, with tuberculous peritonitis ; a tuberculous mass 
in connection with the round ligament may break down, perforate at the umbilicus, set up 
a chronic discharge there, and ultimately establish a feecal umbilical fistula ; in rare cases 
a subdiaphragmatic or perigastric abscess may cause inflammatory thickening of the round 
ligament and umbilicus. 

(idema of the abdominal wall may be either local or general (see (EDEMA, p. 410). 

Tumours of the abdominal wall, excluding those due to inflammation, are rare except 
in certain situations. Lipomata and fibro-lipomata may occur in any part of it, and in the 
inguinal or femoral rings closely imitate omental hernias. Herniw are commoner, particu- 
larly at the umbilicus and in the groins; there is little likelihood that a definite hernial 
protrusion in any part of the abdominal wall will be overlooked, but minute hernias into 
the abdominal wall, such as may occur along the linea alba, especially above the umbilicus, 
at the femoral or inguinal rings, or along the linee semilunares, may suffice to produce 
complete intestinal obstruction and yet be small enough to demand very careful palpation 
for their discovery. 

In malignant disease of the stomach, pylorus, or region of the portal fissure generally, 
small secondary nodules may appear quite early at the umbilicus or in the round ligament 
just above it ; and this may occur before the primary tumour has given rise to any definite 
signs or symptoms. 


II. GENERAL ABDOMINAL SWELLING. 


A. Mainly Gaseous. — In certain cases of extensive surgical emphysema the fascia 
planes of the abdominal wall are invaded and dissected out by gas, which imparts to them 
a highly characteristic feathery, crepitant, and crackling feeling on palpation. The gas 
may have entered from wounds in the neck, thorax, or trachea, or it may have been gener- 
ated by gas-producing microbes in any abscess or focus of inflammation in the trunk or 
viscera, and have made its way thence into the abdominal wall. 

Distention of the intestines with gas is an event so common as to be familiar to all ; its 
diagnosis is discussed under METEoRISM (p. 388). In this condition the whole of the 
abdomen, or in special cases some part of it only, is distended, and on percussion gives a 
highly resonant or tympanitic note. It often happens that the outlines of the gas-distended 
viscera can be seen on the abdominal wall, particularly when it is looked at in an oblique 
illumination. The increased size of the inflated intestine is apt to produce displacement 
of the other viscera ; the dome of the diaphragm is pushed up into the chest, carrying the 
heart with it and shifting the apex-beat upwards ; the liver is similarly pushed up, and in 
addition it is often caused to rotate round a transverse axis, its lower anterior edge ascend- 
ing and its lower posterior edge descending, with the result that the area of liver-dullness 
in front is much reduced, or even lost altogether ;. but it is reduced only a little in the mid- 
axillary line so long as the gas remains in the intestine; and if the liver-dullness in the 
mid-axillary line disappears, the diagnosis of free gas in the peritoneal cavity is to be made. 

B. Mainly Fluid.—The diagnosis of the various causes producing accumulations of 
fluid in the peritoneal cavity is given under the heading AscIrTEs (p. 43). 

C. Mainly Solid.—In Osrsiry (p. 408) the abdomen may swell either in consequence 
of the deposit of fat in the abdominal wall itself, or as the result of fatty deposits behind 
the peritoneum generally, in the mesentery, in the omentum and appendices epiploice. 
In very fat patients it is rarely possible to diagnose the exact nature of an intra-abdominal 
mass by the usual methods of palpation and percussion, and without having recourse to 
exploratory laparotomy, because the abdominal walls are so thick. The frequency with 
which inconveniently large fatty accumulations occur in the abdomens of such persons 
must not be forgotten when the diagnosis of some vaguely-felt tumour within the abdomen 
has to be considered. 

In severe chronic cases of CONSTIPATION (p. 121), abdominal distention may result 
from accumulation of faeces in the large intestine, particularly when dilatation of the colon, 
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idiopathic or secondary, is present. The scybala can usually be felt, perhaps soft and 
plastic in the region of ‘the ascending colon, usually hard and nodular in the descending 
sigmoid and colon. Idiopathic dilatation of the colon (Hirschsprung’s disease) seems to be 
congenital, and is associated with much hypertrophy of the colon (Fig. 171, p. 389). A 
description of it will be found on p. 126. In older patients a very similar dilatation and 
hypertrophy of the colon may come on as the result of chronic obstruction about the lower 
end of the large intestine. As much as 47 Ib. of faeces may accumulate in the intestines of 
such patients. . 

In rare cases of chronic, particularly tuberculous, peritonitis, semi-solid inflammatory 
masses may bring about a general swelling of the abdomen ; the diagnosis is discussed 
under Ascrres (p. 47). General swelling of the abdomen may occur in malignant disease 
of the peritoneum, due in part to the growth of numerous secondary malignant nodules, 
in part to a concomitant ascites. The symptoms are often vague at first—loss of weight, 
strength, appetite, with indefinite abdominal disorders. The abdomen enlarges, and if 
there is not much ascites the secondary deposits can be felt obscurely through the abdo- 
minal wall. Occasionally they can be palpated in the abdominal wall itself near the 
umbilicus, or in the round ligament above it, or the urachus below. As the case progresses, 
emaciation becomes marked, the skin loses its elasticity and often develops a diffuse 
brownish pigmentation ; bedsores are not rare. The primary growth may be in any of the 
thoracic, abdominal, or pelvic organs, or in the mamma or testis. If any primary growth 
can be made out, the diagnosis will not be difficult, especially if glandular enlargements 
are found in the groins or axille, if the ascitic fluid is hzmorrhagic, and if it is found to 
contain multinuclear endothelial cells, and cells with atypical mitotic figures. Tuber- 
culous peritonitis can be excluded by means of the tuberculin test and by the result of 
injecting several c.c. of the ascitic fluid into guinea-pigs. 

Hydatid disease of the peritoneum is discussed on p. 49. 


Ill. LOCAL ABDOMINAL SWELLING. 


A. Due to General Causes.—It often happens that the causes which produce general 
swelling of the abdomen fail to do so in particular cases, and give rise only to a 
local swelling. Thus in encysted ascites, left behind after an acute diffuse peritonitis, or 
accompanying a chronic peritonitis, an accumulation of fluid bounded by fibrinous or 
fibrous adhesions between the adjacent viscera may be found in any part of the peritoneal 
cavity, but most often in the flanks and about the pelvis. If a good history of the case 
can be obtained, the diagnosis of the nature of such a cyst will at least be suggested ; the 
physical signs will be those of a fixed cystic or semi-solid tumour, and the diagnosis will 
often be obscure until laparotomy has been performed. 

Abdominal swellings of the most various size and position may occur in tuberculous 
peritonitis (p. 47, under AsctTEs). Many of them are composed of the infiltrated and 
rolled-up omentum, others of enlarged and tuberculous mesenteric glands, others of doughy 
masses of adherent intestine and fibrin. The amount of ascitic fluid varies widely in 
different cases. When there is much, and the patient is an adult, the diagnosis of cirrhosis 
of the liver is likely to be made ; when the peritonitis is dry (the obliterative form), the 
abdominal cavity may be smaller than normal, and occupied by a doughy, rather tender 
mass that presents areas of alternating resonance and dullness. The physical signs vary 
from day to day according to the amount and position of flatus in the intestine. The 
symptoms of tuberculous peritonitis are very variable; as a rule the patient is thin, 
anemic, seriously ill, with a drawn aspect ; abdominal pain and tenderness are usual, 
nausea and constipation with chronic intestinal obstruction are frequent ; in acute cases 
there is high fever, in chronic the temperature is not high, but irregular, or may even be 
subnormal. If there is ulceration of the large intestine, diarrhoea may occur, and blood 
may be passed in the motions. The discovery of tuberculosis in some other part of the 
body, or of a family history of tuberculosis, is strong argument for regarding a case with 
such signs as tuberculous. A general or patchy brown pigmentation of the skin is not 
uncommon. 

Single or multiple hydatid cysts may occur in any part of the abdominal cavity. 
Usually they are single, the large majority occurring in the liver; more rarely they affect 


the spleen, omentum, mesentery, or peritoneum. The cyst grows slowly and is spherical 
D 42 
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except in so far as it is moulded by the pressure of adjacent structures. It contains a clear 
saline fluid, in which may be found hooklets (Fig. 18, p. 49), and secondary cysts completely 
detached from the walls of the parent cyst. Until it has become large enough to cause 
mechanical obstruction and pressure-symptoms, the single hydatid cyst gives rise to little 
pain or complaint. It then produces a bulging of the overlying abdominal wall, smooth, 
rounded, more or less tense, dull on percussion ; if it is of a certain degree of tenseness 
it may yield the hydatid thrill—just as any other cyst may. Hydatid cysts in the 
mesentery, omentum, or peritoneum are often multiple, and may be felt as scattered, 
rounded tumours generally accompanied by ascites ; the disease runs a slower course than 
malignant peritonitis, and echinococcal cysts may be found in the ascitic fluid if it is tapped. 
As a rule, these are secondary after rupture (accidental or by paracentesis) of a primary 
cyst in the liver. They cause a slowly progressive enlargement of the abdomen, which 
appears to be filled with a solid or semi-solid mass ; if the individual cysts are large, they 
can be seen outlined on the abdominal surface, and can be felt. They are freely movable, 
and not connected with any particular viscus ; they do not, as a rule, give the hydatid 
thrill on percussion. Peritoneal hydatid disease is rare except in countries (Iceland, 
Australia, or South America) where the inhabitants live in close company with dogs that 
are the hosts of Tania echinococcus. Eosinophilia may be found, and when the cysts are 
living and active the patient’s blood-serum may give a specific hydatid precipitin reaction, 
though the absence of both this and eosinophilia does not exclude hydatid disease ; 
exploratory laparotomy may be necessary before the diagnosis can be established. 

Any part of the abdomen may swell from the formation of an abscess ; several forms 
of which are more or less localized, and are considered below (see B) ; others present more 
generalized abdominal signs and symptoms, and will for that reason be considered here. 
A subphrenic abscess is any abscess in contact with the under surface of the diaphragm 
except those situated in the liver or in the spleen. It is intraperitoneal in more than half 
the instances ; it contains gas in about half the cases. The simple or non-gaseous abscesses 
are generally the result of appendicitis or of suppuration in the liver, and so are usually on 
the right side of the body ; less often they are secondary to gastric or duodenal ulcer, or to 
suppuration spreading from the pancreas, kidney, Fallopian tubes, spleen, or thorax. They 
are deep-seated, and tend to produce abdominal swelling with signs and symptoms that 
are indefinite. The onset is insidious, often consisting in nothing more than failure to 
recover from the primary disorder—appendicitis, hepatic abscess—after it has been treated 
surgically ; the patient remains seriously ill, with fever and quick pulse, leucocytosis, 
and often a septic aspect. If the abscess is at the back the signs may point to pleurisy or 
pleural effusion, with the appropriate pain and friction sounds. If it pushes forwards 
the hypochondrium and epigastrium may bulge in front and become tender. The dia- 
gnosis of subphrenic abscess may be very difficult when there is no obvious antecedent to 
suggest its occurrence, especially if the abscess is behind and below the Jiver, and is 
complicated by pleurisy or empyema. If it is above the liver, it may be very difficult to 
say whether the pus is inside the liver or outside it, or both; enlargement of the 
liver downwards is in favour of intrahepatic abscess. Examination with the a-rays is 
often of great assistance ; but often it is necessary to give the patient a general anzsthetic 
and insert a long exploring needle successively into the intercostal spaces (tenth to sixth) 
in the scapular and mid-axillary lines. It must be thrust in deeply. As viewed by the 
x-rays the diaphragm is depressed by empyema or pleural effusion, elevated by subphrenic 
abscess, and immobilized by either. 

The gas-containing abscess or subphrenic pyopneumothorax is commoner in females 
than in males, and is usually due to the perforation of a gastric, or less often a duodenal, 
ulcer, or to appendicitis ; in rare instances it is secondary to an ulcer of the colon or 
even to a suppurating hydatid cyst. It is usually on the left side. When a gastric ulcer 
perforates, the onset is generally sudden, with acute abdominal pain and collapse ; but 
both the ulcer and its perforation may be latent, and nothing more than a history of chronic 
dyspepsia may be obtainable. The abdomen soon becomes distended ; hectic fever, with 
rigors, rapid pulse, leucocytosis, and shortness of breath, are the symptoms likely to 
appear. The physical signs, on the whole, resemble those of PNEUMOTHORAX (p. 580) ; the 
diaphragm is pushed up into the thorax, and the gas in the abscess-cavity below it causes 
the signs of pneumothorax to develop in the upper part of the abdominal cavity and the 
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lower part of the thorax. The picture is complicated by the fact that the inflammatory 
process habitually spreads through the diaphragm, so that the signs due to pleurisy, with 
or without effusion, are added. The diagnosis has to be made between this condition and 
true pneumothorax. The points that serve to distinguish the two are, that in pneumo- 
thorax the gas seems to occupy the whole of one side of the thorax, the heart is pushed or 
pulled over to the sound side, and the physical signs are limited to the thorax ; whereas in 
subphrenic pyopneumothorax the signs occur at the base of one or both lungs but not at 
the apex, the heart is displaced upwards but not to either side, and the upper part of the 
abdominal cavity is involved as well as the thorax. Examination with the v-rays is of the 
greatest service, for it shows that the gas-containing cavity is below the diaphragm and 
not above it ; the readiness with which the level of the fluid in the abscess changes as the 
patient alters his position can also be noted, and proves that the abscess-cavity contains 
gas as well as fluid. 

The abdomen is not infrequently the seat of phantom tumours. These are felt as fixed 
and more or less rounded smooth swellings, either in or immediately underneath the 
abdominal wall ; they are dull on percussion, and may be tender on palpation. They are 
caused by involuntary contractions of the muscles in the area in which they occur; they 
persist when the patient’s attention is distracted, and also during sleep, but disappear 
under a general anzsthetic. Phantom tumours are commoner in women than in men, 
and in the neurotic than in the stolid. They often persist for long periods, but may vanish 
when the patient believes that they have been cured. A phantom tumour in the region of 
the liver may simulate cholecystitis, hepatic abscess, or gumma ; in the left hypochon- 
drium, gastric carcinoma ; in the appendix region, an appendicular abscess ; above the 
pubes, pregnancy (pseudocyesis). 

In enteroptosis (Glénard’s disease), or downward displacement of abdominal viscera, 
any or all of the organs may slip away from their normal position and attachments 
(Fig. 56, p. 127). The diagnosis must be made by the discovery that one or more of the 
viscera is out of place, and is also abnormally mobile. 

B. The Regional Diagnosis of Local Abdominal Swellings.—For clinical purposes 
the abdomen may be subdivided into nine regions, by two vertical lines drawn through 
the middle of Poupart’s ligaments, and by two horizontal 
lines, one passing through the lowest points of the tenth 
ribs (the subcostal line), the other drawn at the level of 
the highest points of the iliac crests (Fig. 275). The 
viscera, or portions of viscera, commonly contained in 
the areas thus demarcated, are given in the table on 
page 660. 

The abdominal swellings that may be felt in and 
about these nine regions will now be considered seriatim, 
excluding the tumours situated in the abdominal wall 
itself that have been described under heading I. 
(p. 655). 


1. Right Hypochondriac Region. 


Most tumours in this area are connected with the 
liver or gall-bladder, and their diagnosis is discussed 
under Liver, ENLARGEMENT OF THE (p. 366), and GALL- 
BLADDER ENLARGEMENT (p. 252). 

To regard the firm and rounded swelling produced by 
the upper segment of the right rectus abdominis muscle 
as evidence of tumour, enlargement, or induration of the 
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liver or gall-bladder, is a mistake easily and frequently Fig. 275.—The regions of the abdomen 
for the significance of the numerals, see the 
made. table on page 660. 


Tumours in connection with the hepatic flexure of 
the colon, excluding scybala, are rare. Scybala may be recognized by their general shape, 
by the ease with which they can be moulded or indented by the pressure of the fingers, 
and by their being dispersed by a purgative. Carcinoma or tuberculosis of the colon may 
produce a palpable tumour here; and so may an intussusception. The diagnosis must 
rest upon the previous history and the course of the disease. 
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THE NORMAL CONTENTS OF THE ABDOMINAL REGIONS. 


1. Right Hypochondriac | 2. Epigastric 3. Left, Hypochondriac 
Liver | Liver | Liver 
Gall-bladder | Stomach and pylorus | Stomach 
Hepatic flexure of colon | Transverse colon | Splenic flexure of colon 
Right kidney | Omentum | Spleen 
| Pancreas | ‘Tail of pancreas 
Duodenum | Left kidney 


Kidneys 

Suprarenal capsules 
Aorta 

Lymphatic glands 


4. Right Lumbar | 5. Umbilical | 6. Left Lumbar 


Riedel’s lobe of the liver | Stomach Descending colon 
Ascending colon _ Duodenum Small inte.tine 
Small intestine Transverse colon Left kidney 
Right kidney | Omentum 
Urachus 
Small intestine 
| Kidneys 
| Aorta 
Lymphatic glands 


7. Right Inguinal 8. Hypogastric 9. Left Inguinal 
Caecum | Small intestine Sigmoid flexure of colon 
Vermiform appendix _ Sigmoid flexure Lymphatic glands 
Lymphatic glands Distended bladder 

Urachus 


Enlarged uterus and adnexa 


Tumours of the kidney or suprarenal gland rarely present themselves in this region 
of the abdomen. 

2. Epigastric Region. 

Abnormal lobes in the liver, tumours in either of its lobes or in its faleiform or round 
ligaments, may be felt here. 

In thin people and children the curvatures of the normal stomach when it is full may 
often be seen dimly outlined in the epigastrium, the lower curvature habitually, the upper 
less often, and the gastric succussion-splash can often be elicited here in healthy persons 
as well as in those with dilatation of the stomach. An epigastric splash is usually gastric, 
but may be colonic. In dilatation of the stomach due to obstruction at the pylorus (caused 
in infants by spasm or hypertrophy of the pylorus, in adults by malignant or cicatricial 
stenosis), waves of peristalsis travelling from left to right may be seen in the epigastrium. 
Similar waves, but travelling from right to left, occur in the colon of patients with 
obstruction in the rectum or sigmoid (see below). Tumours of the stomach, usually 
carcinomatous, rarely sarcomatous, or due to inflammatory deposits round a gastric ulcer 
may sometimes be felt here, particularly when the patient takes a deep breath and 
drives the abdominal viscera down from out the cover of the diaphragmatic dome ; it 
must not be forgotten that the normal pylorus can sometimes be felt in an infant, 
child, or thin adult, as a rounded finger-like mass deep in the right side of the epigas- 
trium. The connection of a gastric tumour with the stomach can often be made out more 
clearly if that organ is inflated with gas; or by the method, little used in this country, 
of gastrodiaphany. Examination with the a-rays after the administration of a bismuth 
or a barium sulphate meal is often of great assistance in obscure gastric cases, and should 
always be employed. 

The transverse colon goes across the lower part of the epigastrium in some.cases, more 
usually across the upper part of the umbilical area. Its sacculations and peristalsis are 
often outlined on the abdominal walls of pot-bellied rickety children or of thin adults- 
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particularly when they are flatulent or constipated. In acute or chronic obstruction the 
peristalsis becomes much more marked. Tumours of the transverse colon are very rare, 
except the common occurrence of scybala in it; a few cases of chronic hyperplastic 
tuberculosis of this part of the colon have been recorded, with great diffuse thickening 
of its wall and stenosis of its lumen. 

Swellings in connection with the omentum lie below the colon and in immediate relation 
with the anterior abdominal wall, in front of the mass of small intestine. In tuberculous 
peritonitis it often forms an irregular rope or mass composed of inflammatory tissue, cheesy 
tubercle, or encysted exudate, that may lie in the epigastrium, or extend into any of the 
regions of the abdomen—when the diagnosis of malignant disease of the intestine or some 
other viscus may possibly be made. Similar nodular enlargement and deformity of the 
omentum is common in chronic peritonitis of any sort ; and it may become the seat of an 
abscess in cases of perforated gastric ulcer. Cysts of the omentum, single or multiple, are 
not very rare, and are often inflammatory in origin. Tuberculous or inflammatory 
masses of omentum often adhere freely to the anterior abdominal wall as well as to the 
neighbouring viscera. 

Swellings derived from the pancreas push forwards from the depths of the abdominal 
cavity towards the epigastric and the upper part of the umbilical areas, and present 
themselves as deeply-seated vaguely-felt masses on palpation. They have the stomach, 
or the stomach and colon, in front of them, and are fixed to the posterior abdominal 
wall; they are usually made out best by examination under an anesthetic ; they move 
little on respiration, and often transmit from the adjacent aorta a non-expansile pulsation. 
They are separated from the liver and from the spleen by areas of resonance. These 
swellings may be carcinomatous, in which case wasting, anemia, and jaundice are likely 
to be observed, with death in a few months’ time ; or due to chronic pancreatitis, when the 
course of the disease will be slower and there will be more epigastric tenderness and pain, 
with clayey stools and perhaps intermittent jaundice, a positive Cammidge’s reaction 
(p. 100), or glycosuria. In acute pancreatitis the swollen pancreas has only exceptionally 
been palpated before laparotomy ; the main symptoms are acute epigastric pain, vomiting, 
constipation, fever, and proneness to collapse, simulating in part acute intestinal obstruc- 
tion and in part acute peritonitis, so that immediate laparotomy is usually resorted to 
and the diagnosis established by the discovery of opaque yellow patches of acute fat necrosis 
in the omentum and elsewhere within the abdomen. 

Pancreatic cysts, so-called, are often cysts not in the pancreas but in its neighbour- 
hood, and therefore better called peripancreatic cysts. Pancreatic cysts proper are single 
or multiple retention-cysts, usually the result of chronic pancreatitis ; they form deeply- 
seated, smooth, rounded tumours, possibly giving a feeling of fluctuation. At first they 
occupy the lower epigastric or hypochondriac regions; but if they enlarge much they 
may fill the whole upper part of the abdomen, or extend down to the pubic symphysis 
or flanks. The symptoms of chronic pancreatic disease should be present—chronic 
indigestion, the passage of pale and bulky stools, glycosuria, perhaps jaundice from time 
to time if pancreatic calculus is present. Peripancreatic or retroperitoneal cysts, due to 
accumulations in the lesser sac of the peritoneum, or to growths originating in residues 
of the Wolffian body behind the peritoneum, may produce apparently identical cysts ; 
the evidences of chronic pancreatic disease should be absent in these cases, but the 
diagnosis may be impossible until laparotomy has been performed. Cammidge’s urinary 
reaction (p. 100) is said to be of assistance in diagnosing these cases. 

Swellings in connection with the duodenum are felt in the right side of the epigastric 
and umbilical areas, and are usually due to primary malignant disease. In many cases 
they escape palpation because they are so deeply placed, and they usually have to be 
diagnosed from such conditions as cancer of the stomach, pylorus, pancreas, bile-ducts, 
and portal fissure generally, not by their physical signs but by the general symptoms and 
progress of the disease. A growth in the first part of the duodenum produces symptoms 
like those of cancer of the pylorus—wasting, anemia, progressive dilatation of the stomach 
with visible peristalsis, attacks of copious vomiting, and occasional hamatemesis perhaps ; 
the motions contain bile, but the vomit does not ; jaundice is absent unless there are 
secondary growths in the portal fissure. Malignant disease of the second part of the 
duodenum, in or involving the biliary papilla, soon produces obstructive jaundice and 
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distention of the gall-bladder, and often leads to suppurative cholangitis, whereas cancer 
in the head of the pancreas or bile-ducts produces steady jaundice and is not followed by 
suppuration in the bile-passages. Cancer in the third part of the duodenum or below the 
bile papilla produces duodenal stenosis, with dilatation of the duodenum and stomach 
and frequent vomiting ; but in this case the vomit is habitually bilious and contains the 
pancreatic ferments. If there is no stenosis, the bilious vomiting will be less, and the case 
may be indistinguishable from one of cancer of the stomach. In most of these cases the 
exact diagnosis is more often made post mortem than ante mortem. 

Swellings in connection with the kidneys and suprarenal capsules occur in the 
epigastrium only after they have reached a considerable size. They rise up out of the 
loin and flanks, and their diagnosis is considered below. 

Enlargement of the spleen may bring its blunt anterior end or its notched upper edge 
into the epigastric area. The splenic swelling always lies in contact with the anterior wall 
of the abdomen, with the stomach above and behind it (see SPLEEN, ENLARGEMENT 
OF THE, p. 628). 

In every region of the abdomen lymphatic glands abound, and any of these may become 
palpable in cases of Hodgkin’s disease, tuberculous peritonitis, or malignant disease. The 
enlarged glands are felt as nodulated chains or masses, usually hard and rounded, but 
softer and even cystic if their contents caseate or break down into pus: they may also 
calcify, when they become hard and stony. The enlarged glands that will be felt in the 
epigastric area are those connected with the stomach, liver, and mesentery ; the diagnosis 
must be made on general and anatomical lines (see LympHaric GLAND ENLARGEMENT, 
p. 376). 

3. Left Hypochondriac Region. 


An abnormally lobulated liver may make a superficial tumour in this area continuous 
with the main mass of the liver in the epigastric region. In the same way, a tumour in 
the left lobe of the liver may project superficially into the left hypochondrium. 

Part of the stomach lies in this region normally ; the diagnosis of gastric swellings 
has been considered above. A gastric tumour may often be differentiated from a 
tumour of the adjoining spleen by the fact that while the spleen is anchored at its hilum, 
and so is capable of but little movement, the stomach is highly mobile, changing its position 
with the position of the patient, and also in accordance with its fullness and distention. 

The diagnosis of a tumour of the splenic flexure of the colon—scybalous, tuberculous, 
or malignant—is considered above (see 1 and 2). 

The diagnosis of the various causes of enlargement of the spleen is discussed under 
SPLEEN, ENLARGEMENT OF THE (p. 631). The tumour is usually to be recognized by the 
fact that it comes down from under the left costal margin in direct contact with the anterior 
abdominal wall, descends on inspiration, has a smooth surface, and a notched upper and 
inner margin. In exceptional cases, however, the enlarged spleen seems to adopt a more 
compact and cubical form in place of its usual elongated prismatic shape, and also to lie 
back in the loin and left lumbar region instead of occupying the anterior and upper part 
of the abdominal cavity ; it then simulates a tumour of the left kidney or suprarenal body, 
and unless the blood and leucocyte count give a definite lead the diagnosis may be settled 
only by a laparotomy. Conversely, a spleen-shaped hypernephroma or suprarenal tumour, 
or a calculous and cystic kidney, may easily be mistaken in an anemic patient for an 
enlarged spleen, unless the possibility of the error be kept in mind. 

Tumours of the pancreas and retroperitoneal cysts may project into the left hypochon- 
drium (see 2 above). 

Tumours. of the left kidney and suprarenal body rarely appear in the left hypochon- 
drium unless they are very large (see 6 below). Unless very large, they have the stomach 
or the stomach and colon in front of them, and so are variably resonant on percussion— 
according to the amount of gas in those viscera—and are also less distinctly palpable than 
tumours arising from the spleen, stomach, colon, or omentum, that may be felt in the same 
situation. 


4. Right Lumbar Region. 


When the liver is abnormally lobulated, either congenitally or as the result of tight 
lacing, a thin flange of liver-tissue, known as Riedel’s lobe, may be met with as a superficial 


SWELLING, ABDOMINAL 663 


tumour, continuous with the liver above it, in this region. Sometimes it is freely movable, 
and then may be mistaken for a movable kidney or for a dilated gall-bladder. 

The ascending colon can usually be palpated and rolled under the fingers as a tube- 
like structure at the confines of this and the umbilical region ; when empty and contracted 
it may feel almost rod-like. Its contents are usually fluid, but it may contain semi-solid 
or solid fsecal masses that can be moulded by pressure, in constipated patients. In patients 
with obstruction lower down, it may be greatly distended, and show sacculation and visible 
peristalsis. It may become much thickened with inflammatory tissue, or even come to 
lie in an abscess of its own production, in pericolitis, perityphlitis, typhlitis, appendicitis, 
‘and hyperplastic tuberculosis of the colon, forming a thickened and tender mass immedi- 
ately under the abdominal wail ; the patient will be more or less acutely ill, with local pain 
and tenderness, constipation, often vomiting. In the more chronic of these cases, the 
diagnosis of malignant disease of the colon will often be suggested. 

General thickening of the ascending colon, with tenderness and characteristic mucous 
or blood-streaked stools, is common in muco-membranous colitis, in dysentery, and in 
‘ulcerative colitis. The first of these is met with in nervous constipated women ; dysentery, 
amcebie or bacterial, is caught abroad, and is commoner in men than women ; while ulcera- 
tive colitis, whether it be dysenteric or no, is a severe and progressive painful diarrhcea, 
often associated with vomiting and irregular fever, that commonly leads to emaciation 
and death from exhaustion or intestinal hemorrhage in a few weeks or months. 

The ascending colon can be felt as a sausage-shaped tumour in acute, subacute, and 
chronic ileocsecal and ileocolic intussusception : at first in the right flank, then extending 
across the abdomen above the umbilicus, and finally down the left flank and into the pelvis. 
The chief symptoms are spasmodic abdominal pain, vomiting, the passage of blood and 
mucus by the rectum, and tenesmus ; the palpability and consistency of the elongated 
tumour vary according to the degree of muscular spasm in it. 

The small intestine is but rarely the cause of abdominal swelling in this region, 
excepting when it becomes the seat of enteric intussusception. 

Tumours in connection with the right kidney and suprarenal body usually make their 
first appearance deep down in this region, having the ascending colon and small intestine 
in front of them. They can be lifted forwards en masse from behind by a hand placed at 
the back of the loin. For their diagnosis see KIDNEY, ENLARGEMENT OF (p. 352.) The 
lower pole of the right kidney can be felt in normal persons on deep abdominal palpation ; 
but when the kidney is abnormally mobile, the whole of it may be felt, and in rare cases it 
may be found in any of the adjoining abdominal areas. The shape and consistence of the 
movable kidney are characteristic, and the patient complains of a peculiar sickening sensa- 
tion when it is grasped bimanually ; in the lesser degrees of mobility it disappears readily 
into its normal position under cover of the diaphragm, and ceases to be palpable until the 
patient drives it down again by a deep inspiration. As regards its diagnosis, the movable 
right kidney will hardly be mistaken for anything else in this region ; on the other hand, 
Riedel’s lobe of the liver, the enlarged gall-bladder, feecal accumulations or a cancer of the 
ascending colon, and omental masses, have all been mistaken for it, although they are 
all superficial to the kidney, and lie in contact with the anterior abdominal wall. Other 
wandering tumours, e.g., of the ovary, Fallopian tube, mesentery, hydatid disease, may 
give rise to the same error if reniform. 


5. The Umbilical Region. 


Examination with the a-rays after a bismuth-meal has shown that the normal stomach 
is a far more mobile organ than was formerly supposed, and that in health its lower margin 
often descends even below the level of the umbilicus ; but if much of it habitually occupies 
the umbilical region, it is probably dilated to a pathological degree, either from atony or 
from pyloric obstruction (Fig. 276). 

Tumours in connection with the transverse colon have been considered under the head- 
ings 1 and 4 above. 

Tumours in connection with the omentum are common in this region: those arising 
from the small intestine are rare. Both are superficial, and their diagnosis has been given 
above (see 2). 

Abdominal swellings in connection with the wrachus, which runs from the umbilicus 
to the bladder, are considered below (see 8). 
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Swellings arising from the duodenum, kidneys, suprarenals, pancreas, and mesentery, 
may all present themselves in the deeper parts of the umbilical region, usually as more or 
less fixed masses arising from or connected with some definite part of the posterior wall of 
the abdomen. Their diagnosis will depend mainly upon the success with which the origin 
and connections of the tumour can be made out ; if the patient is fat, or if relaxation of 
the abdomen cannot be obtained, palpation under a general anesthetic may be desirable. 
Consideration must also be given to any general symptoms such as may point to renal 
calculus, hydronephrosis, pancreatitis, for example. 

The aorta bifureates half an inch below and just to the left of the umbilicus. In thin, 
nervous, and excited patients, particularly young women, great pulsation of the aorta 
can often be felt in the umbilical and lower epigastric areas, and may lead to the wrong 
diagnosis of abdominal aneurysm. Careful examination will almost always show that 
this pulsation is no more than a throbbing, an 
up-and-down movement as the patient lies, 
without lateral expansile pulsation. Aneurysm 
of the abdominal aorta is very rare; it is 
seen in patients who have had syphilis, and is 
commoner in men than in women. The aneu- 
rysmal sac is distinctly larger than the normal 
aorta, and presents diagnostic expansile lateral 
pulsation met with in no other condition. These 
abdominal aneurysms often leak into the retro- 
peritoneal tissues ; large irregular clots of blood, 
weighing several pounds and of the most varied 
extent and distribution, may form gradually in 
the flanks, pelvis, and back of the abdomen 
generally, causing the patient great pain by their 
situation and rendering him anemic and breath- 
less. The abdominal aneurysm also causes pain 
and stiffness in the back by eroding the bodies 
of the vertebree upon which it presses. 
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6. Left Lumbar Region. 


: 
\ 


The enlarged spleen (see 3) may intrude 


/ = = ees . into this aréa; it forms a firm mass, duil 
= = ———— F ee ; 

i, — on percussion, and is in contact with the ab- 
Sar _———- dominal wall, driving the splenic flexure of the 
Pi ie ie colon inwards or downwards before it. The 

Fig. 276.—Idiopathie dilatation of the stomach. : , i 
The organ post mortem almost filled the abdominal spleen, when enlarged, comes down into the 
cavity.—Introduction to Surgery (Rutherford Morison). abdomen in front of all the other structures in 


the left side, and its abdominal dullness is con- 
tinuous with its thoracic dullness, which extends back and up into the axilla along the 
line of the ninth or tenth ribs. Tumours of the stomach, omentum, suprarenal, kidney, 
or descending colon, may all be in contact with the anterior abdominal wall, and though 
usually nodular and irregular, may present a smooth and spleen-like surface on palpation. 
They may be distinguished from the enlarged spleen by the fact that they produce no such 
typical area of thoracic dullness in continuity with the dullness of abdominal tumour : 
while the renal and suprarenal tumours may in addition be shown to occupy the back of 
the loin, so that they can be tilted forwards by the fingers placed behind just outside the 
edge of the erector spine muscles, and so pushed against the other hand, which is placed 
on the anterior surface of the loin. A suprarenal tumour may be associated with sexual 
precocity (see Figs. 174, 175, p. 408). 
The diagnosis of tumours of the small intestine, kidney, and suprarenal gland in this 
region has been given already. 


7. Right Inguinal Region and Right Iliac Fossa. 


Abdominal swellings in the right inguinal region are rarely confined to it, and usually 
extend into the outer part of the hypogastric region, occupying what may be described 
somewhat indefinitely as the right iliac fossa. 
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New growths, inflammatory thickenings, and abscesses in connection with the cecum 
and appendix may all extend into this region of the abdomen, giving rise to more or less 
acute and severe abdominal symptoms—pain, fever, vomiting, constipation, with a tumour 
in the right iliac fossa. The physical signs are very variable, depending on the extent 
and acuteness of the process, the degree to which the abdominal wall can be relaxed, the 
exact position of the tumour—an abscess to the inner side of and behind the caecum and 
appendix may lie too deeply to be felt per abdomen. The rare condition of sarcoma or 
lymphosarcoma of the caecum may be associated with fever ; the tumour is soft, and the 
diagnosis of some chronic inflammatory condition will probably be made. A cecal car- 
cinoma is usually a harder mass and of slower growth ; it tends to constrict the bowel, with 
the result that feecal accumulation occurs behind it, and so the new growth may be over- 
looked when the hard mass of impacted feces is discovered. The diagnosis of appendicular 
abscess has been made in patients with movable right kidney during a Dietl’s crisis ; fever 
is usually absent in the latter; careful examination will generally show that the tumour 
in the right iliac fossa is an enlarged and movable kidney, and a history pointing to inter- 
-mittent hydronephrosis, with polyuria after the acute attacks, should be obtainable. 
Inflammation of the right ovary or tube, or ovarian neuralgia occurring with the catamenia, 
may all give rise to symptoms in nervous patients that closely simulate those of appen- 
dicitis; and if scybala are present in the caecum, vaguely fel: 
as a tumour through the rigid abdominal wall, the mistakea 
diagnosis of appendicitis may easily be made; but as a rule 
pelvic symptoms and signs will be found, and pain be felt in the 
pelvic region and the lower part of the back ; the diagnosis will 
be cleared up by a vaginal or rectal examination—which, 
indeed, should never be omitted when there is any doubt as to 
the exact causation of an inflammatory swelling in the iliac 
fossa—and by the previous history of the case. 

Inflammatory swellings and abscesses in the right iiiac fossa 
may arise in connection with psoas abscess, abscess originating 
in the sacro-iliac joint, hip-joint, or ilium, and from the swelling 
or breaking down of lymphatic glands (the external iliac) infected 
from some perhaps trivial wound in the leg or perineum. The 
symptoms of bony disease about the hip or the pelvic girdle will 
be present ; the leg will be held more or less stiffly in some 
abnormal attitude of flexion and inversion to relieve the pain, 
and movement of the leg will be painful. Unless local pert- 
tonitis is present, there will be none of the special symptoms 
that point to appendicular or cecal disease. 


8. Hypogastric Region. 

in rare instances, tumours arising in the small intestine, and 
more often the sausage-like swelling of an enteric intussus- 
ception, may be felt in the hypogastric area (see 4). ‘Tumours 
extending into it from the iliac fossee are described under |» 
headings 7 above and 9 below. 

In infants, the bladder reaches half way to the umbilicus 
when moderately full, and does not fall below the pubic sym- Fig. 977.— Idiopathic dilatation 
physis when empty. In the adult, the distended bladder is a IR eee baer 
common hypogastric swelling, particularly in females with tumour occupying the lower part 

¢ 5 : : of the abdomen.—/ntroduction to 
retroverted gravid uterus, or in males of about sixty with Surgery (Rutherford Morison). 
enlargement of the prostate; it may reach up as an ovoid 
elastic mass arising from the front of the pelvis almost to the umbilicus under conditions 
that are in no way pathological, as well as when the retention is due to some pathological 
cause. Such a distended bladder (Fig. 277) has been tapped as ascites, operated upon 
as ovarian or urachal cyst, and diagnosed as the pregnant uterus: mistakes that are not 
likely to occur if these possibilities be remembered, and are put out of court by micturition 
or the use of a catheter before the diagnosis is made. 

The urachus is a fibrous cord running in front of the peritoneum from the top of the 
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bladder to the umbilicus, in the middle line ; it sometimes becomes the seat of cyst-forma- 
tion, more often in women than in men. The urachal cyst is a rounded tumour lying 
between the umbilicus and pubes, soft or firm according to the tension of its contents ; 
it may produce hypogastric pain. It must be distinguished from encysted tuberculous 
peritonitis, from ovarian cystadenoma, and from the distended bladder. 

Abdominal swellings arising from the uterus, ovaries, tubes, and uterine ligaments may 
all rise up out of the pelvis and present themselves as swellings in this region, and, as they 
grow larger, may spread into the whole or any part of the abdomen. While they are 
comparatively small and manifestly connected with some intrapelvic organ, their origin is 
not difficult to determine; their diagnosis is considered under SWELLING, PELVIC (p. 688). 
But when they have grown up into the abdomen, or have acquired a long pedicle, or have 
become fixed by adhesions to some distant part of the abdominal wall or to some other 
viscus, perhaps causing it to become inflamed and impairing its functional activity, these 
pelvic tumours may give rise to signs and symptoms suggesting any disease rather than 
one that is pelvic, and the true diagnosis may be very difficult to make. The possibility 
of pregnancy in the female should always be remembered. 


9. Left Inguinal Region and Left Iliac Fossa (see 7 above). 


The sigmoid flexure of the colon can be felt normally as a tube-like cord passing from 
the left lumbar region down into the pelvis, and rolled under the fingers. It very frequently 
contains hard ovoid scybalous masses. In rare instances it may be uniformly thickened 
and tender in consequence of chronic inflammation, tuberculous or otherwise. It is 
occasionally the seat of cancerous new growth, when the patient will complain of chronic 
intestinal obstruction, with cachexia, tenesmus, and the passage of blood-stained stools, 
phenomena that may also be met with in hyperplastic or stenotic tuberculosis of the sigmoid. 

The left iliac fossa may be the seat of abscess or inflammations similar to those 
described under 7 above. In addition, suppuration around an exaggerated colonic diverti- 
culum, with symptoms not unlike those of appendicitis on the wrong side, has been known 
to occur ; such a condition has been spoken of as acute diverticulitis of the colon. 

A.J. Jex Blake. 

SWELLING, AXILLARY.—Swelling in the axilla is due in the great majority of 
cases to enlargement, from one cause or other, of the lymphatic glands ; a subsequent 
abscess, either acute or chronic, is frequent. Any other form of tumour is distinctly rare. 
In examining a case, therefore, these two causes should be uppermost in the mind, and 
indeed, on inspection only, the diagnosis may be obvious, e.g. :— 

Acute Abscess may be recognized at once by the well-marked signs of local. inflam- 
mation and the general febrile disturbance. There is one form of acute abscess that may 
not be obvious, namely, one situated in the upper part of the axilla and covered by the 
pectoral muscles. On account of its distance from the surface the local signs of inflam- 
mation may not be great, though the general signs are marked. There will be great 
disinclination to move the arm on account of pain, and there is usually some cause, such 
as a whitlow on the finger, to account for the trouble. It must be remembered, however, 
that the abscess may be ‘residual’; that is to say, the original source of infection, such 
as the whitlow, may have healed completely two, three, or even more weeks before the 
axillary abscess declares itself. Occasionally an empyema points in the axilla ; there 
are generally, but not always, abnormal lung signs to suggest the diagnosis. 

Chronic or Tuberculous Abscess forms a singie fluctuating swelling which, if large, 
may extend upwards under the pectoralis major. Owing to the fact that few, if any, of 
the local signs of inflammation may be present, difficulty arises in distinguishing this form 
of abscess from a soft: lipoma. The duration and the rapidity of growth of the swelling 
are a good guide, for though the duration of a chronic abscess may run into months, it 
does not exist for years, as does a lipoma. 

Enlargement of the Lymphatic Glands.—Next, supposing that examination proves 
that the swelling is not an abscess, attention should be directed to ascertain whether it 
is glandular, and it is therefore necessary to recall the anatomical position of the glands. 
The axillary lymphatic glands are ten to twelve in number, and are arranged in three sets. 
One chain surrounds the axillary vessels and receives the lymphatics from the arm; a 
small chain runs along the lower border of the pectoralis major as far as the mammary 
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gland, receiving the lymphatics from the front of the chest and the breast ; the third chain 
is placed along the lower margin of the posterior wall, to receive lymphatics from the 
integuments of the back. If the glands are affected in any way, all need not necessarily 
be enlarged, but it would be extremely unusual if only one were picked out, and commonly 
two or three, or one entire group, are affected. Therefore axillary swellings due to glandular 
enlargement are almost always multiple, and are situated in the part of the axilla where 
glands are normally present. This may not be quite accurate when much inflammation 
has occurred around the glands and they are matted together, as happens with tuberculous 
infection ; but even then the mass may be felt to be made up of many glands. For the 
differential diagnosis of glandular swellings, see LympHatic GLAND ENLARGEMENT (p. 376). 

Primary Tumours of the Axilla are distinctly rare. 

Lipoma is the most common. It may attain a large size and extend up under the 
pectoral muscles. It should be diagnosed by its long history, slow growth, definite outline, 
and free mobility. When very soft, the tumour may give the feeling of fluctuation, and 
so be mistaken for a chronic tuberculous abscess. The skin wrinkles when one attempts 
to raise it away from the tumour. 

Cystic Hygroma of the axilla is very rare. It is usually congenital. It forms a soft, 
fluctuating, painless swelling, which sometimes grows rapidly. It may easily be mistaken 
for a lipoma. 

Primary Malignant Tumours may arise, but are of extreme rarity. 

Aneurysm of the Axillary Artery does occur, but is uncommon. It is easily recognized, 
because it is comparatively superficial and it gives an expansile pulsation, synchronous 
with the heart’s beat ; the veins of the forearm may be distended on account of pressure 
on the axillary vein, and the radial pulse on the affected side is diminished in size and 
delayed. There may be a definite history of local injury, or in cases of apparently 
spontaneous aneurysm there may be signs or symptoms of fungating endocarditis (p. 34). 

George E. Gask. 


SWELLING ON A BONE.—It is presumed that the swelling has been ascertained 
to be of the bone, immovable apart from it, and that it is not merely some tumour lying 
close to it. 

The following method of examination should be adopted: (1) Inquiry into the 
clinical history, mode of onset, duration; (2) Search for the signs of inflammation ; 
(8) Evidence as to whether the swelling is a localized projection or involves the whole 
circumference of the bone; (4) Investigation for involvement of other bones or further 
signs of disease, e.g., tuberculosis, syphilis, rickets, etc. ; (5) A skiagram should always be 
taken if possible ; (6) Ifa discharge is present, a bacteriological examination should be made. 

The various swellings may be classified under the following headings :— 

(1.) Injury; (11.) Infective Diseases ; (III.) General Diseases, not limited to one 
bone; (IV.) Tumours; (V.) Cysts. 


I. INJURY. 


A blow or kick may give rise to a swelling due to extravasation of blood or serous fluid 
under the periosteum. This disappears rapidly, but may leave a small permanent thick- 
ening or node. Such a node is found not infrequently on the shins of football players. 
A fracture of bone is followed by the formation of callus, which forms a large swelling if 
the broken ends do not lie in accurate apposition, or if there is too much movement 
between them. After four to six weeks the callus begins to be absorbed, and it may 
disappear entirely ; in most cases a small permanent swelling indicates the site of fracture. 
A green-stick fracture may not show any swelling at first, and may be overlooked on this 
account, being discovered only when the formation of callus draws attention to it. 


II. INFECTIVE DISEASES. 


These give rise to inflammatory changes in bone, the signs of which are more or less 
obvious, according to the nature and virulence of the infection. These changes have 
usually been named according to the chief starting-point (periostitis, osteomyelitis, Cie.) 
though they seldom remain confined to one particular part of the bone. In this article 
the classification will be made according to the nature of the infecting organism, ViZ., 
pyogenic (staphylococci and streptococci), tubercle, syphilis, etc. 
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A. With Pyogenic Organisms. 

Acute infection may occur through wounds or injuries, or via the blood-stream. The 
resulting swelling is due to the formation of pus between the periosteum and the bone ; 
this may be a localized abscess, or the whole of the periosteum may be stripped off and 
the bone lie bare in a bag of pus. The disease usually occurs in young people, and the 
intimate attachment of the periosteum at the epiphyseal lines limits the spread of suppura- 
tion ; in long-standing cases the pus may burrow farther and even burst into the joint. 
Suppuration is rarely limited to the surface of the bone, but spreads into the marrow, 
causing osteomyelitis ; lymphatic absorption and septic embolism are liable to give rise 
to a general blood-infection and pyzmia. 

The signs of inflammation are abundant: the swelling is acutely painful and tender, 
the skin over it red and cedematous, and the constitutional signs of fever are marked. If 
the blood is examined, a high leucocytosis will be found. 

It is important not to mistake erythema nodosum for this affection; in erythema 
nodosum the red swellings are generally multiple, 
bilateral, and confined to the shins; it is rare for 
acute osteomyelitis to be bilateral and symmetrical, 
and confined to the parts between the knees and 
the ankles. 

Chronic infection.—Sueh a condition as detailed 
above may often become chronic and cause a swell- 
ing which may last for months, years, or through 
life. If the pus formed under the periosteum 
escapes, either by bursting or through an incision, 
sinuses form, and the periosteum, in the process of 
repair, becomes thickened. If during the height of 
the inflammation, a portion of the bone has died— 
necrosis—this acts as a foreign body, keeps up— 
inflammation and suppuration, and great thicken- 
ing of all the constituent parts of the bone results 
(Fig. 278). Usually the diagnosis can be arrived at 
without difficulty. Occasionally, if the inflamma- 
tory changes have not been great, and the amount 
of necrosis is small and deeply-seated (central 
necrosis), a condition resembling a_ slow-growing 
sarcoma may result. If a skiagram is taken it 
will be observed that the chronic inflammatory 
periosteal thickening is added on to or ‘ applied’ 
to the original compact layer of bone, whereas in 
the case of sarcoma, though there may be thicken- 
ing and formation of bony or calcareous spicules in 
the growth, the compact layer is eaten away (Figs. 
283, 286, 287, pp. 671, 673). However, this may be 
somewhat slender evidence on which to base the dia- 
gnosis between so important a condition as sarcoma 


™ Fig. 278.—Skiagram from a case of chronic % : : : Ste wire 
periostitis of the ulna, due to pyogenic infection. and inflammation, and if doubt arises an incision 


S, oh Kb if fe id é {> Je 7 1 
Se OR USED, should be made into the tumour, so that a portion 


may be removed for pathological investigation. 

B. Tuberculous Disease usually starts in the cancellous tissue of the small bones 
of the carpus, tarsus, and phalanges, and at the ends of long bones. The inflammatory 
changes, which are slight, give rise to caries of the affected bone ; the external signs of 
inflammation are little marked, and it is comparatively rare for any swelling of the bone 
to result, though the soft parts around the bone may be swollen considerably. 

Tuberculous dactylitis (Fig. 279) furnishes an instance in which the disease forms a 
periosteal swelling. It is. found most often in quite young children, and the bones 
commonly affected are the metacarpal bones and phalanges of the hand. The affected 
digit exhibits a fusiform enlargement, slightly tender, which on rest tends to diminish. 
Tuberculous periostitis may develop in any long bone, on the ribs and the humerus most 
commonly, and it then has to be differentiated from syphilis. 
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Chronic tuberculous abscess of bone occurs most frequently in the young adult, and 
nearly always in the articular extremity of a long bone, by preference in the upper end 
of the tibia. Enlargement of the bone is found only when the abscess approaches the 
surface and involves the periosteum. The skin then becomes a little red and oedematous, 
and there is generally a small spot that is exquisitely 
tender on firm pressure. It is to be noted that 
when secondary infection with pyogenic organisms 
occurs—a not infrequent event—all the swellings 
described under “ acute infection” may result. A 
skiagram will generally reveal the true condition ; 
if not, a diagnostic injection of Koch’s old tuber- 
culin may be made, or von Pirquet’s skin reaction 
tested. 

C. Syphilis in the acquired form may lead to 
_ periosteal thickenings in the secondary stage and 


Fig. 279.—Skiagram from a‘case of tuberculous 
dactylitis of the first phalanx of the index finger 
of a child. 


(Skiagram by Dr. Hugh Walsham.) 


to gummata in the tertiary. The former give 
rise to excessively tender swellings on the ~ 
surface of the tibia, clavicles, sternum, ribs, or 
skull. They are generally multiple, two or 
three often being found on the same bone. The 
patient complains of pain, particularly in bed, 
when the extra warmth causes further dilata- 
tion of already inflamed vessels. Relief is 
given almost at once by potassium iodide. 
Sometimes one of these swellings is followed 
by the formation of compact periosteal bone, 
giving rise to a node which fades gradually into 
the surrounding parts, like a hill rising gently 
from a plain. 

Gummata may form localized swellings, or 
may invade the whole substance of the bone, 
causing osteomyelitis and general thickening 
(Fig. 280). The condition has to be distin- 
guished from tuberculosis, chronie pyogenic 
infection, and sarcoma; such recognition is 
arrived at by means of the Wassermann test, 


Fig. 280.—Skiagram showing typical syphilitic disease of 
the radius ; the appearances are diagnostic of this condi- : 
tion, The ulna is normal. and the fact that antisyphilitic remedies cause 


(Skiagram by Dr. C. Thurstan Holland. Bey oe . : 
) a marked and rapid improvement. Diagnosis 


by incision has rarely to be resorted to. 
In congenital syphilis two forms of bony swelling are common : (a) Periosteal 
thickenings of the bones of the vault of the skull, called Parrot’s nodes—the hot-cross 
bun or natiform skull; (b) In new-born infants, epiphysitis and separation of the 
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epiphyses. So painful is a limb thus affected that it is kept motionless, and may be 
thought to be paralyzed. 

D Typhoid Fever.—In the course of this disease a periosteal node or abscess may 
form. From the fluid a pure culture of typhoid bacilli may be obtained perhaps for a 
long time after the fever. The nodes by no means always break down into pus. 


Ill. GENERAL DISEASES NOT LIMITED TO ONE BONE. 


Rickets—The ordinary form is well known, and can hardly be confused with any 
other disease. 

Scurvy-rickets is quite distinct from rickets. It arises generally in infants under 
twelve months old, who have been fed too exclusively on artificial foods or preserved milk. 
The disease therefore is more common among the children of the rich than the poor. The 
child is often brought to the doctor on account of the sudden appearance of an exceedingly 
painful swelling of a long bone, such as the femur. The swelling may fluctuate, and yield 
on aspiration blood-stained fluid. Spon- 
taneous fracture is liable to occur. The 
diagnosis is indicated by the fact that the 
child is anzemic, and has spongy gums and 
haemorrhages from the mucous membranes. 
The condition is most likely to be confused 
with acute suppurative periostitis and trau- 
matic fracture. 

Osteitis Deformans (see Figs. 68, 64, p. 
155) is asenile disease, very chronic, and 
characterized by thickening, lengthening, 
and bending of the bones. The whole 
osseous system may be affected, but atten- 
tion is first drawn to the disease by thicken- 
ing of the tibize and forward bending of the 
knees, and by enlargement of the head. In 
the rare event of one bone only being 
affected, it may be confused with syphilitic 
osteitis, and only be recognized on_ the 
failure of antisyphilitic remedies and by the 
subsequent involvement of other bones. The 
patient suffers from neuralgic pains, and in 
the later stages from dyspnoea. In such 
cases death sometimes occurs from the 
development of multiple sarcomata of the 


Fig. 281.—Skiagram of a common variety of cancellous bones. 
Pe exostosis of the femur. : ‘ 7 i 
(Skiagram by Dr. Hugh Walsham.) Acromegaly (Fig. 116, p- 237) is described 


on pp. 237. 

Leoniiasis Ossea.—In this disease there is general overgrowth of the cranial and facial 
bones, and one of the chief symptoms may be the fact that the patient has to get progres- 
sively increasing sizes of hats. 

Swellings of bones associated with diseases of joints may be found in gout, osteo- 
arthritis, and pulmonary hypertrophic osteo-arthropathy. (See JOINTS, AFFECTIONS OF, 
p- 351.) 


IV. TUMOURS. 


These are innocent and malignant. Innocent tumours as a whole are characterized 
by their long history, slow growth, localized projection, and the absence of all signs of 
inflammation. 


Varieties of Innocent Tumours. 

Osteoma or exostosis is the commonest form (Fig. 281). The usual site is in the 
neighbourhood of the epiphyseal line of a long bone, particularly the lower end of the 
femur ; the tumour is capped with cartilage, and often surmounted by an adventitious 
bursa containing fluid. 


SWELLING ON A BONE 671 


The ungual phalanx of the great toe is another common site for a similar tumour, 
which pushes up the nail and may be very painful if ordinary boots are worn. Multiple 
~ exostoses are not uncommon, and they may be heredi- 
tary. Diagnosis can be made at once by means of a 
skiagram, and with this aid it can be seen that the 
swelling is composed of cancellous tissue continuous 
with that of the bone. A spurious osteoma may arise 
by ossification of a tendon or by an extension of the 
ridge into which the tendon is inserted, the condition 
being generally consequent on some injury or repeated 
strain, as in the case of horse riders, who are apt to 
develop one on the inner aspect of the knee ; another 
example is the spur that is apt to form on the under 
surface of the os calcis at the posterior end of the long 
plantar ligament, giving rise to much discomfort and 
even acute pain below the heel in walking. A skiagram. 
may be required in establishing the diagnosis with 
certainty (Fig. 185, p. 440). 

Ivory exostoses may be found on the flat bones of 
the skull, or in the auditory meatus growing from the 
petrous bone, or causing unilateral exophthalmos if 
springing from the orbital plate of the frontal bone or 
the walls of the frontal sinus. 

Chondromata may grow from any bone. They are 
most commonly multiple, affecting the phalanges and 
metacarpal bones of the hand (Fig. 282). ‘The result .2"G)*sueracumal bone. Compare. vit 
is increasing deformity, with pain and ulceration of the —_ Fi7s. 284, 286, 287. .Unchendroma and sar- 

» fe soma-do not appear unlike in skiagrams. 
skin. (Skiagram by Dr, Hugh Walsham.) 

Fibromata grow from the fibrous tissue of the 
periosteum, but are rare except in the form of 
an epulis of the jaw. (See SWELLING OF THE 
Jaw, Lower, p. 683.) 

Lipomata are extremely rare. They grow 
from the outer layer of the periosteum. 

Malignant Tumours may occur either pri- 
marily (sarcoma), or secondarily by metastasis 
er by invasion (sarcoma and carcinoma). 

Periosteal sarcomata are of so many ‘types 
and of such varying degrees of malignancy, that 
it is a difficult task to lay down any rule as to 
their characteristics. The softer their con- 
sistency and the nearer they approach to the 
embryonic type of the tissue, the more malig- 
nant they are; the nearer they reach the fully- 
formed tissues and contain cartilage, bone, or 
fibrous tissue, the slower growing and _ less 
malignant they are. A typical case may be 
represented as a_ rapidly growing tumour, 
generally about the end of a long bone (fig. 
283). It is not usually painful, and the signs of 
local inflammation and general fever are little 
marked, or absent. The patient is commonly a 
young adult, who often gives a history of injury 
to the part, and may lose weight and strength 
before actual cachexia sets in. The veins over 
the swelling become prominent, the lymphatic 
Fig. 283.—Skiagram of a periosteal sarcoma of glands enlarged, and metastases by the blood- 


ike tibia. lv ially in the 1 I 
(Skiagram by Dr Hugh Walsham.) stream occur early, Cee pe Aa ee 4 
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has to be distinguished from chronic and syphilitic periostitis. Ifa skiagram is insufficient, 
a piece of the tumour may have to be excised, decalcified, and a microscopic section from it 
prepared, This form of sarcoma is the worst possible, and seeing that amputation does 
not cure and often does not prolong life, 
this extreme resource may be delayed 
where either gumma or chronic perios- 
titis is still a possible diagnosis. 
Endosteal or myeloid sarcomata are 
of much slower growth; so slow are 
they that some pathologists are inclined 
to denote them as benign tumours. 
They are prone to affect the ends of 
the long bones, particularly the lower 
end of the femur, the upper end of the 
tibia, the upper end of the humerus, the 
lower end of the radius (Figs. 284, 286, 
287), the sternal end of the clavicle, 
and the upper jaw (malignant epulis). 
Attention is first called to the part by 
pain; then a@ more or less uniform 


Fig. 284.—Skiagram of an early myeloid sarcoma of the lower 
end of the radius. This and the figures 286, 287 should be 
compared with Fig. 282, which sbows that enchondroma and 
sarcoma are not distinguishable by a-rays alone. 

(Skiagram by Dr. Hugh Walsham.) 


swelling appears. This is at first bony hard, and only 
as the shell of bone yields does softening occur, or 
crackling on pressure. The lymphatic glands are not 
enlarged, and metastases do not occur. In the early 
stages, diagnosis has to be made from rheumatism and 
chronic abscess, and later from chronic osteomyelitis and 
periosteal sarcoma ; it is easily made by the aid of a-rays 
as a rule, but it is most important not to mistake the 
callus that is produced after fracture for a sarcoma ; 
this mistake is not always obviated even by the use of 
the w-rays, unless the latter reveal the line of fracture as 
well as the callus around it. 

Sarcoma may also invade the bones from outside, 
having started in the subcutaneous or deeper soft tissues 
outside the bone (Fig. 285). 

Carcinoma is always secondary (Fig. 62, p. 152). 

Squamous-celled carcinoma may spread to the tibia from ade mabe ee ie prichieioieaee 
an epitheliomatous ulcer of the leg, or to the jaw from the Pones and is eating into rat 

: g Z primarily a bone growth. ale, age 28. 
the lip or floor of the mouth. It. is mostly spheroidal- (Skiagram by Dr. C. Thurstan Holland.) 
celled carcinoma which infects bone by metastatic 
growths, particularly from the breast or from the thyroid gland. A swelling of bone may 


be found, but this is rarely discovered until attention is called to it by a spontaneous 
fracture. 
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V. CYSTS. 


Blood cysts are found in degenerating sarcomata. 
Hydatid cysts are uncommon in this country. They affect the diaphyses of the long 
bones, converting the shaft into a thin-walled tube, which undergoes spontaneous fracture. 


Fig. 286.—Skiagram giving the antero-posterior view of Fig. 287 shows the same growth as Fig, 
a myeloid sarcoma of the lower end of the radius. The growth 286, but seen from the lateral aspect. 
is at a later stage than that depicted in Fig. 284. (Skiagrams by Dr. Hugh Walsham.) 


They would hardly be suspected unless there were known hydatid disease elsewhere, 
especially in the liver (p. 375). 

Cysts of the jaw, or dentigerous cysts, are considered in the article on SWELLING OF 
THE LOWER JAw (p. 6838). George E. Gask. 


SWELLING OF THE FACE.—In this article are included only swellings of the skin 
and subcutaneous tissues. Malignant and other diseases of the facial bones, etc., are 
considered under SWELLING OF THE JAW (p. 683), and SWELLING ON A BONE (p. 667). 
SWELLING OF THE SALIVARY GLANDS is discussed on p. 694. Contusions and injuries to the 
face are so obvious that they need no mention. The remaining swellings will be classified 
as (1) Non-inflammatory ; and (2) Inflammatory. 

Non-Inflammatory Swellings. 

Renal and Cardiac Gidema.—If the whole face is puffy and the eyelids are oedematous, 
the urinary and cardiac systems are to be examined for disease. For swelling due to 
obstruction of the superior vena cava by mediastinal fibrosis, aneurysm, or new growth, see 
CEpEMA (p. 411), and Verns, Varicose THORACIC (p. 750). 

Angioneurotic Gidema is a disease characterized by the occurrence, sometimes 
periodical, of local cedematous swellings, more or less limited in extent and of transient 
duration. It is not confined to the face, but the eyelid is a common situation (fig. 178, 
p. 412), and also the lips and cheek. It may be simulated closely by urticaria following 
the taking of fish or pork ; or a somewhat similar effect produced by some drugs, notably 
by aspirin in certain patients. 

Tumours are not common. They may be fibroma, lipoma, epithelioma, or sebaceous 
cyst. 

D 43 
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Inflammatory Swellings.—Often the cause is obvious: for instance, a boil, carbuncle, 
or suppurating wound ; or the ‘ blubber-lips’ that result from chronie lymphangitis. 

Erysipelas is prone to occur on the face. It is marked by a vivid red cedematous 
swelling, associated with fever. The redness tends to spread, the edges being raised and 
well defined from the healthy skin. The cedema may be continuous, or it may disappear 
in one place and re-appear in another. In the very severe cases the fever is high, rigors 
occur (Fig. 245, p. 568), the cuticle may be raised in blebs, and sloughing may ensue. 

Alveolar Abscess and Dental Caries are fertile sources of facial swelling, also abscess in 
the nasal sinuses. (See SWELLING OF THE JAW, p. 683.) 

Anthrax chiefly affects operatives in wool and horse-hair factories and workers of raw 
hides. The disease is characterized by the formation of a vesicle, which bursts, forms a 
scab, and then becomes surrounded by a ring of vesicles, and around this is an area of 
cedema. The diagnosis is made by the microscope. A drop of fluid from one of the vesicles 
contains large, square-ended, Gram-staining bacilli, which have a characteristic growth 
on culture media. 

Vaccinia.—An accidental infection about the face may be mistaken for an anthrax 
pustule. If inquiry into the attendant circumstances is not sufficient to exclude the graver 
disorder, a bacteriological examination should be made. 

Primary Syphilitic Sore, if found on the face (Fig. 28, p. 73), is generally situated on 
the upper lip. It is not so indurated as when on the glans penis, but the surrounding 
cedema is more marked, and the neighbouring lymphatic glands are considerably enlarged. 
The condition is often missed because it is not expected. An absolute diagnosis can be 
made by finding the spirochete in the serum discharged from the ulcer (Plate XXVIII, 
Fig. J, p. 614), and by Wassermann’s test. 

Insect Bites—from mosquitos, gnats, bees, etec.—often cause large, lumpy, irritating 
swellings. The only difficulty in diagnosis is when they become infected with pyogenic 
organisms. 

The various skin diseases which may be associated with swelling of the face are con- 
sidered under PusSTULES (p. 557); VESICLES (p. 753); WHEALS (p. 771); Erc. 

George E. Gask. 

SWELLING, FEMORAL.—By the femoral region is meant Scarpa’s triangle. It 
is very easy to define on paper what is a femoral swelling, but in a fat patient it may be 
very difficult. The two great landmarks which, with care, can always be made out, how 
ever fat the patient, are the spine of the pubes and the anterior superior spine of the ilium ; 
a line joining these two points and curving slightly downwards separates the inguinal from 
the femoral region, and indicates Poupart’s ligament. Mistakes are often made, especially 
in fat people, because a horizontal crease in the thigh which lies below—sometimes as much 
as two inches below—is mistaken for the ligament. The first point in making the diagnosis 
is to decide definitely that the swelling is femoral, and then to decide its nature. 

It may be obvious at once what the swelling is: for instance, a well-marked acute 
abscess, with redness and oedema of the skin and an undoubted source of infection, such 
as a sore toe; or, a rare occurrence, an aneurysm of the femoral artery, showing expansile 
pulsation. Supposing, however, the signs are not so clear, the various conditions may be 
classed broadly under two heads: (1) Swellings that are reducible and give an impulse on 
coughing ; (2) Swellings that are irreducible and do not give an impulse on coughing. 

Reducible Swellings with an Impulse are: (a) Femoral hernia—reducible ; 
(b) Saphena varix ; (c) Psoas abscess. All these give an impulse on coughing ; are, or may 
be, reducible on pressure ; may disappear on lying down and reappear on standing. How 
then is one to distinguish between them ? 

(a). Femoral Hernia (reducible).—The sex of the patient is no real guide, for though it 
is more common to find a femoral hernia in a woman than in a man, this is not sufficient 
to base the diagnosis on. Before puberty it is rare in either sex. A femoral hernia leaves 
the abdomen through the femoral canal and turns directly forward, forming a tumour in 
the upper and inner part of the femoral region ; then, following the line of least resistance. 
it turns upwards, extending often above Poupart’s ligament, thus simulating an inguinal 
hernia. More rarely, the hernia extends downwards along the femoral vessels. Its course 
must be remembered in attempting to discover whether the swelling is reducible. If it 
is large and contains intestine it will be resonant, and a gurgling may be heard or felt on 
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reduction, distinguishing it at once from all other femoral swellings. If it is reduced and 
the finger held over the femoral aperture, the hernia will be felt projected forcibly against 
the finger when the patient is asked to cough. If a swelling is complained of, and none is 
found even on standing and straining, it is suggestive of femoral hernia with only occasional 
descent, and the patient should be examined at another time after exercise. 

(b). Saphena Varix is a localized dilatation of the saphenous vein at the saphenous 
opening, immediately before it joins the femoral vein. It may easily be confounded with 
a femoral hernia, for it forms a swelling in the ordinary position of a femoral hernia, it 
disappears on lying down, reappears on standing, and gives an impulse on coughing. A 
little care, however, should suffice to distinguish the two. The impulse is quite different— 
in a saphena varix it is more in the nature of a thrill, such as may be felt in a varicocele 
or in big varicose veins in the leg. If, while the patient is standing, a finger is pressed on 
the swelling, it collapses gradually, and as the finger is withdrawn the swelling follows, 
regaining its shape like an air-ball, whereas a hernia comes out with a pop. A saphena 
_varix is almost always associated with varicose veins in the leg, though, owing to the 
persistence of valves, none may show between the knee and Scarpa’s triangle. 

(c). Psoas Abscess.—The need to differentiate between this and the two conditions 
mentioned above exists only when the abscess has extended from the iliac region, has 
passed under‘ Poupart’s ligament and the femoral vessels, and is pointing in the inner part 
of Scarpa’s triangle. There is an impulse on coughing and the swelling is reducible ; but 
another swelling is to be found above Poupart’s ligament, and fluctuation is to be obtained 
between the two. Conclusive proof can be found by an examination of the back. This 
should be made with the patient standing and the whole length of the back and the hips 
exposed. An undoubted angular kyphotic curve may be seen at once, or, if that is not 
present, there may be rigidity and impaired movement denoting some disease on the 
anterior surfaces of the bodies of the vertebre. 

Irreducible Swellings without Impulse: (a) Femoral hernia—irreducible ; (b) Lym- 
phatic glands — inflammatory or malignant; (c) Primary tumours — lipoma, fibroma, 
sarcoma ; (d) Ectopic testis. 

(a). Femoral Hernia.—The irreducibility may be accounted for in four ways: 
(i) Strangulation ; (ii) A piece of omentum adherent to and plugging the neck ; (ili) An 
empty sac, but a mass of extraperitoneal fat round it ; (iv) A hydrocele of the sac. 

If strangulation has occurred there will be the signs of intestinal obstruction, viz., 
vomiting and constipation. It must be remembered that the swelling may be but a small 
one, and when the patient is very fat it may be missed. 

It is usual to find around the sac of a femoral hernia a quantity of extraperitoneal fat, 
even in a thin person, and it is quite impossible to say without dissection whether the 
swelling is due to a plug of omentum inside the sac or to a collection of fat outside it. . 

A hydrocele may be formed as a result of a long-standing hernia into which there has 
been no descent of bowel or omentum, and in which the communication with the general 
peritoneal cavity has become constricted or closed. The sac may then become cystic and 
filled with fluid. The feeling of fluctuation may be obtained in the swelling, though it is 
often only on dissection that the exact nature of the condition is revealed. It is to be 
noted that in all cases of hernia the swelling is single, and that though it may be 
movable in some directions, it is always tied down by its neck to the aperture of the 
femoral canal. 

(b). Enlarged Glands may be : (i) Inflammatory ; (ii) Malignant (see p. 381). 

Chronically inflamed glands may be hard to differentiate from a small irreducible 
femoral hernia. The whole limb is to be examined to see whether there is any possible source 
of infection, and the whole patient to see whether there is a general enlargement of the 
glands, as in lymphadenoma. The chief distinguishing feature between the two conditions 
is that femoral hernia forms only one swelling, whilst it is very rare for only one gland in its 
group to be picked out by an infecting agent, and not the others. Therefore, if there is 
more than one swelling the chances are that these are glands. Perchance both conditions 
are present, a femoral hernia and enlarged glands : a very difficult combination unless the 
femoral hernia happens to be reducible or gives an impulse on coughing. In such a case 
an attempt should be made to feel the neck of the sac running up to the femoral canal. 

(c). Primary New Growths are rare in this situation. They may be lipoma, fibroma, 
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or sarcoma. The innocent tumours are noted for their free mobility in all directions. A 
primary sarcoma is diagnosed rather by exclusion and by its malignant characteristics. 

(d). Ectopic Testis ——One of the places into which a testis may be drawn abnormally 
is Scarpa’s triangle, which it reaches by passing over Poupart’s ligament. The facts that 
the swelling has the shape of the testis, though generally smaller than normal, and that the 
corresponding half of the scrotum is empty, make the diagnosis easy. 


Mention may be made here of those swellings which are neither truly femoral nor truly 
inguinal, but betwixt and between, and bulge Poupart’s ligament forwards. They are 
generally deep, and on that account obscure. They may be due to :— 

1. Distention of the hip-joint, as in tuberculous disease of the hip. 

2. Distention of the bursa between the tendon of the ilio-psoas muscle and the capsule 
of the hip-joint. If large, the swelling may be quadrilateral in shape, and owing to its 
sensitiveness to pressure the leg is kept in the position of greatest ease, i.e., slightly flexed, 
abducted, and externally rotated. It is often difficult to distinguish from psoas abscess 
or from distention of the hip-joint, with which, indeed, it often communicates. Diagnosis 
may be aided by puncturing the swelling with an aspirating needle. 

3. Osteophytic outgrowths from the acetabulum in osteo-arthritis of the hip-joint. 

4, A parametric abscess. George E. Gask. 


SWELLING IN THE ILIAC FOSSA (LEFT).—For the general method of examina- 
tion, compate SWELLING IN THE ILi1ac Fossa (RicuHT). 

Swellings connected with Structures normally present in the Left Iliac Fossa. 

The Sigmoid Flexure cannot be felt normally. It becomes palpable as a cylindrical 
swelling if distended with feces ; or if it is thickened, as it may be in chronic ulcerative 
colitis or congenital dilatation of the colon. 

Carcinoma of the Sigmoid.—Next to the rectum the sigmoid colon is the most common 
seat of cancer in the bowel. If of the scirrhous or ring type no lump may be felt, and the 
condition may not be discovered until intestinal obstruction has supervened. When infil- 
trating the bowel widely, and especially when the tumour is undergoing colloid degeneration, 
a swelling forms which is most evident on bimanual examination after the bowels have 
been well cleared by enemata. If a lump can be felt in the sigmoid flexure of a middle- 
aged patient, the strong probability is that it is a carcinoma, and whether there are other 
clinical signs or not, the diagnosis should be made sure by actual inspection of the swelling 
by means of the sigmoidoscope, or even through an abdominal incision. It may be simu- 
lated by subacute inflammatory changes around an acquired pouch or diverticulum of 
the colon—diverticulitis ; this sometimes subsides by itself, and the course of the case serves 
to exclude carcinoma ; more often the symptoms call for operation, and the diagnosis is 
made by laparotomy. 

Enlarged Lymphatic Glands—The glands forming a chain round the external iliac 
vessels may be swollen.as the result of pyogenic infection, which has spread up through 
the femoral lymphatics or from secondary deposit of some malignant growth starting either 
in the leg, the external genitals, or the pelvis. The enlargement is seldom very great ; 
the source of infection is usually obvious. 

Aneurysm of the External Iliac Artery is very rare. It is recognized at once by its 
expansile pulsations. 

Swellings connected with Structures not normally present in the Left Iliac Fossa.— 
These may be: Swellings coming down from above, extending upwards from the pelvis, 
or pushing forward from behind. 

Swellings coming down from above-—The Spleen, if much enlarged, may reach even as far 
as the left iliac fossa. It is recognized by its rounded margin, and the notch on the inner 
edge. (See SPLEEN, ENLARGEMENT OF THE, p. 628.) A kidney, if freely movable, may be 
displaced as far as the pelvis ; on rare occasions it becomes fixed there by inflammation. 

For swellings extending up from the pelvis and those pushing up from behind, see 
the article on SWELLING IN THE In1Ac Fossa (RIGHT). George E.. Gask. 


SWELLING IN THE ILIAC FOSSA (RIGHT).—It is not always easy to say whether 


there is or is not a definite swelling in the right iliac fossa, for it may be only small and 
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deep, or be masked by abdominal rigidity or fat. In all cases a careful inspection of the 
abdomen is first to be made, the patient lying on the back with the whole of the abdomen 
and the lower thorax exposed. Most mistakes result from want of a complete examination, 
which cannot be made through a tiny gap in the clothes. Before even touching the 
abdomen, much may be made out by the use of the eyes, and the points to observe are : 
(1) The presence or absence of an obvious tumour ; (2) Whether the abdominal muscles 
move freely ; (3) The conformation, etc., of the tumour, should one be present, and 
whether it moves on respiration. 

Palpation is then to be employed, and this method will go a long way to elucidate 
the complaint, for it will be recognized at once whether there is a well-defined swelling, 
such as a carcinoma of the cecum; or an indefinite swelling, such as is common in 
appendicitis. Distention with wind or an accumulation of faeces may cause a considerable 
swelling, but any doubt as to these may be cleared up by administering an enema. If 
the swelling persists, the questions that arise are : is it connected with one of the structures 
normally present in the right iliac fossa, especially the caecum or the appendix ; is it springing 
from the bone; is it arising from some organ invading this space, for instance the uterus 
or its appendages, the right ovary, or the bladder ; or from some structure displaced down- 
wards such as the gall-bladder, stomach, or right kidney ? 


A.—SWELLINGS CONNECTED WITH STRUCTURES NorRMALLY PRESENT 
IN THE Ricut Ini1ac Fossa. 


The Appendix.—Appendicitis is so common that it is put first. Most well-marked 
attacks of appendicitis are associated at some period with a swelling, though in the acutest 
and gravest forms the latter may be absent. The appendix itself, even if swollen and 
thickened, can rarely be felt by palpating the abdomen, and the swelling is due to paralytic 
distention of the cxecum, local cedema, or the formation of anabscess. The chief indications 
of appendicitis are : pain, tenderness, local rigidity, and swelling in the right iliac fossa, 
associated with a furred tongue, vomiting, constipation, an increase of the pulse-rate, and 
a rise of temperature. Usually there is also diminished muscular movement in the lower 
part, or it may be over the whole, of the abdomen. Any movement is painful, and in order 
to relax the tension the patient lies with the right leg drawn up. A rectal examination 
should be made, for a bulging abscess may be felt by this route. Micturition is frequently 
abnormal, with a tendency to be either painful or unduly frequent. A leucocyte count 
is of great service, for in almost every case of acute appendicitis the number of white cells 
is increased. 

Tuberculosis of the Czecum or of the Lymphatic Glands in the neighbourhood of 
the Cecum.—This is not nearly so common as appendicitis, but is not so rare as is often 
imagined, and when it does occur it is frequently mistaken for appendicitis ; it may be 
only after the abdomen has been opened that the mistake is discovered. The glands 
become enlarged and painful, and there may be some local peritonitis over them which 
makes the diagnosis very difficult. Usually there is some other tuberculous focus about 
the patient, especially in the lungs, which should be examined with particular care, the 
a-rays and sputum analysis not being omitted. If doubt exists recourse may be had to a 
diagnostic injection of Koch’s old tuberculin, and the opsonic index may be taken both 
before and after abdominal massage. Von Pirquet’s test is not very trustworthy. 

Actinomycosis starting in the caecum and appendix is another inflammatory condition 
which may cause a swelling and give the signs of a chronic abscess. The diagnosis can 
only be made with certainty by an incision and the finding in the pus of the characteristic 
yellowish granules (occasionally black—the gunpowder variety), and the recognition under 
the microscope that these granules are formed of a Gram-staining streptothrix (Plate 
XXVIII, p. 614). 

Carcinoma of the Cecum gives rise to a swelling which occasions few symptoms, 
unless the passage of feces is affected and intestinal obstruction results. It is important, 
however, from the point of view of treatment that an early diagnosis be made. The presence 
of a non-inflammatory swelling of long standing in the right iliac fossa, with a history of 
wasting, is very suggestive of a carcinoma, and early recourse should be had to the only 
sure diagnostic method, namely, laparotomy. Very rarely is there passage of blood or 
mucus by the bowel to help one. 
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Intussusception usually occurs in children, especially during the latter half of the 
first year of life, and its presence is indicated by the signs of intestinal obstruction, namely, 
vomiting and constipation, and by the passage of blood and mucus by the rectum. The 
intussuscepted portion may be palpable, and in some cases it lies in the right iliac fossa, 
though more frequently in the right hypochondrium. Chronic intussusception may also 
cause a swelling which generally baffles diagnosis, and is commonly mistaken for an 
enlarged kidney. 

Aneurysm of the Iliac Arteries is very rare, but it is generally easy of diagnosis by 
reason of the expansile pulsation of the tumour. 


B.—SwWELLINGS CONNECTED WITH STRUCTURES NOT NORMALLY PRESENT 
IN THE Ricut Iviac Fossa. 


These may be: Swellings coming down from above, swellings extending upwards 
from the pelvis, or swellings pushing forward from behind. 

Swellings coming down from above. 

The liver, or an enlarged or abnormal lobe of the liver—Riedel’s lobe (p. 366)—is some- 
times very deceptive. The facts that there are few symptoms, that the mass moves on 
respiration and is continuous with the liver, and that there is no intervening area of 
resonance between it and the liver, should assist the diagnosis; but cases are not 
infrequently mistaken for enlargement of the gall-bladder. A suppurating gall-bladder 
has been opened in the right iliac fossa under the mistaken diagnosis of appendix abscess, 
for there is often no jaundice in these cases. Laparotomy may be the only means of 
certain diagnosis. 

The kidney, if unduly movable, may be displaced and come to lie in the right iliac 
fossa. It is recognized by its shape and free mobility. A tumour of the kidney or a large 
hydro- or pyo-nephrosis may also invade the upper part of this fossa. 

Carcinoma of the Stomach—with extreme distention of the stomach. It is a surprising 
fact that the stomach may be so distended as to enable the pylorus to lie in the right iliac 
fossa. The history of copious vomiting, the wasting, the distention of the stomach, and 
examination with the a-rays after the administration of bismuth make the diagnosis easy. 

Swellings extending upwards from the Pelvis—and attached to the uterus and 
its appendages, can usually be felt dipping into the pelvis ; vaginal and rectal examinations 
will assist the diagnosis ; and there are symptoms, such as disturbances of menstruation, 
indicating their nature. Such swellings might be a large fibroid of the uterus, a laterally- 
placed ovarian cyst, pregnancy, an abscess extending from the broad ligament, or a pouch 
of a bladder distended from obstruction to the urethra. 

It happens not infrequently that there may be difficulty in determining between an 
inflamed appendix and an enlarged and tender ovary, particularly when the attacks of 
pain are coincident with the menstrual periods. These generally turn out to be due to the 
appendix, though both may be implicated, the appendix having become adherent to the 
ovary or tube. . 

Pyosalpinx is easily confused with appendix abscess; the fact that it is associated 
with vaginal discharge, or is subsequent to parturition, puts one on the right track. 
Vaginal examination is essential in these cases. 

Swellings pushing forward from behind. 

These may be solid, such as sarcoma or chondroma of the pelvic bones. Here the tumour 
will be immovable apart from the pelvis, and a skiagram makes the condition clear. If 
the swelling is fluid it may depend on suppurative osteomyelitis of the ilium ; or on a tuber- 
culous affection of the ilium, either primary, or secondary to hip or sacro-iliac joint disease ; 
or on tuberculosis, necrosis or suppuration of the lumbar vertebre. 

If the swelling cannot be attributed to any of the causes mentioned above, it is to be 
remembered that a wandering organ, such as a spleen or kidney, may find its way into the 
right iliac fossa. Rarities such as hydatid cysts of the peritoneal cavity are met with so 
seldom that they merit no more than mention. George E.. Gask. 


SWELLING, INGUINAL.—A variety of swellings may appear in the groin, and be 
very difficult to differentiate. The following are some of the most important :— 
(1) Enlarged glands: (a) inguinal; (b) femoral; (c) iliac. (2) Abscess, acute or chronic. 
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(8) Hernia: (a) inguinal ; (b) femoral ; (c) obturator. (4) Retained testicle. (5) Hydrocele. 
(6) Tumours of the cord or round ligament. (7) Aneurysm and .other vascular swellings. 
(8) New growths. (9) Distended psoas bursa and other cysts. 

1. Enlarged Glands.—There are two chief groups of glands in the groin. The most 
commonly affected are the inguinal, which lie in the subcutaneous tissues about Poupart’s 
ligament, and drain the external genitals, the anus, the umbilicus, the lower parts of the 
abdomen and back, the buttock and the upper third of the thigh. The femoral glands 
rest below the saphenous opening and drain the lower limb below the upper third of the 
thigh. It must be remembered, however, that the lymphatic drainage is somewhat erratic, 
so that a sore toe may sometimes induce enlargement of an inguinal gland only. The iliac 
glands drain the inguinal and femoral set, and consequently often enlarge secondarily to 
these ; but they also communicate freely with the abdominal lymphatics and may become 
infected from them. 

Enlarged glands in the groin are nearly always multiple, and usually subcutaneous, 
so that they are easy to recognize as glands ; but a solitary one adherent to the saphenous 

“opening may be almost impossible to distinguish from an irreducible omental femoral hernia 
or a hydrocele of a hernia sac. 

The iliac glands just above Poupart’s ligament are more difficult to palpate, because 
they lie deep to the abdominal muscles, but their enlargement is generally secondary to 
disease of the superficial glands, and this often gives the key to the diagnosis of an obscure 
swelling in this region. 

Some Causes of Enlargement of the Groin Glands.—(a) Mechanical or chemical irritation ; 
(b) Septic infection, for instance from genital sores or from sores on the toes or legs ; (c) 
Tubercle ; (d) Syphilis; (e) Other specific diseases, such as rubella and bubonic plague ; 
(f) Lymphadenoma ; (g) Lymphatic leukemia ; (h) Malignant diseases : secondary 
carcinoma ; secondary or primary sarcoma. 

(a). The glands become slightly enlarged and tender as a result of the mechanical 
irritation of a truss, and more frequently the bites of parasites such as the Pediculus pubis. 
The glands generally remain movable, and they rarely suppurate. 

(b). Septic infection may follow insect bites; but more commonly a septic sore or 
recent scar can be discovered upon examination of the area drained by the glands. Septic 
glands either soon subside or cease to be tender after the removal of the source of infection, 
or they enlarge rapidly, become adherent, and suppurate within three or four weeks of 
their first enlargement. 

(c). This, and the amount of inflammation of the skin over them, distinguishes septic 
from tuberculous glands which do not suppurate for some months, and then with but little 
inflammatory reaction. Epitheliomatous glands may suppurate towards the end. 

(d). The true syphilitic gland is hard, movable, and only moderately enlarged, and the 
existence of the indurated chancre usually makes the diagnosis easy. The Spirocheta 
pallida may be detected, or Wassermann’s serum test may be positive; but a negative 
reaction is not conclusive. It must not be forgotten that, as an apparently soft sore (septic) 
may later become hard and definitely syphilitic, therefore suppuration of a bubo does not 
disprove syphilitic infection. Instances of mixed infection by sepsis and syphilis are fairly 
common. 

(f ). In lymphadenoma the groin glands are rarely affected alone, and the smooth, soft 
enlargement of many glands without signs of inflammation, associated with increasing 
anxmia and intermittent pyrexia (Fig. 247, p. 570), makes the diagnosis fairly easy. 
The spleen may be affected at the same time. 

(g). Blood examination will give pathognomonic results in cases of lymphatic 
leukeemia (p. 25). 

(h). Malignant disease of the groin glands is nearly always epitheliomatous, and 
secondary to a primary epithelioma of the skin or mucous membrane in the area drained 
by the glands. The primary growth, especially at the anus, may be very small, and the 
patient may be unaware of its existence. The other main points in distinguishing epitheli- 
omatous glands are their exceeding hardness ; their progressive but slow growth ;_ their 
early adhesion to the deep fascia and skin; and the amount of pain to which they give 
rise without signs of inflammation. Late in the disease they may suppurate or slough, 
with severe hemorrhage. Intra-abdominal carcinoma, especially of the ovary or colon, 
sometimes causes enlargement of the inguinal glands. 
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Sarcoma of the groin glands is rare; it may be primary or secondary. Usually these 
are not the only glands affected. They grow with great rapidity and remain smooth and 
fairly soft until they attain a great size, when they may fungate through the skin. They 
are distinguished from lymphadenoma by their very rapid growth and the absence of pallor 
until late in the disease. Melanotic growths of the skin give rise to rapidly growing smooth 
glands, whose pigment may be visible through the skin. The primary growth or ulceration 
in connection with the skin, particularly of a toe, may not show pigmentation, and its serious 
import may thus be overlooked. 

2. Abscess.— (a). Acute. The only common cause of acute abscess in the groin is 
suppuration of the glands, and a search must always be made fora primary source of infection, 
especially about the genitals. A hernia may occasionally suppurate, and an appendicular 
abscess may point just above Poupart’s ligament ; but there is then a history of the charac- 
teristic symptoms of appendicitis, and the pus when released has the suggestive smell of 
the products of the Bacillus coli communis. Both tuberculous and epitheliomatous glands 
may become acutely inflamed and suppurate. 

(b). Chronic abscess here may be due to caries of the sacro-iliac joint or to hip disease, 
or it may arise from tuberculosis of the superficial or deep glands. Psoas abscess, due to 
caries of the spine, is distinguished by fluctuation from the loin to the groin, and often 
bimanually, above and below Poupart’s ligament, external to the femoral vessels. There 
are also some tenderness and rigidity, and often deformity of the lumbar or lumbo-dorsal 
spine. Iliac abscess does not extend up into the loin, and is placed farther out than psoas 
abscess. Moreover, there may be pain and tenderness over the sacro-iliac joint, and a 
limping gait. In hip disease, especially in children, the floor of the acetabulum may give 
way, and an abscess may thus enter the true pelvis, whence it often ascends and becomes 
palpable above Poupart’s ligament. The diagnosis of the cause is easy from the well- 
marked signs of hip disease. 

3. Hernia.—In examining swellings in the groin, hernia must always be considered. 
Three chief varieties occur here: inguinal, femoral, and very rarely obturator hernia. A 
hernia gives an impulse on coughing, but so do psoas abscess, psoas bursa, and a saphena 
varix. All these may also be reducible like a hernia. A psoas abscess presenting below 
Poupart’s ligament has been mistaken for a femoral hernia; but it is distinguished by 
its position—external instead of internal to the femoral vessels. Moreover, it is dull on 
percussion, whereas a hernia is resonant except when it contains omentum alone. Psoas 
bursa is also placed outside the vessels. A saphena varix has often been mistaken for 
femoral hernia ; but it can be distinguished from the latter easily because it returns after 
complete reduction, even though the finger is kept pressed against the femoral canal. It 
is not always easy to distinguish the three herniz which occur in the groin, but close atten- 
tion to the following points usually leads to a correct diagnosis. An inguinal hernia is 
both seen and felt to be above the fold of the groin and above Poupart’s ligament ; whereas 
a femoral hernia is seen and felt to be below the fold of the groin and below Poupart’s 
ligament. It is to be remembered that when a femoral hernia becomes very large and 
loculated, it generally extends upwards and inwards over Poupart’s ligament. Still, the 
bulk of it remains below the fold of the groin in the upper and inner part of the thigh. An 
inguinal hernia often extends into the scrotum or labium; a femoral hernia never does 
this. The neck of an inguino-scrotal hernia is above and internal to the spine of the 
pubis, whereas the neck of a femoral hernia is below and external to this bony prominence. 
Inguinal hernia is most easily reduced by pressure directed upwards, backwards, and 
outwards, whereas a large femoral hernia is most easily reduced by pressure directed at 
first backwards and downwards, and then directly upwards. In difficult cases it is a 
good plan to reduce the hernia, then to get the patient to stand up, while the surgeon 
makes firm pressure over the internal ring and asks the patient to cough. A femoral 
hernia may then come down, but not ari inguinal. Similarly, pressure can be made on 
the femoral canal; this prevents the descent of a femoral hernia, so that if the swelling 
now returns it is inguinal. In this connection it may be well to remember that femoral 
hernia is rare in males, and also in all females under maturity. The prevalent belief that 
femoral hernia is more common than inguinal in grown-up women is wrong, inguinal being 
more common at all ages and in both sexes. It is excessively difficult to differentiate 
between an irreducible femoral hernia containing omentum and an enlarged gland at the 


SWELLING, INGUINAL 681] 


saphenous opening or in the femoral canal. A hydrocele of a hernial sac gives rise to the 
same difficulty, and sometimes an exploration becomes necessary on account of the danger 
of overlooking femoral hernia, and the risk of strangulation. 

The diagnosis between femoral and obturator hernia is not very difficult ; it is far 
more eommon to overlook an obturator hernia altogether. When an external swelling 
is caused by an obturator hernia, it is placed farther inwards, and it is more vague than 
a femoral hernia. Moreover, there is pain shooting along the inner side of the thigh, and 
generally the signs and symptoms of strangulation. Further, a tender swelling can be 
felt at the obturator foramen upon vaginal or rectal examination. 

The two chief varieties of inguinal hernia, the oblique and the direct, are usually 
distinguished quite easily. Direct hernia is rare, and is more globular in shape than the 
indirect or oblique hernia; the spermatic cord is antero-external to it, and postero- 
internal to the ordinary oblique hernia. Direct hernia is placed a little farther in and 
higher up than the oblique. It is generally much more easily reduced, but returns again 
with striking abruptness when the patient coughs. It rarely travels into the scrotum, 
and it is uncommon before the age of thirty. There is often a history of sudden onset 
after some violent straining effort. 

4. Retained Testicle—The most important points in the diagnosis of this condition 
are the absence of the organ from its proper place, and the presence of a swelling about 
the inguinal canal. Occasionally, the testicle may be maldescended, or after leaving the 
external ring may have found its way into the upper and inner part of the thigh, where it 
simulates a femoral hernia, or into the perineum. The swelling in the groin may give the 
characteristic testicular sensation, or the condition may be associated with attacks of 
pain which have been mistaken for appendicitis or intestinal colic. It is practically 
always accompanied by actual or potential hernia into the tunica vaginalis, which is in 
direct communication with the abdominal cavity. 

5. Hydrocele.—The neck of the sac of either a femoral or an inguinal hernia may 
become obstructed, and a hydrocele of the sac may then develop. This may become 
inflamed and give rise to considerable difficulty in diagnosis. Strangulated or irreducible 
omental hernia may be simulated, and sometimes an exploration is the only way of 
settling the diagnosis. It is more easily distinguished from strangulated hernia containing 
bowel, because it is dull on percussion, and the bowels are not obstructed. An encysted 
hydrocele of the cord occupying the inguinal canal is sometimes difficult to distinguish 
from inguinal hernia ; but it is not completely reducible, and it is dull on percussion. It 
is not granular like an omental hernia, and it can even be shown, with some difficulty, to 
be translucent. Like a hernia, it gives an impulse on coughing. 

6. Tumours of the Cord or Round Ligament.—The only common tumours of 
these structures are (a) Lipoma and (b) Fibromyoma of the round ligament. The 
former is so soft and displaceable that it gives an impulse on coughing, and is 
often mistaken for an omental hernia, especially in stout patients. The latter is hard 
and smooth, somewhat simulating the ovary or a thick-walled hydrocele of the canal of 
Nuck, for either of which it may be mistaken, a certain diagnosis only being possible by 
exploration. 

7. Aneurysm and other Vascular Swellings.—Aneurysm of the external iliac artery 
may be mistaken for a vascular sarcoma arising from the pelvis. It can generally be 
recognized by the classical signs of aneurysm, such as expansile pulsation, bruit, weakening 
and delay of the corresponding femoral pulse, and marked reduction of the size of the 
swelling as a result of pressure on the common iliac artery. Saphenous varix has been 
referred to above. 

8. New Growths.—Sarcoma of the pelvic bones or of the soft parts in this neigh- 
bourhood is hardly altered in size by pressure upon the common iliac artery, nor 
does it give such a loud bruit or the expansile pulsation, which are characteristic of 
aneurysm. The a-rays may give evidence which is valuable in distinguishing aneurysm 
from sarcoma. 

9. Distended Psoas Bursa may give rise to pulsation communicated from the 
external iliac artery. On careful examination it can be distinguished by the absence of 
the classical signs of aneurysm already mentioned, by its translucency and irreducibility. 
There may also be signs of osteo-arthritis of the hip joint. ~R. P. Rowlands. 
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SWELLING, INGUINO-SCROTAL.—The most important swellings which occupy 
both the inguinal and scrotal regions are :—(1) Hernia; (2) Varicocele ; (8) New growth ; 
(4) Hydrocele ; (5) Lymphangioma. 

Hernia is by far the most common, and when it is reducible there is very little 
difficulty in the diagnosis. It gives the characteristic impulse on coughing, is resonant on 
percussion, and when it contains bowel it gurgles on reduction. When it contains omentum 
only, the diagnosis is more difficult. To distinguish it from a varicocele it is only necessary 
to reduce the swelling and then to place the finger firmly upon the inguinal canal; a 
varicocele returns in a few seconds, but a hernia does not. Moreover, an omental hernia 
has a granular feel which distinguishes it from varicocele. An irreducible omental hernia is 
distinguished from varicocele by its irreducibility ; but it may be confused with a very rare 
condition, lymphangioma of the cord. An irreducible hernia may be confused with encysted 
hydrocele of the cord. When a hernia contains bowel its resonance distinguishes it ; but 
when it contains omentum there is more difficulty. An encysted hydrocele or a hydrocele 
of a hernial sac is more even and elastic than an omental hernia, which is usually nodular. 
Moreover, it may be possible to show that a hydrocele is translucent. This help is not 
available when the cyst is deep or contains blood, which it occasionally does as the result 
of injury or strangulation of the omentum at the neck of the hernial sac. <A strangulated 
hernia is distinguished from an inflamed hydrocele by the greater severity of the vomiting 
and other constitutional symptoms, and the completeness of constipation. Moreover, as 
stated above, a strangulated hernia containing bowel is resonant on percussion. Strangu- 
lated omentum may be very difficult to distinguish from an inflamed hydrocele or 
a hydrocele of a hernial sac, especially as either of these may complicate it. In such cases 
an exploration is the final appeal. It should not be forgotten that two or more varieties 
of inguino-scrotal swellings may co-exist. For instance, it is common to overlook a hernia 
which may complicate a varicocele, and this is especially true when the hernia contains 
only omentum. Again, it is quite common for a hydrocele of the tunica vaginalis or of 
the lower part of the cord, to complicate an ordinary omental hernia. In such a case, 
a part of the swelling may be reducible, and, unless the patient is examined in the upright 
position, the upper part of the hernia may fail to appear during the examination. Again, 
the bowel may be reducible, while the omentum, being adherent, is not reducible, and 
may be mistaken for an encysted hydrocele of the cord. It is very important in all these 
cases to examine for translucency. 

Growths of the testicle invading the inguinal region are, as a rule, easily diagnosed, 
because of the history and the observed course of the disease, and the general condition 
of the patient at the later stages. Growth of the retained testis may give rise to more 
difficulty ; it may be confounded at first with hydrocele of the tunica vaginalis, hydrocele 
of the hernial sac, or omental hernia, unless care be taken to ascertain if both the testicles 
are present in the scrotum. Torsion of a retained testicle with strangulation of its vessels 
has sometimes given rise to inguinal or inguino-scrotal swelling which has closely simulated 
strangulated hernia; but although there may be much abdominal . pain--and. local 
tenderness, vomiting is rarely so severe as in strangulated hernia, and the bowels are not 
really obstructed. Retained testicle is dull on percussion, and thus is distinguished from 
strangulated hernia containing bowel, and can only be confused with strangulation of 
the omentum. 

The oblique hernia is the only common one to reach the scrotum. It may be acquired 
or congenital. In about one-tenth of the congenital herniz the bowel and the testicle 
are in the same peritoneal sac; in the great majority of congenital hernize the two sacs 
are distinct, the testicle lying below the hernia. The same is true of acquired inguinal 
hernia. It is important to remember that nearly all inguinal hernize descend into 
congenital or pre-formed sacs, and this is especially true of hernis appearing apparently 
for the first time in young adults. In such cases, on careful inquiry, it may be found that 
a hernia existed and was apparently cured by a truss, in infancy. Again, it may be 
learned that the hernia reached the scrotum on its first descent, whereas acquired inguinal 
hernia very gradually develops as the result of straining in men past middle age. The 
swelling at first appears only in the inguinal region, and there the swelling increases in 
size, and extends into the scrotum only after some months or years. Very rarely, a direct 
hernia may reach the scrotum ; it is distinguished from oblique hernia by the fact that 
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the cord is antero-external to it, instead of postero-internal, as in an oblique hernia. It 
may be possible in some cases to identify the contents of a hernia. Attention has been 
drawn above to the method of distinguishing the bowel from the omentum. Sometimes 
the appendix can be felt distinctly, especially in right-sided hernia. Occasionally the 
bladder may be identified, as in Astley Cooper’s classical case. When the patient has 
apparently emptied the bladder, the surgeon reduces the hernia, and the patient is imme- 
diately able to pass more water. R. P. Rowlands. 


SWELLING OF THE JAW, LOWER.—Swelling of the lower jaw may sometimes 
be mistaken for, or masked by, swelling of the cellular tissues in front of it. The real site 
of the swelling is first to be ascertained by opening the mouth and running the finger along 
the outer and inner borders of the mandible and comparing the two sides. 

There are many causes for enlargement, and they may be subdivided under the follow- 
ing headings :— 


1. Injury. 

2. Inflammatory affections. 

( Innocent—Fibroma, osteoma, and odontoma. 
| Malignant—Sarcoma and epithelioma. 

4. Acromegaly. 

5. Leontiasis ossea. 


3. Tumours 


Injury.—A hematoma or traumatic periostitis may follow on a blow. If the injury 
has been sufficient to cause a fracture, the abnormal mobility of the fragments, the irregu- 
larity of the line of the teeth and arch of the jaw, and the laceration of the gums, are suffi- 
cient to indicate the injury. The nearer the line of fracture is to the symphysis, the more 
marked is the mobility, and diagnosis is only difficult when the fracture is of the ascending 
ramus and underneath the masseter muscle. A skiagram may then be needed. Fracture 
of the mandible is commonly compound, and therefore is often complicated by septic 
infection. Later, callus will form a tumour which might be mistaken for one of some other 
kind until the course of the case has been watched. 

Inflammatory Affections. 

Alveolar Abscess.—This is a very common swelling, associated with toothache. An 
ordinary gum-boil forms at the edge of the gum, and is quite superficial. A more trouble- 
some form of abscess is that which develops at the root of a tooth, which, generally carious, 
may yet appear healthy on the surface. Pus usually points between the gum and the 
cheek, but it may travel a long way between the bone and the mucous membrane, and 
point on the cheek, in the submaxillary region, or on the chin. As in the ease of injury, 
periostitis extending up under the muscle may be difficult to diagnose, and it is sometimes 
mistaken for parotitis. In the early stages the only sign is toothache, but as suppuration 
becomes established there are also pain, swelling of the gums, furred tongue, trismus, 
enlargement of the lymphatic glands, raised temperature. The presence of a septic tooth 
indicates the diagnosis. 

Necrosis of the Jaw, often preceded by an acute periosteal abscess, may follow injury, 
alveolar abscess, syphilis, or mercurial or phosphorus poisoning, and in rare cases acute 
exanthemata or typhoid fever. In many cases it may be impossible to say whether the 
bone is necrosed or not, for the signs are much the same as in suppuration in connection 
with alveolar abscess. It can only be diagnosed for certain if a piece of loose bone can be 
felt with a probe or seen by the aid of a skiagram. Its presence may be inferred by the 
long continuance and profuseness of the discharge. 

Syphilitic disease of the lower jaw is rare, and if present will not usually be confined 
to the jaw. If there is doubt, a Wassermann’s reaction will be of service. 

Actinomycosis—A._ long-standing and obstinate suppuration about the lower jaw, 
with cellulitis of the neck and formation of sinuses in the skin, should lead to the suspicion 
of the nature of the trouble. In the beginning it gives rise to inflammatory changes which 
simulate alveolar abscess, and the similarity is increased by the presence of carious teeth, 
through which the fungus is believed to gain access to the jaw. In the pus, the small yellow 
granules are to be sought for, and the Gram-staining mycelium on microscopical examination 
(Plate XXVIII, p. 614). 
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Tumours.—In many cases there will be no difficulty in deciding whether a swelling 
is inflammatory or a new growth. In the early stages—however, and it is never to be 
forgotten that an early diagnosis in the case of malignant disease is of extreme importance— _ 
there may be grave doubt. Therefore, all possibility of inflammatory mischief should be 
excluded by a careful, thorough examination of the mouth and teeth for any source of 
infection, and for this purpose it is frequently advisable to invite the co-operation of a 
dentist. 

Innocent tumours are osteoma and fibroma (more commonly called a fibrous epulis). 
Osteoma is rare, very slow growing, well defined, bony hard, and it does not usually attain 
a very large size. A not uncommon place to find it is at the angle of the jaw, projecting 
into the mouth. It may be bilateral. Fibrous epulis is common, soft, composed of fibrous 
tissue, and covered by the mucous membrane of the gum. It arises in connection with 
the root of a decayed tooth, and if not treated may attain a sufficient size to cause 
displacement of the teeth or even distortion of the arch of the jaw. Sarcomata may 
start in this manner; therefore all such tumours should be submitted to microscopical 
examination before a definite diagnosis or prognosis is given. 

Malignant tumours are primary, sarcomata, and secondary, epitheliomata, which start 
in the gum or on the floor of the mouth and invade the jaw by direct extension. 

The diagnosis of sarcomata may be quite easy, or attended by the greatest difficulty. 
They occur at any age, even in young infants. They may be of rapid growth, associated 
with constitutional changes which simulate inflammatory conditions before a large size 
has been attained, or they may be of such slow development as to be confounded with 
innocent growths. The necessity of early diagnosis cannot be urged too strongly, for it 
is on this that successful treatment depends. Seeing that a growth may be mistaken for 
a swelling due to suppuration, examination should first be directed towards seeing if any 
of the ordinary signs of inflammation are present, and whether there is an obvious source 
of infection. The history of the duration of the illness may be of great service, and also 
the nature of the swelling itself. Is it hard or soft, is the bone expanded, are tissues round 
the bone infiltrated, are the glands enlarged? Exercising the greatest care, diagnosis 
may still be difficult, and much service is rendered by a skiagram, with the aid of which 
one may determine whether the swelling is really bony, or in the case of periosteal sarcoma 
if the bone has been eaten into. If the diagnosis can be settled by no other means, the 
growth should be cut into and a piece removed for microscopical examination, even if the 
tumour is bony and a chisel and mallet be required. 

Epithelioma—better termed squamous-celled carcinoma—is a very insidious and 
dangerous form of growth, and in its early stages very apt to be overlooked. It may start 
as a small ulceration of the gum about a decayed tooth, and so be mistaken for a simple 
ulcer, and it may not be until a large tumour has formed that the condition is recognized, 
when most valuable time will have been lost from the point of view of treatment. The 
diagnosis will be made by careful examination, and noting that the ulcerated gum is hard 
and indurated and does not heal when the decayed tooth is removed. The name * boring 
epithelioma ’ has been well applied to this condition. To make the diagnosis sure, a piece 
from the edge of the ulcer should be removed for histological examination at the earliest 
moment that suspicion is aroused as to its malignancy. An epithelioma may also spread 
from the tongue or floor of the mouth and cause a swelling involving the jaw. The diagnosis 
here is obvious. 

Tumours of the Teeth, Odontomaia, may arise from any portion of the dental tissue, 
either from the tooth germ or from the fully-formed tooth. Clinically they are innocent, 
and commoner in young people. The method of diagnosis is to examine the teeth and find 
out if any of them aré missing or abnormally arranged. It is easy to distinguish them 
from a periosteal sarcoma, but confusion may arise between them. and a very slow-growing 
endosteal or myeloid sarcoma. A skiagram will generally reveal the true state of affairs, 
for any abnormality or misplacement of the teeth is clearly shown. It is well to remember 
the existence of these tumours, for unnecessarily severe operations have often been 
performed in ignorance. — 

Two diseases in which the mandible becomes enlarged, but in which the swelling is 
not confined to the one bone, and is only one of the manifestations of the complaint, remain 
to be mentioned :— 
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Acromegaly.—The lower jaw is often enlarged conspicuously in this disease, becoming 
prominent and massive (ig. 116, p. 237). There is hypertrophy of the whole bone rather 
than a swelling in it. The other bones of the face are enlarged, the superciliary ridges are 
exaggerated, and the general effect of the disease is to give the patient the appearance of 
a dull, coarse-featured person. In addition, the hands and feet become much enlarged ; 
also, in the late stages of this very chronic illness, headache and muscular debility become 
prominent symptoms, and owing to swelling of the pituitary body, bilateral temporal 
hemianopia is to be expected (see Fig. 139, p. 300). 

Leontiasis Ossea is the name given to a rare disease in which hyperostoses of the 
facial and cranial bones are the distinguishing features. It is not likely to be confounded 
with any of the above-mentioned swellings, except perhaps acromegaly, from which it is 
distinguished by the absence of changes in the hands and feet. George E. Gask. 


SWELLING OF THE JAW, UPPER.—The remarks made in the article on 
_ SWELLING OF THE JAw, LOWER (p. 683), apply equally to swellings in the upper jaw. 
Tumours arising in the antrum of Highmore merit special mention, however, for many 
cause no pain or discomfort until the late stages. Though innocent tumours may start 
in the antrum, the commonest are sarcoma and endothelioma. Rapid growth, bulging 
into and invasion of surrounding fosse, pain, discharge of blood and pus from one nostril, 
and invasion of the overlying skin, are momentous indications of malignant disease. In 
the case, though, of slow-growing tumours and in the early stages, differentiation between 
innocent growths or suppuration is extremely difficult. Transillumination (see PAIN IN 
THE JAW, UPPER, p. 462) is to be employed (Fig. 84, p. 180), also puncture of the antrum, 
and if necessary exploration and histological examination of the parts removed. 


George E. Gask. 
SWELLING OF THE LEGS. 


(See CEDEMA, p. 411.) 


SWELLING, MAMMARY.— Method of Examination —The clothes should be removed 
to the waist, so that a clear view of both breasts, the thorax, axillz, and supraclavicular 
fosse may be obtained. Both breasts should then be looked at to see whether there is 
any obvious enlargement or abnormality such as redness of the skin, dilatation of veins, 
tumour, or ulcer. Next, palpation is to be employed, using the flat of the hand and not 
the tips of the fingers; the surgeon should place himself in a convenient position behind 
the patient, using the right hand to examine the right breast and the left hand the left. 
The axillary fossz should also be palpated carefully, it being remembered that the lymphatic 
glands affected in diseases of the breast lie on the surface of the thorax and not round the 
axillary vessels. (See SWELLING, AXILLARY, p. 666.) In cases of suspected cancer the 
examination must not be concluded without investigation of the supraclavicular fossz for 
fullness or enlargement of glands, and of the thorax and liver for signs of secondary growths. 

Swelling in Pregnancy and Lactation is normal and physiological. Both breasts 
are enlarged equally, and feel tense and nodular. The superficial veins are usually 
prominent, and on gentle squeezing a few drops of milk are discharged from the nipple. 

True Hypertrophy of one breast is rare. It may be found in nursemaids who have 
put children to the breast. The enlargement in the majority of so-called cases of hyper- 
trophy is really due to the presence of one or more fibro-adenomata. 

Acute Mastitis occurs usually during lactation, occasionally during pregnancy, and 
is most often due to infection with pyogenic organisms which have gained entrance through 
cracks in the nipple. At the beginning of the illness there is shivering, followed by fever 
and a feeling of weight and pain in the breast; the pain soon becomes very acute. In 
the early stages the swelling is limited to one part of the breast, which feels more resistant 
than normal; the skin is not reddened at first, nor are the lymphatic glands enlarged. 
Pressure over the swelling may cause extrusion of a drop of pus from the nipple, and this 
is distinguished from milk by its viscidity and yellow colour. Later, fluctuation may 
become evident, and, as the inflammation approaches the skin, this becomes red and 
cedematous, and ultimately an abscess may point and burst through it; at the same time 
other foci of suppuration form, until the breast may be nothing but a bag of pus. The 
presence of fever and the intense tenderness of one portion of the breast are sufficient to 
distinguish acute mastitis from the physiological engorgement. 
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It is not uncommon to find a small alveolar abscess, the size of a hazel-nut, in virgins. 

Soon after birth and at puberty, a diffuse enlargement may occur in both sexes, and 
a small quantity of milk may be secreted. If the breasts are handled or squeezed, this 
congestive condition may pass into true inflammation and suppuration. 

Chronic Mastitis may attack numerous lobes of the breast, so that the whole organ 
has a granular feel (chronic lobular mastitis), or the inflammation may be confined to one 
segment and form an inflammatory swelling of considerable size. The attention of the 
patient is usually first called to the breast by the presence of vague pains and tenderness. 
If the lump is picked up with the fingers it is easily palpable, but if pressed back against 
the chest wall the induration is much less distinct than is carcinoma or fibro-adenoma. 
The swelling is elastic, and its outline quite diffuse, more so than in the case of carcinoma. 
The axillary glands may or may not be enlarged ; if they are, they are generally numerous, 
not so hard as in cancer, and are met with at an earlier period in the disease. The opposite 
breast is very liable to be diseased in a similar manner. The diagnosis is often very diffi- 
cult, ordinary carcinoma of the breast being confounded with it. The two tumours resemble 
each other in that in both their outlines are badly defined and the axillary glands are 
enlarged. In cancer, however, the tumour is densely hard, and at an early period adhesions 
form so that the skin puckers on attempting to move it over the swelling. A further 
difficulty arises from the fact that a cyst may form in connection with chronic mastitis. 
If this is lax, fluctuation may be detected, but it is usually so tense that it feels hard and 
solid. This again may be mistaken for a carcinoma or a fibro-adenoma. Where there 
is the least doubt as to the nature of the swelling and any possibility of the presence of a 
carcinoma, the right course is to make an exploratory incision and cut microscopic sections 
from the suspected area. 

Multiple Cystic Disease of the Breast.—This condition may follow on chronic 
lobular mastitis. One breast—sometimes both—becomes filled with cysts, some micro- 
scopic and others as large as walnuts, so that the organ has a bossy appearance. The 
whole organ is often very painful, the pain radiating from the breast and shooting down 
the arm. There are epithelial changes in the lining membrane of the cysts, and some 
‘authorities think that these are precursory stages in the formation of a cancer. 

Cysts, unless in connection with chronic mastitis or fibro-adenomata, are rare. A 
simple serous cyst is described, due to lymphatic obstruction. Galactocele, a cyst containing 
milk, is formed by dilatation of one of the larger lacteals owing to obstruction ; galacto- 
celes occur only during lactation ; they form movable, fluctuating swellings, and on pressure 
milk can be squeezed out of the nipple. 

Tuberculosis of the Breast is not so uncommon as was formerly supposed, and a, 
certain number of cases of chronic mastitis and chronic abscess are really tuberculous. 
The disease is insidious, starting as a painless irregular swelling, the periphery of which is 
hard and the centre soft. Later, the skin becomes reddened, and an abscess forms which 
may burst and leave a sinus. It differs from an acute abscess in that the duration is much 
longer, there is little or no pain or fever, and the pus, if examined, reveals no organisms. 
The facts that its history is a long one, that the swelling or the edges of it are hard, and 
that the axillary glands are enlarged, render this condition liable to be confounded with 
carcinoma, of the ordinary form, or one in which suppuration has occurred. The various 
clinical pathological tests for tuberculous disease may be applied, but the best method is 
to cut into the swelling and remove a portion of the wall for histological examination. 

Chronic Submammary Abscess causes a projection forward of the whole breast ; 
it is due to tuberculosis of the underlying ribs, or in rare instances to post-typhoidal 
periostitis which may have remained latent. The diagnosis is made by opening the 
abscess and examining the pus from it bacteriologically. 

Innocent Tumours.—Pure fibromata, lipomata, and enchondromata are of rare occur- 
rence, and merely call for mention here. ~Fibro-adenoma is the only common innocent 
tumour, and though there are many pathological varieties, and some contain cysts and 
some intra-cystic growths, for the purposes of this article all may be classed under one 
heading. A fibro-adenoma is an encapsulated tumour, generally single, sometimes multiple, 
varying from the size of a nut to that of an orange. Because it is encapsulated, the 
surrounding tissues are not infiltrated ; therefore, if superficial, the outline is clearly defined, 
and the mass is freely movable both under the skin, over the pectoral muscle, and, most 
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important of all, in the breast substance. The axillary glands are not enlarged. The 
tumours cause no pain, and are usually discovered accidentally. Generally they occur in 
women between the ages of twenty and thirty. After attaining a certain size they remain 
more or less stationary, unless they are cystic, when they may go on growing as the result 
of dilatation of the cyst by fluid. The diagnosis is generally quite easy, but if the breast 
is fat and the tumour deep-seated, it may not always be quite easy to distinguish a 
fibro-adenoma from an early carcinoma, without operation and microscopical examination. 
A fibro-adenoma is elastic in consistency rather than hard like a carcinoma. From chronic 
mastitis it is distinguished by being less intimately associated with the breast than is the 
case with the inflammatory nodules, and by its sharper definition. On account of the 
well-known possibility of error, however, no definite diagnosis or prognosis should be given 
until the tumour has been removed and a pathological report on its character received. 
Malignant Tumours of the breast are nearly always primary; sarcoma is rare, 
carcinoma common; and the latter is the most important tumour that affects the breast. 
It is essentially a disease of the female, only about one per cent of the cases occurring in 
males ; most patients have been married, and are between the ages of thirty-five and sixty. 
In advanced cases the disease is obvious ; the tumour is large and hard, fixed to and often 
fungating through the skin; the axillary glands are enlarged and hard, and the patient 
is often cachectic. What is wanted is a diagnosis in the early stages, while the patient still 
looks and feels in perfect health, before secondary deposits are found in the axillary glands 
and while successful treatment is. still possible. Too much insistence cannot be laid on this. 
Usually the patient feels no pain, but discovers a lump in the breast accidentally during 
ablutions ; therefore its duration must generally be a matter of doubt. Clinically, it is 
felt as a small tumour which, unless the patient is very fat, can be palpated easily with 
the flat of the hand. Its chief characteristic is that its outline is not sharply defined, and 
that it is hard—stony hard. In the very early stage the tumour is freely movable over 
the pectoral muscles and under the skin, but it is not so movable in the breast substance 
as is a fibro-adenoma. Very soon bands of fibrous tissue that connect the breast with 
the skin become involved, and by their contraction prevent free movement of the skin 
over the swelling, and cause dimpling and puckering. If the tumour is situated anywhere 
near the centre of the breast milk-ducts become involved in the growth, and as they 
contract cause retraction of the nipple. If a nipple, previously well formed, becomes 
retracted, this is a very important sign, though it is to be remembered that nipples 
are often permanently retracted. Many cancerous tumours, even when extensive infil- 
tration has occurred, cause shrinkage, so that the affected breast may appear smaller than 
_the healthy one, and in the atrophic form the gland may almost disappear. In the ordinary 
form (scirrhus) it will be rare to find any discharge from the nipple: a blood-stained 
discharge often indicates a duct-carcinoma. (See DiscHARGE FROM THE NIPPLE, p, 181.) 
After the disease has lasted six months the axillary glands are usually enlarged and hard, 
the first affected being those running along the lower border of the pectoralis minor. Too 
much attention must not be given to the absence of palpable glands, because, first, it is 
hoped that the diagnosis may be made before they are enlarged ; and secondly, if the patient 
is at all fat, it is exceedingly easy to overlook them. Attention is to be centred on the 
lump itself. Its stony hardness may alone be sufficient ground on which to base a dia- 
gnosis. The two main conditions which have to be distinguished from an early carcinoma 
are fibro-adenoma and chronic mastitis. In the former, the swelling is well defined, elastic, 
and freely movable ; in the latter, a tumour cannot be felt distinctly with the flat of the 
hand ; it is soft, and the whole breast is often nodular. 

The difficulties in diagnosis are great and the sources of error numerous ; none of the 
swellings may be typical: they may be obscured by the obesity of the patient, and a fluid 
swelling may be so tense as to simulate a solid one. This being so, the course to adopt, 
whenever the slightest doubt arises, is to incise the swelling and submit a portion to micro- 
scopical examination. Seeing the vital importance of avoiding mistakes in this connection 
there is a growing feeling among surgeons that all tumours of the breast, whatever the 
belief as to their character, should be removed, or at least cut into, so that their true histo- 
logical constitution may be ascertained early and with accuracy. 

Sarcoma of the breast is rare. It generally occurs in women under the age of thirty. 
In the early stage it is not easily distinguishable from a fibro-adenoma, particularly one 
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which is enlarging rapidly on account of a cyst or intracystic growth. It is soft, grows 
rapidly, infiltrates the tissues, and forms a large fungating tumour. It disseminates 
rapidly, both via the lymphatics and by the blood-stream. George E. Gask. 


SWELLING, PELVIC.—There are so many swellings which may rise up out of the 
pelvis into the abdomen, and also which may appear to be pelvic when they are really 
primarily abdominal, that a list in tabulated form may be of value :— 


Bladder.—Simple distention. New growth. 


Vagina.—Hematocolpos. 
Uterus.—Pregnancy : normal or abnormal, or associated with tumours of the uterus 


or ovary. 
New growths: Fibromyoma. Sarcoma. Carcinoma. Chorion-epithelioma. 
Hematometra. 
Ovary.—Cysts. Solid new growths. 
Fallopian Tubes.—Hydrosalpinx | Carcinoma 
Pyosalpinx | Tubal gestation 
Salpingo-oéphoritis _ Progressive extra-uterine gestation. 


New growths 
Pelvic Peritoneum.—Encysted peritoneal fluid 
Hematocele due to extra-uterine gestation 
Hzematocele due to hemorrhage from a corpus luteum 
Pelvic abscess Hydatid cysts 
Ascites Retroperitoneal lipoma. 
Pelvic Cellular Tissue.—Cellulitis. Pelvic haematoma. 
Appendix Vermiformis.—Abscess around 
Appendicitis with pregnancy. 
Pelvic Bones.—New growths of. 
Omentum.—New growths of. Cysts of. 
Phantom Tumours. 
Pancreatic Cysts. 
Kidney.—Tumours of. Hydronephrosis. Pyonephrosis. 
Gall-bladder.—Distention of. 
Spleen.—Enlargement of. 
Urachus.—Cyst of. 


It is obvious that many of these lesions are not pelvic at all; but they are not omitted 
from the list because they are liable to be mistaken for pelvic tumours. Thus pancreatic, 
renal, splenic, and gall-bladder tumours may reach the pelvic brim, but the history ought 
to show that they have grown down from above, not up from below. Further, renal 
tumours may be associated with urinary changes, or absence of urinary secretion on the 
affected side, as detected by the cystoscope. Splenic enlargements may be associated with 
blood-changes, and gall-bladder distention with icterus. Pancreatic cysts are the least 
likely to be mistaken for pelvic swellings, but they have been difficult to distinguish from 
ovarian tumours with long pedicles. 

Naturally, the commonest difficulty which arises in the diagnosis of pelvic swellings 
is to differentiate between the distended bladder, pregnant uterus, ovarian cyst, and uterine 
fibromyoma, and the commonest mistakes are made between these swellings. The 
distended bladder is clearly the easiest to dispose of, because the passage of a catheter 
will settle the question ; and yet the neglect of this simple procedure has led to more than 
one abdomen being opened. 

The history is of value in differentiating the other swellings, for amenorrhcea is the 
rule in pregnancy, menorrhagia in fibromyoma, and no change in menstruation in ovarian 
tumours. These assumptions are correct in almost 99 out of every 100 cases, but 
exceptions do exist. The cardinal point in diagnosis is not to think of the possible 
fallacies until the common rule has been considered thoroughly. Normal menstruation 
during pregnancy is almost unknown, but it is believed that menstruation is possible up 
to the third month. This is physiologically unsound, for menstruation represents the 
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failure of the uterus to receive a fertilized ovum, and should not be even possible if 
conception does occur. That hemorrhages occur during the early months of pregnancy 
is true; but in most cases these hemorrhages represent threatened abortion, and not 
menstruation. Further, fibroids are associated with hemorrhages. This is true in the 
case of interstitial or submucous growths ; but there may be no disturbance of menstrua- 
tion in subperitoneal fibroids. Ovarian tumours only disturb menstruation when they 
are double, and destroy all ovarian tissue. As long as a small piece of ovarian 
tissue remains there is no reason why menstruation should not occur normally. 

Palpation of these tumours may be fallacious, although there is no difficulty in distin- 
cuishing foetal parts when the foetus is big enough. In the early months the pregnant 
uterus may fluctuate like a cyst ; a softened fibroid may do the same, whilst on the other 
hand a tense ovarian cyst may feel so hard as to be mistaken for a fibroid. Whilst the 
presence of the foetal heart is characteristic of pregnancy, its absence cannot be taken as 
evidence of a fibroid or of an ovarian tumour. It is not always possible to hear the fcetal 
heart even in advanced pregnancy. If the pedicle of a tumour can be felt definitely 
attached to one uterine cornu it is strong presumptive evidence of an ovarian tumour. 
It is useful to pull down the uterus with a tenaculum, at the same time pushing up the 
tumour so as to make tense the pedicle, which might then be palpated by the vaginal 
touch. When small tumours are in question the first point which arises is, Can the tumour 
be separated from the uterus bimanually ?. If so, it can be neither a fibromyoma of the 
uterus nor a normal uterine pregnancy. This point can only be made out by careful 
bimanual examination, and undoubtedly may require considerable skill in some cases. 

Early pregnancy in a retroverted uterus should not give rise to diagnostic difficulties 
if it be remembered that the soft, boggy fundus is felt through the posterior fornix, that 
the cervix looks down the vagina or forwards to the symphysis, and that the posterior 
mass is continuous with the cervix. If the retroverted uterus is associated with vesical 
distention the picture is usually clear enough. The history of constant dribbling of urine 
(distention with overflow), amenorrhoea, other signs of pregnancy, the presence of two 
tumours—one in front, tense and elastic, the other behind, soft and boggy—and finally, 
the passage of a catheter, will settle the question. The diagnosis of solid ovarian tumours 
is not always possible, for the pedicle is often short, and the tumour is then so close to the 
uterus that the two cannot be separated. They are therefore likely to be mistaken for 
fibroids of the uterus. They do not often cause menorrhagia, however, and this may be 
remembered as a cardinal point. 

Large tumours arising in the pelvis are not often difficult to differentiate from one 
another, bearing in mind that ovarian tumours, uterine fibroids, pregnancy, and ascites 
are the common conditions which are met with. In this connection, it cannot be repeated 
too often that amenorrhcea stands for pregnancy, and occasionally for ovarian tumours 
when double. Menorrhagia goes with uterine fibroids except in the case of subperitoneal 
tumours. Exceptions to these general statements are uncommon, and mistakes in 
diagnosis will occur but seldom if they are borne in mind. Ascites has to be differentiated 
from ovarian cysts, and occasionally from hydramnios. In general, ascites gives dullness 
in the flanks on percussion, with resonance over an area somewhere about the umbilicus, 
whilst ovarian cysts give dullness over the front of the abdomen, with resonant areas 
in the flanks and epigastric angle. When ascites exists along with ovarian tumours the 
free fluid may be so large in amount that the tumour cannot be felt ; as a rule, however, 
it can be touched on dipping through the fluid. Ascites with an ovarian tumour does 
not necessarily mean malignancy, but it may do so. Fibroma of the ovary, and simple 
ovarian cyst, with a twisted pedicle, will always be accompanied by some fluid. 

When pregnancy is associated with tumours, the diagnosis may be of great difficulty. 
This does not lie in the recognition of the pregnancy ; amenorrhcea, breast changes, foetal 
movements, and the foetal heart will usually make that clear enough ; it lies in deciding 
the nature, or even the presence, of a tumour along with the pregnant uterus. In the 
early months, when the presence of two tumours can be demonstrated, the diagnosis is 
easier, but in the later months the great size of the abdomen, and the way in which the 
swellings merge into one another, may obscure the picture. The relation to the uterus, 
whether a part of it, or attached to it by a pedicle ; the feel of the tumour, whether solid 
or cystic, soft or hard ; and the previous history ; will always be of assistance in making 
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out the nature of the growth. Fibroids are extremely likely to soften and de 
during pregnancy, so that they are liable to be mistaken for ovarian cysts. 

In the case of ovarian tumours, it is often impossible to be sure of the exact nature 
of the growth, and this has to be decided microscopically after removal. It is, however, 
important to distinguish malignancy in growths of the ovary, and certain points will stand 
out in favour of this. Thus, fixation of the growth in the pelvis, obvious ascites, 


emaciation of the patient, and rapid growth in size of the abdomen, are points in favour 
of malignancy. 


generate 


In the case of definitely uterine tumours, the diagnosis of malignant growths is not 
often difficult, but may have to be settled by microscopic examination of curetted 
fragments. Fibroids are only likely to be mistaken for malignant growths when they 
produce constant bleeding as a result of extrusion, infection, and sloughing. Rapid growth 
of a fibroid is more likely to be the result of degenerative changes, such as formation of 
cysts or necrobiosis, than to the development of a sarcoma or other malignant growth 
along with it. 

With small tumours confined to the pelvis, or rising only a little above the brim, 
diagnosis is often a matter of extreme difficulty. In practice, however, extra-uterine gesta- 
tion and its resulting blood-tumours stand out pre-eminently as swellings which must be 
recognized.at once, if successful treatment is to be adopted. Before rupture or abortion 
has occurred a tubal gestation is essentially a small tumour in one postero-lateral corner 
of the pelvis, attached to the uterus, indefinite in consistence, and perhaps—though not 
always—associated with amenorrhcea of short duration, and attacks of pain in the pelvis 
of an acute nature. Definite signs of pregnancy may be entirely wanting. It may be 
mistaken for a chronic salpingo-odphoritis, a small cystic ovary, a small pedunculated 
fibroid, or a small ovarian dermoid. The differential diagnosis may be absolutely impos- 
sible ; but attacks of pain unassociated with menstruation are not likely to occur in any 
of the latter conditions. The attacks of pain are usually the result of over-distention 
and stretching of the tube from hemorrhage into its wall or lumen around the fertilized 
ovum. When tubal abortion has occurred, or tubal rupture, the signs of internal bleeding, 
accompanied by sudden pain and collapse, with haemorrhage from the uterus, usually 
make an unmistakable picture. Hemorrhage is more commonly severe and copious in 
tubal rupture than in tubal abortion. If the patient recovers from the initial bleeding the 
clinical picture may be that of a retro-uterine hematocele, or of a peritubal hematocele. 
In this form the uterus is pushed forwards and upwards against the symphysis pubis, and 
the mass of blood-clot can be felt posteriorly bulging the posterior fornix, and also the 
anterior wall of the rectum. The tumour is usually partly resonant in front, because 
intestine adheres to it. Tubal abortion is most likely to be mistaken for an ordinary 
uterine abortion ; but the presence of a mass on one side of the uterus, with a closed 
cervix, and the absence of uterine contractions or extrusion of any products of conception, 
should make the case clear. 

Progressive extra-uterine gestation is a rare occurrence, and is the result of continued 
growth of an embryo after a partial separation from the tube as a result of rupture, or 
extrusion from the fimbriated end (abortion). The continued enlargement of a mass 
beside the uterus, with amenorrhcea and progressive signs of pregnancy, are the most 
characteristic points. The diagnosis, however, is difficult, because there is always some 
effused blood which is likely to obscure the outlines of the uterus, and make it appear to 
be a part of the pelvic mass. 

The swellings due to salpingo-oéphoritis are usually quite easy to distinguish. They 
form fixed masses in the pelvis, seldom of any definite shape, but occasionally presenting 
the characteristic retort shape, with its narrow end near the uterus, which the tube assumes 
when distended with fluid. The history is usually that of an acute illness at some period, 
with pain in the pelvis, rise of temperature, and peritoneal irritation. It is preceded, 
as a rule, by uterine discharges and menorrhagia. This inflammatory disturbance in 
married women is associated with long periods of sterility, owing to the sealing up of the 
tubes. The diagnosis of suppuration with salpingo-odphoritis is often impossible, but 
is always important, because the treatment may depend on it. Constant rises of tempera- 


ture of the hectic type, wasting, and daily sweating, are the usual accompaniments of 
suppuration here as elsewhere. 
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A large pelvic abscess may accompany salpingo-odphoritis, or may occur alone without 
infection of the tubes, as we see occasionally in puerperal septic infections. When it does 
occur, it is of course peritoneal ; it fixes the uterus in a central position, bulges into the 
posterior fornix and rectum, tends to rupture into the rectum, is acute in onset, and accom- 
panied by signs of local peritonitis. It is likely to be confounded with pelvic cellulitis, 
in which the uterus is fixed in a laterally displaced position., It bulges one lateral fornix, 
tends to burrow along the round ligament to the groin, is slow in onset, chronic, and not 
accompanied by signs of local peritonitis. It always follows labour, whereas pelvic abscess 
of peritoneal origin may occur with salpingo-odphoritis quite apart from pregnancy. Pelvic 
cellulitis never bears any relation to salpingo-oéphoritis. 

Encysted peritoneal fluid, hydatid cysts, and_ retroperitoneal lipoma are generally 
diagnosed as ovarian cysts, and their true nature is only discovered at operation. There 
are no definite signs by which these conditions may be diagnosed, and as they all require 
operative treatment, post-operative diagnosis meets their requirements. 

Distention of the vagina by menstrual fluid is not likely to be mistaken for anything 
else, if only on account of the absolute closure of the hymen which gives rise to it. 
Heematocolpos is practically the only central tumour met with between the rectum and 
the bladder reaching from the hymen to the pelvic brim. The uterus can usually be felt 
like a cork movable upon its upper extremity. 

Urachal cysts occur in front of the uterus and in close relation to the bladder ; but 
in spite of this they are usually mistaken for ovarian cysts. It is to be remembered, how- 
ever, that ovarian cysts only get in front of and above the uterus when they are large. 
Urachal cysts rarely attain a large size. 

Appendicitis with pregnancy occurs occasionally, and may be mistaken for such a 
condition as torsion of an ovarian pedicle. The swelling due to appendix inflammations 
is, however, in close relation to the anterior superior spine of the ilium, and apparently 
adherent to the iliac fossa. The lump is ill defined, and rarely fluctuates unless there is 
a large abscess. The acute onset may be similar to that of torsion of an ovarian pedicle. 
There is usually a definite fluctuating tumour when an ovarian cyst is present, and some 
interval between it and the iliac crest can usually be felt. 

Phantom tumours are due to diaphragmatic contraction, causing the abdominal wall 
to bulge. They are usually mistaken by patients for pregnancy, but are not accompanied 
by any of the signs of pregnancy. Amenorrhcea must be excepted from this, however, 
because these cases usually occur about the menopause. Their true nature can usually be 
discovered by making the patient breathe normally, relaxing the diaphragm ; but if any 
doubt exists, the protrusion will disappear under an anesthetic. 

Growths of the pelvic bones are very rare tumours, usually cartilaginous or sarcomatous. 
They are only likely to be mistaken for adherent inflammatory masses, due to salpingo- 
odphoritis. They will be found to be continuous with the bones forming the pelvis, and. 
when growing from the sacrum may have the rectum in front of them ; all other tumours. 
have the rectum behind them. They may, however, bear no relation to the rectum at. 
all if they occur on the right side of the pelvis. In most cases of this nature the uterus. 
and adnexa can be palpated bimanually, and shown to be free from disease and 
unconnected with the mass. When complicated by the presence of a pregnant uterus 
their true nature may be very difficult to determine. Bearing in mind that they. are 
absolutely fixed and continuous with the bones of the pelvis, the diagnosis ought not 
to be uncertain. Thos. G. Stevens. 


SWELLING, PERINEPHRIC.—(See Krpney, ENLARGEMENT OF, p. 352.) 
SWELLING, POPLITEAL.—Popliteal swellings may be divided into :— 


1. Fluid Swellings : 
Bursa | Varicose veins Aneurysm. 
Baker’s cyst | Abscess 

2. Solid Swellings not connected with Bone : 
Enlarged glands | Malignant tumours | Innocent tumours. 


3. Solid Swellings connected with Bone: 
Exostosis Periostitis 
Sarcoma | Separation of the epiphysis. 
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FLUID SWELLINGS. 


Bursa.—The bursa underneath the insertion of the semimembranosus muscle into 
the posterior aspect of the inner tuberosity of the tibia is often enlarged. When the leg 
is extended it stands out as a tense fluctuating swelling on the inner side of the popliteal 
space ; on flexion it disappears completely. It may be found enlarged in young athletes 
and cause no symptoms whatever. On account of its frequent communication with the 
knee-joint it is often distended when that joint is the seat of osteo-arthritis, and the changes 
found in the synovial membrane of the knee are found also in the synovial membrane 
lining the bursa, for the two are continuous. When much fluid is present, fluctuation 
can be detected between the joint and the bursa. 

The bursa under either of the two heads of the gastrocnemius muscle may be enlarged 
similarly, but this is rare. 

Baker’s Cyst occurs in connection with chronic tuberculosis of the knee-joint, and is 
formed by the extension of a chronic abscess which spreads along a plane of fascia. Such 
an abscess may present itself in the popliteal space. The condition of the knee-joint will 
indicate the disease. 

Varicose Veins are often present; the diagnosis presents no difficulties, as the veins 
in the lower part of the leg will be varicose also. 

Acute Abscess is recognized by the signs of acute inflammation ; the skin is red and 
cedematous, the pulse and temperature are raised, and the swelling is very painful. The 
knee is kept flexed in order to minimize the tension of the part. The abscess may 
be caused by suppurating lymphatic glands or by suppurative periostitis or necrosis of 
the lower end of the femur. In the former case the abscess will be superficial, and in the 
latter deep to the popliteal vessels. 

Aneurysm of the Popliteal Artery (Plaie X XX) gives rise to an expansile pulsating 
tumour, the pulsation being synchronous with the heart’s beat. Pressure on the femoral 
artery above will cause a diminution in size of the swelling and cessation of pulsation. 
The pulse at the ankle on the affected side may be smaller than that on the opposite, and 
delayed. Ifa stethoscope be placed over the swelling a distinct bruit can be heard. The 
complaint of the patient will probably be of pain, which may be referred down the leg if 
either popliteal nerve is pressed on, or in the site of the swelling if the bone is eroded. 
Varicose veins are almost always present also, on account of pressure on the popliteal vein. 
Owing to its pulsatile character, an aneurysm is not often mistaken for anything else, but 
it must be remembered that every swelling that pulsates is not an aneurysm. A soft 
vascular sarcoma growing from the end of the femur may be pulsatile, and over it a bruit 
may be heard, but the tumour is not as compressible as an aneurysm, and the effects on 
the distal pulse are not so marked. A skiagram will usually settle the question at once. 
Distinction must also be drawn between a tumour that pulsates and a tumour to which 
pulsation is communicated. For instance, an abscess or a solid swelling lying over the 
popliteal artery may appear to pulsate, but the movement is heaving in character and not 
expansile. In the rare event of an aneurysm having become filled with clot it might be 
taken for a solid tumour growing either from the soft parts or from the bone. Under this 
delusion a leg has been amputated for sarcoma. 


SOLID SWELLINGS NOT CONNECTED WITH BONE. 


Enlarged Glands.—It is not common to find the popliteal glands enlarged from any 
cause. It is possible that they may become infected with pyogenic organisms from a 
sore on the back of the leg. 

Tumours are rare.. They may be innocent, e.g., lipoma; or sarcomatous, starting 
in the connective tissue of the popliteal space, or attached to one of the muscles. The 
innocent tumours are of long history and well defined; the malignant, rapidly growing 
and infiltrating. 


SOLID SWELLINGS CONNECTED WITH BONE. 


In all cases of bony tumour a skiagram is of immense service, and should always be 
obtained if possible. 

Innocent Tumours.—Cancellous exostoses may be found, generally in children and 
young adults, growing from the region of the epiphyseal cartilage of the femur (Fig. 281, 
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p. 670). There may be others in other parts of the skeleton, and sometimes several 
members of the family are affected similarly. The swelling is of slow growth, well defined, 
and rarely gives any trouble. It is most often found at the inner side of the popliteal 
space. There is one thing that may be confounded with it, namely, ossification of the 
insertion of a tendon or muscle. The adductor longus muscle is the one most commonly 
affected. 

Malignant Tumours are endosteal and periosteal sarcoma. Central sarcoma in its 
early stages resembles chronic osteitis and periostitis so closely that it may be impossible 
to come to a correct conclusion without the aid of a skiagram. With this help the diffi- 
culty vanishes, for a myeloid tumour is seen clearly as a well-defined tumour causing 
enlargement of the bone (compare Figs. 284, 286, 287, pp. 672, 673). 

Periosteal sarcoma causes a general enlargement of the whole of the lower end of the 
femur or upper end of the tibia (Fig. 283, p. 671), not swelling in the popliteal space only. 
It is mentioned here because of its occasional confusion with periostitis and popliteal 
necrosis. 

Periostitis.—Popliteal necrosis with abscess formation may give rise to a big swelling. 
The signs of inflammation will usually be well marked and accompanied by constitutional 
symptoms and leucocytosis. Chronic periostitis, or chronic abscess of the bone, or central 
necrosis, may be extremely difficult to distinguish from a periosteal sarcoma. A skiagram 
should be taken, and if necessary an incision made down to the tumour for a piece to be 
removed for histological examination. (See SWELLING ON A BONE, p. 667.) 

Separation of the Epiphysis.—In the somewhat rare accident of separation of the 
lower epiphysis of the femur, the lower fragment becomes displaced backwards, forms a 
prominence in the popliteal space, and presses on the vessels, sometimes to a dangerous 
extent. George E. Gask. 


SWELLING, PULSATILE.—When a tumour can be felt pulsating, the first point 
to decide, if possible, is whether the pulsation is expansile or whether it is merely trans- 
mitted by a non-expansile tumour which is in direct contact with large pulsating vessels. 
The distinction is sometimes obvious, especially when the tumour has developed in a place 
where there are no particularly large blood-vessels to transmit pulsation, for instance in 
the foot, or in direct connection with a long bone at some spot not immediately adjacent 
to the main artery of the limb. The chief difficulty arises when the mass is either in the 
root of the neck or in the abdomen and, to a less extent, when it is in the axilla, the inner 
aspect of the upper arm, in front of the elbow, in the groin, or in the popliteal space. 
Careful palpation is probably the best means of determining whether there is actual expan- 
sile pulsation or not ; in the case of the abdomen it is important to examine the patient 
not only when he lies on his back, but also in the knee-elbow posture, for sometimes a 
tumour which is in contact with the aorta in the former position falls away from it and 
ceases to transmit pulsation in the latter. 

If it can be decided definitely that the tumour is itself pulsating, most probably it 
is either.an aneurysm of an artery or else a very vascular growth, especially osteosarcoma. 
The existence of egg-shell crackling with pulsation in a tumour would be highly suggestive 
of osteosarcoma, though it is conceivable that it might also be felt over an aneurysm that 
had extensively eroded the adjacent bones. Aneurysm will be the probable diagnosis 
when the markedly pulsatile swelling occurs directly along the course of a known artery. 
Absence of pulsation does not, however, exclude aneurysm, for the latter may either be 
situated too deeply for the pulsation to be felt, or else the sac may be filled partly or wholly 
by organized or organizing clot. 

Sometimes there may be doubt as to whether there is really pulsation or not, when 
digital examination alone is relied upon; in such cases, direct application of the ear to 
the part in such a way that the pinna is in uniform contact with the patient’s skin will 
sometimes bring pulsation to the notice very clearly when its amount, appreciable to the 
membrana tympani, is too slight for the hand to detect ; this applies particularly to deep- 
seated intrathoracic aneurysms. 

It must be remembered, on the other hand, that marked pulsation may suggest 
aneurysm without any being present, particularly at the root of the neck and in the 
abdomen (Fig. 288); a normal subclavian artery may sometimes seem to be abnormal 
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particularly if it is pushed forward or displaced by a mass below or behind it, for instance 
an accessory cervical rib. Undue pulsation of the abdominal aorta, especially in women, 
is also to be remembered as a possible source of erroneous diagnosis (see PULSATION, UNDUE 
ABDOMINAL Aortic, p. 543). 

It should also be remembered that normal arteries cause very violent pulsation in 
cases of marked aortic regurgitation, and in severe cases of exophthalmic goitre, in which 
the whole neck, including the enlarged thyroid gland, may be seen to be pulsating vigor- 
ously. : 
We need not here discuss in detail the differential diagnosis between one kind of 
aneurysm and another, though one might mention in particular the so-called cirsoid 
aneurysm of the scalp (Plate XX XI), which is rather a conglomeration of many abnormally 
dilated arteries in the form of an arterial nevus than a true aneurysm. Its position on 
the scalp will at once suggest the diagnosis. 

A pulsatile orbital tumour will generally be due either to an osteosarcoma, or to 
an arterio-venous aneurysmal communication 
between the internal carotid artery or its 
ophthalmic branch, and the cavernous sinus. 
The presence of a loud bruit would be in 
favour of the latter. 

It is important not to mistake for the 
ordinary pulsatile tumours those which may 
move synchronously with respiration, for 
instance hernia pulmonalis, hernia cerebri, and 
certain congenital abnormalities of the brain 
and spinal cord, such as meningomyelocele 
(Fig. 102, p. 280). 

It is unlikely that a pulsatile liver will be 
mistaken for any other kind of pulsatile 
tumour. The cases in which it occurs are 
those of chronic failure of cardiac compensa- 
tion, generally mitral stenosis and_ tricuspid 
stenosis with oedema of the legs, lividity, 
orthopnoea, and perhaps ascites, which have 
generally been present for some time before the 
nutmeg liver becomes obviously pulsating. 

Rarely, the cardiac pulsations may be 


Fig. 288.—Photograph illustrating the difficulty transmitted direct to fluid contained in a 
which may arise in diagnosing between abdominal i ; 3 
aneurysm and carcinoma of the stomach. This pleural cavity, so that the bulging intercostal 
patient had a large rounded epigastric tumour : . 
(demarcated by painting with ink before the photo- spaces may pulsate synchronously with the 
graph was taken) which pulsated forcibly, and the radial artery and simulate some more serious 
pulsation seemed to be expansile. Aneurysm of the 2 : : 
cceliac axis was diagnosed, but post-mortem examina- pulsatile tumour. The history and the physical 


tion revealed a large carcinoma of the stomach, and 


Se eee signs, including displacement of the heart 


towards the opposite side, will generally 
indicate the correct diagnosis, though there may be some trepidation on the part of the 


operator who decides to insert the exploring needle into the pulsating swelling. 
Herbert French. 


SWELLING OF THE SALIVARY GLANDS. = 

Epidemic Parotitis—Mumps—is the commonest cause of swelling of the salivary 
glands ; it is discussed on p. 617. 

Infective Parotitis. is characterized by a sudden, acute and generally unilateral 
enlargement, and is accompanied often by a rise of temperature or a rigor. It is not an 
uncommon complication in certain specific fevers, e.g., typhoid fever and pneumonia ; and 
in surgical practice it may complicate any septic case, but especially abdominal, pelvic 
and genito-urinary operations, puerperal infection, and pyzmia. Resolution usually 
occurs, but suppuration may ensue. 

Salivary Calculus.—A calculus may be found in Stenson’s duct, but is more common 
in the duct of the submaxillary gland. In the early stages such a calculus gives rise to 
sudden intermittent swelling of the affected gland at times when the stimulus of food gives 
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rise to active secretion of saliva. As the result of long-standing distention and chronic 
inflammation, the gland may become permanently swollen. The diagnosis of stone may 
be made with the finger in the mouth, by pricking the calculus with a needle through the 
buccal mucous membrane, by passing a fine probe up the duct and feeling the grating on 
the stone, and by the use of the x-rays. 

Parotid Tumours.— Both innocent and malignant tumours arise in the parotid gland. 
The innocent tumours (fibromyxoma, endothelioma, teratoma) are encapsuled, grow 
slowly, press aside the rest of the parotid gland, shell out freely, and if removed do not 
recur. If left alone they may attain a large size in the course of years. The malignant 
tumours (sarcoma and carcinoma) grow rapidly, soon affecting the whole gland, extending 
deeply among the important structures behind the ramus of the jaw and soon involving 
the facial nerve, causing facial palsy. 

The diagnosis has to be made from simple enlargements of the gland and from enlarge- 
ment of the pre-auricular lymphatic glands due to infection with pyogenic organisms, 

tubercle, or syphilis. 
: Tumours in the Submaxillary Salivary Gland are similar to but rarer than those 
which occur in the parotid gland. 

Bilateral Salivary Swelling—Miculicz’s Syndrome.—This condition is characterized by 
a chronic bilateral swelling of the parotid, submaxillary, and sublingual salivary, together 
in mony cases with simultaneous swelling of the lachrymal glands (Fig. 8, p. 25), and it is 
sometimes associated with enlargement of the spleen and lymphatic glands, and with changes 
in the blood. The general appearances of the face are those of persistent mumps, so to 
speak. The syndrome is not a disease in itself, but results most often from lymphadenoma 
or lymphatic leukemia; less often from some infection. including tuberculosis and 
secondary syphilis. A few cases have been attributed to gout. Each case should 
be investigated for any source of pyogenic infection from the mouth or gums, for syphilis | 
by the Wassermann test, for leukaemia by blood examination (p. 24), and for any evidence 
elsewhere of tuberculosis. George E. Gask. 


SWELLING, SCROTAL.—It is first essential to prove that the swelling is really 
limited to the scrotal region, and this is best done by grasping the root of the scrotum 
between the fingers and thumb, and thus ascertaining if the swelling does or does not 
extend into the inguinal region along the cord. Failure to take this obvious precaution 
has led to the tapping of a hernia with disastrous results. True scrotal swellings may 
arise in any of the following tissues : (1) Skin; (2) The various connective-tissue coverings 
of the testicle ; (3) Tunica vaginalis; (4) Testicle; (5) Epididymis ; (6) The lower end 
of the spermatic cord ; (7) The urethra ; (8) The bones of the pubic arch. 

1. The nature of swellings affecting the Skin is usually obvious. The only common 
ones are: Boils, soft sores and chancre, sebaceous cysts, warts, and epithelioma. 
The latter soon ulcerates, commonly occurs in sweeps, and the groin glands soon become 
enlarged. 

2. Swellings of the various Connective-tissue Coverings are very rare, but occasion- 
ally a fibrosarcoma may occur. These swellings are movable upon the testicle. The 
symmetrical enlargement called elephantiasis scroti, due to the Filaria sanguinis hominis, 
is limited to the tropics. 

3. The Tunica Vaginalis may become distended with fluid, thus forming the ordinary 
vaginal hydrocele. xcept in late cases this is translucent, and is thus distinguished from 
a hematocele of the same cavity. It should not be forgotten that a hydrocele with thick 
walls may fail to give translucency. When proved to be translucent, it has to be distin- 
guished from encysted hydrocele of the epididymis and encysted hydrocele of the cord. 
Vaginal hydrocele occupies the lower part of the scrotum and envelops the testicle, which 
cannot be felt as a separate object. Encysted hydrocele of the epididymis is placed behind 
and above the testicle, from which it is distinct, although attached at the upper and posterior 
part. Moreover, this variety of hydrocele never attains a large size, rarely getting larger 
than a tangerine orange. It is not tightly distended, but is usually flabby, and it contains 
a characteristic milky fluid in which cholesterin erystals (Fig. 124, p. 254) are present. 
Encysted hydrocele of the cord is placed above the testicle, which can be felt as a separate 
object. It rarely attains a large size, and is often elliptical in shape, extending upwards 
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along the cord. All the hydroceles fluctuate. To test for this it is necessary to fix the 
swelling against some hard object. Bleeding may occur into any of them as a result of 
injury or constitutional disease. It is almost impossible to distinguish between an opaque 
hydrocele and a hematocele without tapping the swelling. In syphilitic disease, with 
irregular adhesion between the parietal and the visceral walls, a loculated hydrocele may 
occur. 

4. Swellings of the Body of the Testicle may be inflammatory or neoplastic. 
Acute inflammatory swellings rarely attain a large size, and they are usually associated 
with enlargement of the epididymis, and occur as a part of acute epididymo-orchitis due 
to urethritis of some kind, or to mumps or as a post-typhoidal phenomenon. Chronic 
inflammatory swellings give rise to more difficulty. They are usually either tuberculous or 
syphilitic, or else due to chronic torsion. In the former disease, swelling of the epididymis 
is practically always primary and more advanced ; but in infants the body of the testis 
becomes involved at a very early stage. The enlarged epididymis can be felt enveloping 
the posterior border, and the upper and lower poles of the testicle. There is often a little 
hydrocele which may obscure the shape of the testicle. If there is adhesion, with perhaps 
an abscess or a sinus at the posterior and lower part of the scrotum, it is characteristic 
of suppurative disease of the epididymis, usually of a tuberculous nature. Moreover, in 
tuberculous disease the vas is thickened, usually in a nodular manner. It is important 
to examine all the palpable part of the vas, for sometimes the nodules are limited to the 
inguinal region. Von Pirquet’s tuberculin reaction is a valuable aid if its limitations are 
remembered. In striking contrast with this, syphilitic enlargement of the testicle leaves 
the epididymis unaffected, and is limited to the testicle, which enlarges unevenly, often 
affecting the tunica albuginea and the tunica vaginalis in a nodular manner. The syphilitic 
testicle rarely attains three times the natural size. It is curiously devoid of pain. The 
testicular sensation is often Jost, and there is little or no thickening of the cord. Its 
anterior surface is uneven and may become adherent to the coverings, which may later 
ulcerate, and ultimately give rise to a hernia testis on the front of the swelling. This 
contrasts with the postero-infero-lateral position of tuberculous sinus or hernia testis. 
Chronic torsion of the testis is generally the result of a blow, or of an injury in the saddle ; 
the symptoms may be obscure until the testicle begins to swell. Operation is generally 
resorted to with the idea that the condition is tuberculous or malignant, and even then 
the diagnosis may be in doubt until microscopical examination of the organ has been 
made. 

It is often very difficult to distinguish syphilitic enlargement of the testicle from that 
due to growth ; but a course of large doses of antisyphilitic remedies and the Wassermann 
reaction may settle the matter. Malignant new growth nearly always grows steadily, 
and being entirely within the tunica albuginea it maintains the shape and smooth surface 
of the testicle until it reaches a size much larger than that of a syphilitic testicle. 
Moreover, it causes much more pain, and usually some thickening of the cord, with later 
enlargement of the glands in the pelvis. In some cases the diagnosis between syphilitic 
testicle, growth, and hematocele may be so difficult and so urgently nee =at as to 
demand an exploration. 

Malignant growths of the testicle can be divided into four varieties : (a) Carcinoma ; 
(b) Sarcoma; (c) Embryoma; (d) Endothelioma. 

Carcinoma is far more common than sarcoma, although the contrary has been 
believed for many years, owing to the fact that many carcinomatous growths with small 
alveoli have been wrongly labelled sarcoma. The average age of patients with carcinoma 
testis is 43, and of those with sarcoma testis, 34. The average duration of carcinoma 
before operation is 14 years; of sarcoma, 11 months. Sarcoma advances much more 
rapidly and kills earlier than carcinoma. The former disseminates through the veins, 
whereas the latter travels along the lymphatics and infects the lumbar glands. 
Kmbryoma is, according to Nicholson, ‘“‘ the commonest new growth of the testicle, but 
it is often overlooked.’ It can be shown to contain structures derived from all the three 
blastodermic layers of the embryo. The average age at the time of operation is 29, the 
average known duration before operation is 5} years. ‘‘ Although not necessarily 
malignant, it may produce metastases composed of all the tissues of the primary growth, 
or one tissue may become actively malignant, in which case the deposits will be formed of 
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that tissue alone.’ It may spread along the lymphatics or disseminate through the 
veins. 

5. The Epididymis may become enlarged as the result of (a) Inflammation ; (b) New 
growth ; (c) Cystic degeneration. 

a. Inflammatory swellings are characterized by being elongated in a vertical direc- 
tion; by their relation to the testicle, which they overlap at its posterior border, and its 
upper and lower poles ; and lastly, by being flattened from side to side, so that the antero- 
posterior diameter is greatly increased. Inflammatory swellings may be :—{i) Gonor- 
rheeal; (ii) Septic, secondary to some other form of urethritis ; (iii) Tuberculous. 

i. The gonorrheal variety is distinguished by its acuteness, great tenderness, the 
surrounding cedema, and the bacteriological examination of the urethral discharge. Its 
onset is usually between the second and tenth week. Occasionally a subacute form 
develops later, at any time during the course of gleet. This is very difficult to distinguish 
from the tuberculous variety. Most cases of tuberculous epididymitis end in suppuration, 
but the gonorrhceal variety very rarely breaks down. 

ii. The inflammation of the epididymis following other varieties of urethritis (such as 
ulceration near a stricture or due to impacted calculus, instrumentation, or prostatec- 
tomy), is often sufficiently indicated by the history if care be taken to go into this 
thoroughly. The swelling following prostatectomy is apt to suppurate. Some of these 
can be mistaken very easily for tuberculous disease. 

iii. Tuberculous epididymitis, as a rule, is far more insidious and painless in its onset 
than other forms of epididymitis ; but it should not be forgotten that early subacute or 
even acute attacks of inflammation may accompany this disease, and that these are often 
the means of drawing the patient’s attention for the first time to a disease which has been 
going on insidiously for some months. It has frequently been said that tuberculous nodules 
are limited to the globus major, and that those left after gonorrheeal urethritis are confined 
to the globus minor. It is more true to say that the latter are limited to the globus minor, 
whereas tuberculous disease may attack any part of the epididymis. Wherever the 
tuberculous disease starts, the inflammatory products soon spread through the thin fibrous 
capsule of the epididymis, and then gravitate towards the postero-infero-lateral corner 
of the scrotum, where adhesion occurs, followed later by an abscess and a sinus. In the 
diagnosis of tuberculous from other forms of epididymitis, the general state of health, 
and especially the presence or absence of other tuberculous lesions, are of great importance. 
Nodular thickening of the vas deferens and of the vesiculaee seminales and prostate are also 
valuable signs when the disease is well advanced. It should be remembered that the 
disease travels upwards along the vas, so that in its early and hopeful stages the upper 
part of the vas and vesicule seminales are not enlarged. 

b. Primary new growth of the epididymis is excessively rare, so that it need not give 
rise to much concern in diagnosis ; it will generally be regarded as tubercle until after 
operation and microscopical examination of part of the tissue excised. 

c. Cystic disease of the epididymis may occur in the form of: (i) Solitary cysts (vide 
supra) ; (ii) Multiple cysts. The latter condition rarely occurs except in men past middle 
age, and is analogous to cystic degeneration of the breast. The condition is almost painless 
and harmless. These swellings are translucent. 

6. Swellings of the Lower End of the Cord.—The most important swelling of 
the lower part of the spermatic cord is varicocele. It is apt to be mistaken for omental 
hernia, but the mistake should never be made, because of the characteristic feel of the 
varicocele, and the reappearance of the swelling after it has been completely reduced and 
the finger is firmly pressed on the external abdominal ring. 

7. Urethral Conditions.—Occasionally a peri-urethral abscess may form a swelling 
in the scrotum. ‘Tenderness, oedema, and fluctuation, together with the history and 
evidence of urethral disease, serve to make the diagnosis clear. Primary epithelioma of 
the urethra is distinguished by the great pain and urethral obstruction that it engenders. 

8. Diseases of the Pubic Bones.—Inflammatory products may travel into the 
scrotum from disease of the bones of the pubic arch, especially from the neighbourhood 
of the symphysis pubis. Acute necrosis of these bones is sufficiently indicated by the grave 
constitutional symptoms which always accompany it. Caries gives rise to more difficulty. 
The writer has known a case of tuberculous caries of the lower part of the symphysis pubis 
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in which the inflammatory products gravitated backwards and to the left, so as to form 
a large firm swelling in the left half of the scrotum, where it gave rise to much difficulty 
in diagnosis, and was thought to be either a sarcoma arising from the fibrous covering of 
the crus penis, or possibly a gummatous mass in the same situation. Sufficient attention 
was not paid to the fact that the man had chronic phthisis. George E. Gask. 


SWELLING OF THE TONGUE is a condition the nature of which is generally 
obvious on inspection and palpation, if the history is taken into account at the same time, 
and many of the causes given in the following list need little detailed discussion :— 


1. Causes of Acute Swelling of the Tongue: 


A bite or sting—wasp-sting for example | (4). Variola 
Injury, for instance by a fish-bone, or by (5). Serum injections and other con- 
biting during an epileptic fit ditions liable to cause giant 
Angina Ludovici | urticaria 
Corrosives or acute irritant applications (6). Angioneurotic cedema 
Acute oedema, secondary to :— (7). Raynaud’s disease 
(1). Inflammatory conditions within | Hzemorrhage with swelling of tongue, as in — 
the mouth—Stomatitis (p. 542) scurvy, leukemia and other causes of 
(2), The effects of certain drugs, purpura (p. 552). 
especially mercury 
(3). Erythema bullosum or pemphigus 


(p- 98) 
2. Causes. of Chronic or Persistent Swelling of the Tongue : 


(1). Where the swelling is general :— 


Macroglossia | Myxoedema | Acromegaly 
Cretinism | Mongolian idiocy | Chronic dyspepsia. 


(2). Where the swelling is local or asymmetrical :— 


Irritation by a tooth- | Gumma Ranula 

plate or decayed | Tuberculous infiltration Suprahyoid cyst 

tooth Actinomycosis Angioma 
Epithelioma | Calculus in a sublingual Sarcoma. 
Leukoplakia (chronic | salivary gland 

superficial glossitis) 


If the nature of the tongue enlargement is not obvious from the history and simple 
inspection and palpation, as will probably be the case when it is due to a bite, sting, injury, 
corrosive or irritant application, after the use of mercury, serum, or other drugs, variola or 
pemphigus—it may be so from the concomitant symptoms, as in the case of cretinism (p. 
234), acromegaly (p. 287), mongolian idiocy (p. 190), or myxedema (p. 38). The swollen 
tongue of dyspepsia is seldom very large, though it may cause the patient discomfort at 
times from the sense of its being too big for the mouth; it is seldom difficult to recognize 
from its pale flabby look and its marginal indentation by the teeth. 

Simple macroglossia is:rare ; when it does occur, the history is that it dates from youth 
or childhood, and the patient may otherwise be perfectly normal, unless he also has some 
other congenital peculiarity, such as macrocheilia (blubber-lips). 

The chronic local lesions associated with swelling are in many cases associated with 
superficial ulceration, and the difficulties that may arise in distinguishing simple, syphilitic 
and epitheliomatous trouble are discussed under ULCERATION OF THE TONGUE (p. 738). 
Tuberculous and actinomycotic lingual mischief are both very rare, and on that very account 
may be mistaken for malignant or syphilitic disease unless bacteriological or histological 
methods of diagnosis are resorted to. Ranula and sublingual salivary gland calculus or 
cyst both cause swellings that are beneath the front part of the tongue rather than in its 
substance ; generally bulging up one side of the floor of the mouth near the franum 
lingue. A ranula is a distended mucous gland, and after enlarging slowly to the size of a 
chestnut perhaps, it often ceases to grow further ; but it does not fluctuate in its dimensions 
in relationship to meals, like a salivary gland swelling often does. 

A suprahyoid cyst is situated in the root of the tongue posteriorly, where it arises from 
remains of the obsolete thyroglossal duct. It is seldom large ; its nature may be suggested 
by its situation. 
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An angioma of the tongue is rare ; sometimes, however, after remaining latent for 
years, it grows with rapidity and necessitates an operation. The diagnosis may be sugges- 
ted by the colour of the tumour, but histological examination subsequent to removal may 
be required before one can be sure whether the tumour is a simple angioma, or whether 
it has taken on the malignant characters of an angiosarcoma or is a pure sarcoma. 

Hemorrhage in the substance of the tongue, with consequent great swelling of the 
organ and inability to use it for speaking or eating, may result from many of the 
different blood conditions that produce purpura. Only in very exceptional cases would 
such spontaneous bleeding be confined to the tongue, though conceivably this might be 
the first symptom in a case of acute lymphatic leukeemia, for example, or of purpura 
hemorrhagica. Other hemorrhages would follow, however, and indicate the need for 
blood-counts and other measures that are discussed under the heading of PuRPURA (p. 552). 

Raynaud's disease (p. 256) affects the fingers and toes more commonly than any other 
parts ; it may, however, involve other distal tissues in a similar way, including the penis, 
the ears, the nose and the tongue. In the latter it sometimes produces acute attacks of 
purple or almost black cyanosis, followed occasionally by local necrosis and subsequent 
scarring ; acute swelling of the tongue may ensue when the paroxysm of vasoconstriction 
is passing off. I have never seen a case, however, in which the tongue alone was affected, 
and when the fingers and toes are attacked at the same time as the tongue the diagnosis 
is easy. 

There remain for discussion acute oedema of the tongue due to severe stomatitis, angio- 
neurotic cedema of the tongue, and angina Ludovici. The latter is an acute, virulent and 
generally fatal condition, in which streptococci or other organisms attack the floor of the 
mouth and root of the tongue and —without producing much pus, or even none at all—_spread 
almost like wild-fire through the deeper structures of the mouth, throat, and neck, and cause 
extreme swelling of all the tissues in the neighbourhood ; there is high fever, often a severe 
rigor, the patient is soon in a state of being hardly able to breathe, and extreme oedema 
of the glottis is apt to cause death from asphyxiation even when multiple incisions have 
been made into the brawny swollen parts. The condition is almost unmistakable ; fortu- 
nately it is rare. It may be simulated by similar widespread cedema that results from 
infection of the deeper parts secondarily to one or other of the types of stomatitis discussed 
on p. 542; indeed, such stomatitis, when it has spread to the deeper tissues in this way, 
has virtually led to a secondary angina Ludovici ; the latter name, however, is applied 
as a tule only to cases in which the acute overwhelming infection described above arises 
without any obvious preceding inflammation of the tongue or mouth. 

Angioneurotic cedema of the tongue Is rare, but it is of great importance because it is 
one of the purely functional conditions which may kill the patient. As a rule there is a 
history of similar attacks in other parts of the body previously (Fig. 178, p. 412), and other 
members of the family will be familiar with acute causeless swellings from personal experi- 
ence, for it is a familial affection. Should it involve the tongue during a first attack, 
however, it would be mistaken for angina Ludovici very easily, especially as the patient 
may have pyrexia or a rigor notwithstanding the functional nature of the malady. Trache- 
otomy has been resorted to as the only means of saving the patient’s life, and the diagnosis 
has only become clear when the cedema of the tongue and adjacent parts has subsided 
almost as rapidly as it came on, and the patient has had similar neurotic cedema, probably 
in other parts, on subsequent occasions. Herbert French, 


SWELLING, VULVAL.—The differential diagnosis of vulval tumours must necessarily 
include not only true swellings of the vulva, but also swellings which appear at the vulva 
as a result of the displacement of other structures, such as occur in prolapse and cystocele, 
and in addition lesions like kraurosis vulvee, which are not strictly swellings at allie 
lesions of the vulva may be tabulated under various headings, as set forth in the following 
scheme :— 

Inflammatory Lesions.— 


Simple vulvitis Syphilis : Furunculosis 
Gonorrheeal vulvitis Hunterian chancre Leukoplakie vulvitis 
Soft chancre Condyloma _ Kraurosis vulve 
Papillomata Tertiary lesions | Pseudo-elephantiasis 


Tuberculosis | Esthiomene. 
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Cystic Swellings.— 


Hydrocele of the Sebaceous cysts Implantation cysts 


canal of Nuck | Mucous cysts Dermoid cysts. 
Blood Cysts.— 
Varicocele | Rupture of a varicose vein’ | Traumatic hematoma. 


New Growths.— 


Caruncle | Neuroma Squamous-celled carcinoma 
Fibroma | Fibromyoma of round liga- (epithelioma) 
Lipoma | ment Columnar-celled carcinoma 
Angioma | Endothelioma Sarcomata of various kinds. 
Herniz.— 
Inguinal | Posterior labial | Perineal. 
Displacement.— 
Prolapse of urethral Cystocele Fibromyoma of the vaginal 


| 
mucousmembrane | Inversion of the uterus wall. 
Prolapse of uterus | 


Unclassified.—Simple anasarca. 


Certain of these lesions stand out pre-eminently as presenting difficulties in diagnosis. 
The general principles by which solid tumours are distinguished from cystic, inflammatory 
swellings from new growths, or new growths from herniz, need not be insisted upon here. 
Perhaps the commonest difficulty which arises in practice is the diagnosis of gonorrhceal 
vulvitis from simple vulvitis, and also between the gonorrhceal soft chancre and the 
syphilitic condyloma, the latter differentiation being of much more practical importance 
than the former as far as the patient is concerned. In the acute stage of a gonorrheal 
vulvitis there is a chance of recognizing the gonococcus in the discharge, if films made from 
it are suitably stained. Practically, all acute forms of vulvitis appear alike clinically, 
so that the recognition of the gonococcus becomes a matter of importance (see p. 185). 
In chronic gonorrhceal ‘infections with vulval swelling, as a rule the organism cannot be 
found in the general vulval discharge, but might be found in the urethra or in the cervix. 
A gonorrhceal infection may be suspected if the patient gives a history of an acute onset, 
accompanied by scalding on micturition, and when there are redness of the orifices of 
Bartholin’s glands, and much redness and swelling of the caruncule myrtiformes. Papil- 
lomata or warts of the vulva may occur also in chronic gonorrhceal infections, and there 
is no evidence of a reliable nature to show that they occur in any other kind of infection. 

The soft chancre of gonorrhea may be mistaken for the condyloma of secondary syphilis, 
but as a rule this difficulty should not occur. The soft chancre is a typical punched-out 
ulcer with a somewhat red base and clean edges, discharging pus. The condyloma, on 
the other hand, is a raised, flat-topped excrescence, with sodden, epithelium-covered 
surface. Soft chancres are not very numerous, as a rule, and are generally limited to the 
vulva. Condylomata are numerous, and may occur all over the labia, around the anus, 
and even on the skin of the thighs and gluteal region. Condylomata are from the start, 
or very soon after, accompanied by a sore throat and a typical papular skin rash, for they 
are secondary syphilitic lesions. Soft chancres clear up with antiseptics ; condylomata 
persist for long periods, but clear up in two or three weeks as a rule under mercurial treat- 
ment or salvarsan. It must not be forgotten that soft sores and condylomata may occur 
together in the same patient, in which case the diagnosis may be still more difficult. 

Another practical differentiation which gives rise to anxiety is that between the 
Hunterian chancre or primary syphilitic sore, and squamous epithelioma of the vulva. This 
is a question which is of vital importance to the patient if valuable time is not to be lost 
in the treatment of a malignant epithelioma. The two lesions look much alike at first ; 
they form raised hard indurated masses in the skin, which may ulcerate quickly as a result 
of necrosis of the superficial portions. Both give rise to a thin watery discharge, and to 
enlarged glands in the inguinal region which do not suppurate at first, but may do so later 
in the case of an epithelioma. It must not be forgotten that a primary chancre is very 
seldom seen in women, whilst squamous epithelioma is relatively common. Of course 
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the chancre will be followed in due course by secondary lesions, but it is not safe to wait 
for these to appear in a doubtful case. The only reasonable way to deal with such a case 
is to excise the doubtful swelling at once and submit it to microscope examination by an 
expert. A squamous epithelioma is easily detected in this manner in quite early stages, 
and does not in the least resemble a syphilitic lesion microscopically. The Spirocheeta 
pallida may be recognized in scrapings of a hard chancre by the Indian ink method, or 
when fixed and stained by Giemsa’s or Levaditi’s methods (Plate XXVIII, Fig. J, p. 614). 
In sections, too, the spirochete may be demonstrated, but it must be remembered that for 
this purpose the excised growth must be fixed in 5 per cent formalin solution. Wasser- 
mann’s serum test may assist the diagnosis. 

Tertiary syphilitic lesions are by no means common on the vulva. When they do 
occur they give rise to spreading ulceration with great destruction of tissue, and scarring 
in the older healed portions. Here, the only likely lesions to be mistaken are some forms 
of epithelioma, and tubercle. Obviously, in such conditions the only reliable method of 
diagnosis is to be found in excision of parts of the lesion and microscopic examination of 
sections made from them. The disease known as. esthioméne is probably a tertiary 
syphilitic affection. 

Pseudo-elephantiasis of the vulva is usually a syphilitic affection of the labia minora, 
giving rise to great enlargement, with a rough and thickened appearance of the skin. It 
could only be mistaken for real elephantiasis due to lymphatic obstruction by the Filaria 
sanguinis hominis (Plate XXVIII, Fig. F, p. 614), a disease which is practically never 
seen in this country. 

Unilateral edema of a labium minus is a fairly common condition, and is usually 
associated with an infected wound or with a primary syphilitic chancre. Bilateral cedema 
is almost always associated with general anasarca, the result of renal disease, cardiac 
disease, or pressure upon pelvic veins. It is not likely to be mistaken for any other disease. 

Leukoplakic vulvitis and kraurosis vuloe have certainly been confounded with one 
another clinically, and also in the published descriptions of the lesions. In the former 
the labia majora and minora and the prepuce of the clitoris are affected, whilst the 
vestibule always escapes. In the latter the lesion affects the vestibule, the orifice of the 
vagina, and the labia minora. There is much greater contraction of the vaginal orifice 
in kraurosis. Leukoplakia often precedes a squamous epithelioma ;_ kraurosis is said 
not to do so. Leukoplakia occurs at all ages, whilst kraurosis is a disease of post-menstrual 
life. Leukoplakic vulvitis appears as a white sodden hardening of the skin, with flattening 
and shrinkage of the labia. Kraurosis at first looks red and swollen, but later takes a 
yellowish tinge. Leukoplakia causes intense itching ; kraurosis gives rise to great pain 
and tenderness, with a very severe form of dyspareunia. 

Apart from a cyst developing in Bartholin’s gland or duct, cystic swellings of the 
vulva are not common. A Bartholinian cyst is recognized by its position on one side of 
the vaginal entrance, distending the posterior part of the conjoined labia, and also within 
the hymeneal ring. As a rule the orifice of the gland can be seen on the inner side of the 
cyst. The contents of this form of cyst may be glairy mucoid fluid, or pus. In practice, 
a Bartholin cyst is not likely to be mistaken for anything else ; but it is wise to remember 
that the posterior labial hernia occurs in the same situation, and that new growths of the 
vulva may occur there as elsewhere. Bartholin cysts are always the result of infection, 
and as a rule a history of vulval inflammation can be obtained. 

Varicocele of the vulva occurs practically only in connection with pregnancy, and is 
unmistakable. It has the same ‘ bag of worms’ feel as a varicocele in a man, and as 
the veins are close to the skin a bluish colour is always to be noted. It is attended by 
much aching pain, especially on standing. The veins are degenerate, and liable to rupture 
as a result of labour or traumatism. 

Hematoma of the vulva is recognized as a blue or violet-coloured swelling covered 
by tense shiny skin, and often spreading up into the pelvis by the side of the vagina. The 
history alone will often decide the nature of the swelling, but the appearance is quite 
typical as a rule. Heematoma of the vulva may occur apart from pregnancy, and then is 
always traumatic. 

Urethral caruncle and prolapse of the urethral mucous membrane may be mistaken for 
one another. The former, however, is always a pedunculated or sessile new formation, 
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invariably springing from the posterior wall of the urethral orifice. It bleeds readily, 
is often, but not always, exquisitely painful, and is usually the result of infection. 
Prolapse, on the other hand, appears as a raised projection with rounded margins, and 
with the urethral canal in the centre as a dimple. The prolapsed portion may not neces- 
sarily include the whole ring of the mucous membrane. It may give rise to pain, and 
being always more or less strangulated, it is prone to bleed, much in the same way as a 
caruncle. It occurs as a result of some straining effort, or may accompany pelvic floor 
prolapse ; it is not the result of infection. 

The differential diagnosis of the new growths of the vulva presents no points of 
difference from their diagnosis in other parts of the body. The only common benign 
tumour is the pedunculated fibroma, or molluscum fibrosum, whilst squamous carcinoma 
(epithelioma) is the only malignant growth which occurs at all frequently. 

If the general characters of a hernia are borne in mind, there should be no risk of over- 
looking or mistaking any of the varieties which occur in the vulva. The resonance on 
percussion if the hernia contains bowel, the reducibility of the contents, and the protrusion 
through a pre-existing opening, will usually suffice to distinguish hernize from other 
swellings. An obstructed or strangulated hernia is not so easy to recognize, but the accom- 
panying acute symptoms and the previous history usually suffice to make the case clear. 

Hydrocele of the canal of Nuck, an uncommon condition, may be mistaken for an 
inguinal hernia ; but as a rule it is irreducible, definitely fluctuating and circumscribed, 
and has no obvious neck running into the inguinal canal. When the canal of Nuck has 
a patent peritoneal communication the swelling disappears as the patient lies down, but 
it is not reducible in the characteristic manner of a hernia. Such a condition is very rare. 

The displacements included in the list above are all dealt with under the heading of 
PROLAPSE OF THE UTERUS (p. 5388). Thos. G. Stevens. 


SYNCOPE. 


{See Coma, p. 117.) 


TACHE CEREBRALE is the term used to denote that condition in which, 
after the finger has been drawn with moderate firmness across the patient’s skin, 
the line along which it has passed becomes of a bright red colour from dilatation of the 
superficial arterioles and capillaries ; the phenomenon develops within thirty seconds or 
a minute of the finger stroke, and the red mark remains evident for two or three minutes, 
or more. If letters or figures are marked out on the skin in this way, they appear as 
though they had been written in red, so that the condition has also.been termed dermato- 
graphia. It was at one time thought to be a characteristic symptom of tuberculous 
meningitis, but not only is it sometimes absent in cases of the latter, but it is also present 
in a very large number of other different conditions, and sometimes in perfectly healthy 
people. All forms of meningitis may give rise to it, so that it is not even a means of distin- 
guishing one type from another. It is seen in an extreme degree in cases of urticaria, 
particularly the factitious variety in which numerous wheals may develop as the result 
of hardly more than ordinary touching of the skin. A similar condition has sometimes 
been observed in the later stages of severe febrile illnesses in general. Herbert French. 


TACHYCARDIA, or abnormal rapidity of the heart’s action, might, strictly speaking, 
be held to include every condition under which the pulse-rate is faster than the normal ; 
but by common consent it is restricted for clinical purposes to cases in which there is no 
pyrexia. Nearly all fevers produce undue rapidity of the heart’s action, though some, 
such as typhoid fever, tuberculous meningitis, cerebral abscess, yellow fever, and influenza, 
do so to a much less extent than others. The rapid heart-action of fevers, however, does 
not generally come into one’s mind when one uses the term tachycardia ; indeed the latter 
is chiefly employed for conditions in which it is rapid without there being anything which 
at first sight would seem to be a sufficient cause. Probably the best example of it is to 
be found in cases of pronounced Graves’s disease. 


The following is a list including this and some other causes of tachycardia :— 
Graves’s disease or exophthalmic goitre 
Paroxysmal tachycardia 
Nervousness and excitement 
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Exertion, especially when the patient is out of training or anzmic 
Tobacco heart 
Mitral stenosis 
Pneumogastric irritation by :— 
Caseous glands | Mediastinal fibrosis | Thoracic aneurysm | Thoracic new growth. 


Pneumogastrie ‘ neuritis ’ after :— 
Diphtheria, influenza, and other microbial affections. 


Drugs : 
Digitalis | Alcohol | Belladonna | Thyroid extract. 


The four classical symptoms of Graves’s disease are : A staring appearance of the eyes, 
generally spoken of as exophthalmos, though there need be no actual protrusion of the 
eye-balls (Fig. 222, p. 527) ; moderate and almost symmetrical enlargement of the thyroid 
gland ; a pulse-rate between 120 and 180 per minute—usually about 140 when the attack 
is moderately severe; and extreme nervousness, with fine tremor of the outstretched 
fingers. When all these symptoms are present at the same time, there can be no doubt 
as to the diagnosis, but very often some of them are absent, and it is possible for 
tachycardia to. be the only symptom of the disease ; indeed, in a patient, particularly a 
woman between twenty and forty years of age, a persistent pulse-rate of over 120 would 
arouse serious suspicion that the case was really one of Graves’s disease, even if the other 
three classical signs were absent. 

Paroxysmal tachycardia should be distinguished at once from Graves’s disease in which 
tachycardia alone has developed, by the fact that the tachycardia is not persistent, but 
recurs periodically with intervals of normal pulse-rate ; the patient is more often a woman 
than a man, and may have long periods of perfect health ; almost suddenly, the result 


Lead 1.— 
Right arm 
to left arm. 


Lead 2. 
Right arm 
to left leg. 


Lead 3. 
Left arm to 
left leg. 


Fig. 289.—Hlectrocardiogram in a case of paroxysmal tachycardia in a man. Lead 1 is from right arm to left 
arm: Lead 2 from right arm to left leg: Lead 3 from left arm to left leg. P= Auriclewave: R.T = Ventricular 
wave, Time marking in 4 seconds. At first sight the tracing looks normal, but when time relationships are 
considered, it will be seen that there are 16 heart-beats in each 23 one-fifths of a second, so that the heart is 
making 208 beats per minute. The tracing is from a young man seemingly in perfect health, who had presented 
himself for examination as a recruit. It was found that when he had been lying perfectly still for a little time his 
pulse-rate was 72 per minute, but upon any exertion, such as holding his breath as long as he could, stooping to touch 
his toes, or on walking about, he felt a curious sensation in his chest lasting for a few minutes, and simultaneously 
the pulse-rate rose to over 200 per minute, auricles and ventricles both contracting at this rate. In spite of this 
he was able to do ordinary work ; there was little breathlessness : and there was no trace of any Graves’s disease. 
The condition appeared to be one of simple paroxysmal tachycardia. 


sometimes of a fright or shock, sometimes without apparent cause, there is a sense of some- 
thing being the matter in the precordial region, amounting as a rule to little more than a 
fluttering or palpitation, together with a feeling of faintness and lack of strength, and 
perhaps of numbness or of pins-and-needles in the extremities ; when examined the patient 
may present no other abnormality than a pulse-rate of perhaps 160 or even 200 to the 
minute (Fig. 289). The attack may last a few minutes, or an hour or two, or for days, or 
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more rarely for weeks ; it is apt to cease as suddenly as it began, and a similar attack is 
almost certain to recur after a longer or shorter interval—the main symptom of the 
complaint being summarized by the title ‘ paroxysmal tachycardia.’ 

The very rapid heart action that may be produced by nervousness, or excitement, or 
by some ordinary exertion such as coming rather rapidly upstairs when one is out of 
training, or when the patient is suffering from anemia, or during convalescence after an 
illness, or after the over-use of tobacco, is a familiar phenomenon; the tachycardia 
disappears rapidly when the patient rests, and the diagnosis is not as a rule difficult. If 
ordinary resting for a while does not cause the rate of the heart-beat to return nearly or 
quite to normal, there may be doubt as to the diagnosis, unless the patient can be 
re-examined on another occasion; if there is persistent tachycardia a suspicion of Graves’s 
disease will be aroused, or there may have been acute overstrain of a weakened fatty, 
fibroid, rheumatic, alcoholic, or syphilitic myocardium, followed by long-continued tachy- 
cardia without bruit, but perhaps with auricular fibrillation; electrocardiograms may be 
required before an exact diagnosis can be arrived at in many of these cases. 

Mitral stenosis is of all the valvular lesions of the heart the most liable to lead to 
rapidity of the heart’s action ; but it seldom happens that the pulse-beat is fast until there 
has been other evidence of failure of the cardiac compensation. The diagnosis will gener- 
ally be obvious from the history of acute rheumatism or chorea, the typical facies and 
malar flush, and the cardiac bruits. 

It is exceedingly difficult to be certain of a diagnosis of irritation of a pneumogastric 
nerve within the thorax unless the existence of mediastinal new growth, aneurysm, or fibrosis 
is already known on account of the abnormal physical signs, the #-ray appearances, the 
visible tumour, or the varicose distention of the superficial thoracic veins ; if an intra- 
thoracic abnormality is known to exist, and tachycardia becomes a prominent feature of 
the case, it will probably be due either to mechanical interference with the heart’s action 
or to similar interference with one or other vagus nerve. Caseous glands irritating the 
pheumogastric nerve are still more difficult to be sure of ; but occasionally one ventures 
upon this diagnosis when a child who has been fed on untested or unsterilized cow’s milk, 
develops obscure ill-health associated with persistent tachycardia. Such diagnosis would 
be still further suggested if there were at the same time enlarged glands in both sides of 
the neck, if there were pyrexia without any obvious explanation of it, or if there were any 
evidence of obstruction to the right bronchus, for the right bronchial gland is enlarged 
far more often than is the left. An x-ray examination may serve to confirm the suspicion 
(Fig. 61, p. 149). 

Diphtheria, influenza, and possibly other microbial infections, are occasionally followed 
by marked and persistent tachycardia during convalescence, or even for weeks, months, 
or years afterwards. After diphtheria the condition is generally fatal. Influenza is always 
a dangerous diagnosis because it is so difficult to establish, but in certain cases in which 
the original diagnosis has been influenza, tachycardia to the extent of 200 heart-beats per 
minute may be present for months without the patient suffering from any severe cardiac 
symptoms, and the condition ultimately terminates in recovery with a return of the heart- 
beat to the normal rate. Precisely what is the nature of these cases it is impossible to 
say, but it has been thought by some that the symptom is due to inflammatory changes 
in the pneumogastric nerve, produced by whatever one means by the toxins of the disease. 
Whether this be so or not, the fact that persistent tachycardia may arise out of febrile 
illnesses should be borne in mind. 

There are certain drugs which cause the heart’s beat to be very rapid, the best known 
perhaps being digitalis, belladonna, thyroid extract, and alcohol. Certain patients suffering 
from cardiac symptoms: seem unable to bear digitalis, the heart being driven into the 
condition spoken of as delirium cordis, though the reverse effect—slowing of the heart, 
bradycardia—is to be expected in persons who take digitalis well over a long 
period. When alcohol is the cause of the tachycardia, the fact may be obvious, 
the only difficulty arising in patients, mainly women, who may be regarded by all as 
entirely above reproach, but who nevertheless may be addicted to secret drinking. 
Belladonna in small doses slows the heart, but there are great variations in the degree 
to which different patients tolerate this remedy, even pharmaccepial doses sometimes 
producing toxic symptoms of which tachycardia is one. Widely dilated pupils and dryness 
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of the tongue will help to point to the d 


otherwise than medicinally. Tachycardia is 
that a patient for whom thyroid extract has 
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iagnosis in cases in which the belladonna is taken 


the chief symptom by which one recognizes 


been prescribed is receiving too large a dose. 
Herbert French. 


TASTE, ABNORMALITIES OF.—Abnormalities of taste may be grouped under 


three main headings, namely : 
(2) Perverted taste sensations ; (38) Sensations 
conditions may produce these :— 


(1) Impairment or loss of ordinary taste sensations ; 


foul taste in the mouth. The following 


of a 


1. Impairment or Loss of Taste (Ageustia) : 


(a). Due to nerve lesions : 


Paresis or paralysis of the lingual | 
branch of the fifth nerve 

Paralysis of the facial nerve, including 
the chorda tympani 


Glosso-pharyngeal nerve paralysis 

Bulbar paralysis 

Cerebral tumour, especially of the uncinate gyrus 
Hysteria. 


(b). Due to affections either of the mouth or nose : 


A common cold 
Hay fever (coryza e fenc) 
Atrophic rhinitis 


Adenoids 

Other varieties of nasal obstruction 
Bromism 

Iodism [(p. 542). 


Hypertrophic rhinitis 
Nasal polypus 


Mercurial and other varieties of stomatitis 


(c). Febrile conditions, especially when associated with coating of the tongue. 


(d). After destruction of the nerve endings in the tongue by corrosives taken acci- 
dentally or with suicidal intent. 


2. Perverted Taste Sensations (Parageustia) : 


| | 


3. Foul Taste in the Mouth (Cacogeustia) 


Pregnancy Hysteria 


Epileptic aura _ Insanity. 


(a). Local conditions of the mouth or nose : 


Caries of the teeth 

Retention of food particles between 
healthy teeth 

Furred tongue from any cause 

Excessive smoking 

Mouth breathing at night 

Gumboil 


Septic stumps under tooth-plate 

Gumma of the tongue or palate 

Epithelioma of the tongue or mouth 

Stomatitis from any cause (p. 542) 

Septic infection of the antrum of Highmore, or 
an ethmoid, sphenoid, or frontal sinus. 


(b). Severe fevers associated with dryness of the mouth and coating of the tongue, 


especially in :— 


| 


Typhoid fever | 


Pneumonia 


Septicemia, etc. 


Peritonitis 


(c). Septic lung conditions, especially — 


Phthisis, with secondary infection of 


cavities 
Bronchiectasis 
Bronchiolectasis 
Foetid bronchitis 
(d). Certain drugs or poisons, especia 
Mercury Bromides 
Copper Sulphides 
Arsenic Paraldehyde 
Lead Asafoetida 
Iodides Creosote 
(e). Certain foods, such as :— 
Garlic | Leeks 
Onions 


Gangrene of the lung 

Empyema ruptured into the lung 

Liver abscess ruptured into the lung 

Subdiaphragmatic abscess ruptured into 
the lung. 


lily— 


Guaiacol 
Valerian 
Cod-liver oil 
Castor oil. 


Shallots. 


(f). Hysteria and functional conditions. 


45 


706 TASTE, ABNORMALITIES OF 


From a diagnostic point of view, impairment of taste sensations is of importance only 
in rare cases. When the impairment is unilateral, it is almost certainly due to a lesion 
involving either some portion of the third branch of the fifth nerve, the chorda tympani, 
or the glosso-pharyngeal nerve. It is not often difficult to distinguish between these three. 
If the chorda tympani is involved, it is almost certain that the facial nerve will also be 
affected upon the same side, and this will be evidenced by paresis or paralysis of the face 
of the infranuclear type (p. 498); there may be excessive watery secretion from the sub- 
maxillary gland upon the same side ; the commonest condition to cause these symptoms 
is disease of the middle ear extending to the Fallopian canal. If it is found that taste is 
impaired only in the posterior third of the tongue upon one side, the lesion probably affects 
the glosso-pharyngeal nerve, and it is very possible that there may be paresis of the same 
side of the palate or partial paralysis of the pharynx at the same time. When the lingual 
branch of the fifth is involved, the impairment of sensation is in the anterior two-thirds 
of the tongue on the same side. The lesion may be a tumour or an injury affecting the 
lingual nerve in the mouth ; or it may be part of a more general affection of the fifth nerve 
of that side, with corresponding interference with cutaneous sensibility of more or less 
of the skin of the face, according to the extent to which the different branches of the fifth 
nerve are involved ; if the motor root is affected, the fact can be ascertained by feeling 
the masseter and temporal muscles, which, when the patient clenches his teeth, do not 
harden so much on the affected as on the sound side. 

When sensation on both sides of the tongue is affected, it is possible that the lesions 
described above may be bilateral ; but it is much more likely that the defect is then not 
primarily nervous, unless it is due to bulbar paralysis, the progressive labio-glosso-pharyngo- 
laryngeal weakness of which is pathognomonic. 

When the cause of impaired sensation is in the nose, as in the case of coryza, rhinitis, 
polypi, or adenoids, it will be found that some substances can be tasted easily and others 
not at all ; this depends upon the fact that taste consists of two parts, flavour and savour ; 
savour depends upon sensation transmitted by the olfactory nerves—the so-called. taste 
of roast beef for instance ; savours will be defective when the nose is the cause of abnormal 
taste-sensations ; while flavours such as the taste of sugar, gentian, or salt, which are 
transmitted by the gustatory nerves of the tongue, will still be fully preserved. 

The differential diagnosis of the other conditions enumerated in the above list need 
not be detailed, for the conclusion come to will depend upon the result of careful inquiry 
into the history, investigation of the abnormal physical signs, and the other symptoms 
in the case. One would only emphasize the possibility of caries, or decomposing food 
between teeth that. superficially look sound, or septic infection of the accessory sinuses of 
the nose being long overlooked, though in each case abnormal taste sensations may be 
prominent. Herbert French. 


TEETH, GRINDING OF.—(See GrinpinG oF THE TEETH, p. 265.) 


TENDERNESS IN THE CHEST implies that pain is felt when some part of the 
chest wall is touched or pressed ; it is a common symptom ; in some instances the pain 
felt is a direct pain, due to stimulation of sensory nerves actually in the diseased area ; 
in others—perhaps the majority—the pain is a referred pain (‘somatic pain’), felt in 
the skin and subcutaneous tissues that are tender, but due to a visceral lesion remote from 
the tender area. 


CAUSES OF TENDERNESS IN. THE CHEST. 


These may be classified according to he situation of the lesion to which it is due. 


1. Lesions of the Chest-Wall: the pain is for the most part direct :— 


Inflammations of Affections of the ribs. and Intercostal neuralgia 
the skin and un- sternum i Hysteria : 
derlying tissue- Blood diseases ; Herpes zoster. 

Intercostal myositis Intercostal neuritis Pleurisy 

Myalgia Injury of the_ intercostal Mediastinal disease 

Pleurodynia nerves . Pericarditis. 
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2. Lesions of Thoracic and Abdominal Viscera: the pain is usually a referred 
pain ; felt-in lesions of the— 


Lungs Diaphragm Liver. 
Heart and aorta ~ Stomach and cesophagus 


Lesions of the Chest-Wall.—Tenderness in the chest is probably the chief complaint 
in superficial inflammatory lesions of the chest wall, such as bruises, burns, cuts, mastitis, 
and superficial infections of all sorts, the diagnosis of which will probably leap to the eye, 
and need not be discussed further. 

Pain will be the chief complaint in intercostal myositis, often vaguely called rheumatic, 
that occurs after chill or strain of the intercostal muscles ; but the affected muscles will 
also be tender on pressure, the tenderness being in the deeper structures, not in the super- 
ficial tissues. The condition is also known as intercostal myalgia or pleurodynia ; it has 
to be distinguished from pleurisy by the absence of friction-sounds on auscultation ; and 
from disease of, or pressure on, the intercostal nerves. No doubt the tenderness is due 
to irritation of the sensory fibres in the intercostal muscles. Similar, but more transient, 
pain and tenderness may be met with in the stitch to which the untrained athlete is prone. 

Tenderness in the chest may result from disease or injury of the ribs or sternum, when 
it will be localized to the injured spot; fracture, inflammation, or new erowth may be 
the immediate cause. If fracture is present, a history of injury should be obtainable ; 
the a-rays may show the fracture; or crepitus between the fragments on movement, or 
deformity may be made out. Sternal or costal ostitis, or periostitis, may follow injury ; or 
occur in the course of such diseases as enteric fever, tuberculosis, pyemia or septico- 
pyzemia ; the local signs of inflammation (pain, redness, heat, swelling) and the general 
condition of the patient should make the diagnosis fairly simple. Tenderness in the 
chest due to new growth in the ribs or sternum—such as hydatid, sarcoma, secondary 
deposits from carcinoma—is a rarity that need only be mentioned. Tenderness of the 
ribs and sternum, as well as of the long bones of the limbs, is not uncommon in certain blood 
diseases, in which hyperplasia of the red marrow, or excessive accumulation of white cells 
in it, may occur: such as pernicious anemia or leukemia. The diagnosis here must be 
made on the results of examination of the blood (p. 24). In all these instances the tender- 
ness is deep, and due to irritation of the sensory nerves of the periosteum or bone; the 
pain felt on pressure is a direct pain. 

Tenderness at certain points of, or all along, the course of an intercostal nerve is 
common in various affections of these structures. The particularly tender spots are three 
in number, and correspond to the points at which the posterior primary, the lateral 
cutaneous, and the anterior cutaneous branches are given off, near the spinal column, the 
mid-axillary line, and the sternal margin, respectively. Such tenderness may be marked 
in intercostal neuritis, which is rare ; in intercostal neuralgia, which is often diagnosed when 
some more serious intrathoracic disorder is really present, such as pneumonia or pleurisy ; 
and in cases of pressure on an intercostal nerve, such as may be set up by abscess about the 
spinal column, aneurysm of the descending aorta, or new growth invading the spinal canal. 
Whenever a patient complains of severe or obstinate pain and tenderness in the side, 
careful and repeated physical and #-ray examinations should be made, the possibility 
that some such deep-seated disease may be present being kept in view before the diagnosis 
of intercostal neuralgia, or of functional nervous disease (hysteria), is made. In excep- 
tional cases of hysteria, zones of tenderness in the chest, possibly, too, Charcot’s spasmo- 
genic zones, may be found. 

Pain and tenderness along an intercostal nerve are common in herpes zoster, and may 
be present before, during, and after the appearance of the characteristic rash. The tender- 
ness often has the three spots of maximum development mentioned above; it is particu- 
larly when it occurs in the second half of life thet herpes may be foliowed by a long period 
of pain and tenderness along the course of the affected nerve. Until the rash has appeared, 
or in the comparatively infrequent cases when the rash leaves no scarring behind it, the 
diagnosis of herpes may be difficult ; the rash, once seen, can hardly be mistaken. 

Lesions of the Underlying Viscera.—Tenderness in the chest is very frequently 
a symptom of disease in the underlying viscera, thoracic or abdominal, when the pains 
to which it gives rise are in most-cases referred: pains. — The tenderness is therefore as a 
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rule superficial, confined to the skin and subjacent areolar and fatty tissues ; if these can 
be drawn aside, pressure can be made on the deeper tissues that normally underlie the 
tender area without provoking pain. Properly speaking, ‘ tenderness in the chest’ can 
only refer to tactile hyperesthesia, or the eliciting of pain on pressure, whether light or 
heavy. Such tactile hyperesthesia, or the production of unpleasant sensations or pain 
by the very lightest touch, is common in neuralgia and in neuroses, or in cases of referred 
pain. But a similar hyperesthesia for cold, or less often for heat, sometimes occurs in 
the chest—in tabetic patients, for example ; this may perhaps be regarded as a special 
form of ‘tenderness... In the same way hyperesthesia for pain, or hyperalgesia, in 
which a normally painless stimulus or impression becomes transformed into an acutely 
painful sensation, is to be regarded as a form of ‘ tenderness’ in the chest. Further, 
perversions of sensation sometimes occur in organic nervous diseases, such as syringo- 
myelia or tabes. Thus, tenderness may be elicited by the continuous application of a 
pressure that is painless if applied only for a short time (summation of painful stimuli) ; 
or the pain may be first felt some little time after the application of the stimulus to the 
tender area (retarded sensation). 

Tenderness of the chest is a common complaint in pleurisy. The physical signs should 
suffice to make the diagnosis simple if a careful physical examination be made. The 
tenderness is deep as a rule, and not in the skin and loose subcutaneous tissues. 

The sternum may be tender in the rare cases of mediastinal inflammation or tumour 
that are met with from time to time ; tenderness and direct pain may similarly be caused 
by the pressure of aneurysms on the internal surface of the chest-wall. The diagnosis 
in these cases must be made on the results of the physical and a-ray examination of the 
patients. 

Tenderness with pain over the precordia is fairly common in pericarditis, diagnosed 
by the canter rhythm and the pericarditic rub. It may be so extreme as to preclude 
percussion or a satisfactory physical examination. Similar pain and tenderness have also 
been found at the epigastrium and the upper costal angles in these cases; due, perhaps, 
to involvement of the diaphragm in the inflammatory process. 

Chest tenderness is not rare in cases of acute or chronic disease of the lungs, particu- 
larly tuberculosis ; in these, it is hard to be sure that one is not dealing with referred pains 
due to old or recent pleurisy or pleural adhesions. The tenderness may be either 
superficial or deep ; sometimes it is so marked as to be elicited even by the pressure of 
the clothes. It is generally felt most about the region of the apices of the lungs, the curve 
of the shoulder, or the scapula. It is often a very chronic trouble, vanishing during 
periods of general improvement, returning again when the patient’s health is low or the 
pulmonary lesion is progressing. Similar tenderness is often met with in acute bronchitis, 
or with chronic bronchitis and emphysema; the diagnosis must be made on general lines. 
It must be remembered that identical areas of referred chest-tenderness may be observed 
in disorders of such various organs as the heart, lungs, liver, and stomach ; and that a 
patient may be long treated for ‘ rheumatism’ of the shoulder, for example, when he is 
really suffering from such widely different disorders as tuberculosis, gall-stones, gastritis. 
carcinoma mamme, or coronary artery sclerosis. 

Direct tenderness about the precordia is sometimes prominent in heart disease; as a 
rule, however, the tenderness is due to hyperesthesia of referred origin. It is most marked 
in angina pectoris, and often persists after the anginal pains have passed off. Both the pain 
and the tenderness are felt within the area of distribution of the first to the eighth dorsal 
nerve-roots; the roots usually receiving the first and most intense impressions are the 
second dorsal. The left ventricle, the commonest primary seat of pain, is in relation with 
the second to the fifth dorsal nerve-roots ; the auricle with the fifth to the eighth; the 
ascending aorta with the third and fourth cervical and the first to the third dorsal. These 
nerve-connections explain the extensive radiation and wide distribution of the tenderness 
and pain in the superficial tissues that may form such prominent symptoms of heart. 
disease ; for the chest, neck, and arm may all be affected. The tenderness of angina. 
pectoris commonly occupies the same areas as the pain, takes the form of a soreness, 
smarting, or of hyperalgesia to touch, and may last for days after the pain is over. In 
some cases, touching or stimulating the hyperalgesic area on the chest, arm, or neck, 
may reflexly induce an anginal attack—even the pressure of a stethoscope applied for 
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auscultation may suffice—which is a strong argument for regarding the tenderness as a 
viscero-sensory reflex or a referred tenderness. Such anginal attacks and tenderness are 
commonest in coronary sclerosis, aortic aneurysm, aortic reflux, and acute aortitis ; they 
may also be seen in any form of heart-disease in which hypertrophy and dilatation have 
taken place, and the heart has to do more work than it can manage, for example with 
raised blood-pressure and arteriosclerosis, or with adherent pericardium. In well-marked 
eases, the cardiac origin of areas of tenderness in the chest should not be difficult to 
diagnose, owing to their association with severe anginal pains on the one hand, and with 
the fact that the pain is brought on by exertions or emotions that increase the work of 
the heart. . Identical areas of tenderness may be found in pleurisy or chronic pulmonary 
tuberculosis; but here the pain will be connected with respiration or coughing in an 
unmistakable manner, and there will be the history and signs of pulmonary rather than 
of cardiac disease. Identical areas of chest tenderness may be found in diseases of the 
stomach, in the areas of distribution of at any rate the fourth and fifth dorsal nerves ; 
the diagnosis here will turn on the history of gastro-intestinal disorder, and on the radiation 
of the pain and the discovery of tenderness in the epigastrium. 

Tenderness in the chest may result from injuries or inflammations of the diaphragm, 
the lower costo-chondral margin being affected. The diaphragm is innervated by the 
phrenic nerves mainly, and so is connected with the third, fourth, and fifth cervical nerve- 
roots; accordingly, referred diaphragmatic pain and tenderness may also be felt in the 
top of the shoulder, an area innervated by the fourth cervical nerve. In most cases, the 
tenderness of these areas will be due to diaphragmatic pleurisy. 

Diseases of the stomach, particularly gastric ulcer and flatulent dyspepsia, may give 
rise to pain and tenderness in the chest that may be very hard to distinguish from those 
due to cardiac disease. As a rule, the history of gastric disturbances should be of great 
assistance in coming to a correct diagnosis ; although it must be remembered that 
flatulence and temporary gastric upsets are seen not infrequently in true angina pectoris. 
Further, the pain and tenderness due to diseases of the stomach are mainly abdominal, 
are in the epigastric and left hypochondriac regions, and in the lower half of the back of 
the chest ; whereas in cardiac disorders they are characteristically situated higher up in 
the chest and back. Electrocardiograms may be required to show whether the heart 
action is normal or not. 

It is possible that disease or painful stimulation (as by hot drinks) of the wsophagus 
may produce an area of referred tenderness in the chest, over the lower third of the sternum 
and in the middle line, in correspondence with the pain that is felt here in these conditions. 

Tenderness in the right side of the chest near the costal margin is not rare in diseases 
of the liver and gall-bladder, corresponding to the cutaneous distribution of the seventh, 
eighth, and ninth dorsal nerves; for the most part, however, the pain and tenderness 
are in the epigastrium and the right hypochondrium. The right phrenic nerve (third to 
fifth cervical) sends twigs to the liver and gall-bladder, so that tenderness and pain may 
also be felt in the right shoulder, just as they may be in disorders of the diaphragm. It 
is particularly in cases of gall-stone or biliary colic that these areas of tenderness are likely 
to be found. In patients with hepatic abscess, the spread of inflammation to the chest- 
wall may give rise to direct pain and tenderness in the chest, with the development of 
characteristic local and general symptoms and signs; the diagnosis here will have to be 
made from such things as axillary abscess, empyema making its way through the chest- 
will, or abscess arising in the chest-wall. A. J. Jex-Blake. 


TENDERNESS IN THE EPIGASTRIUM.—(See Pain IN THE EPIGASTRIUM, Pp. 
436.) 


TENDERNESS OF THE HYPOCHONDRIUM.—(See Pain IN THE HyPocHon- 
DRIUM, p. 450.) 


TENDERNESS IN THE ILIAC FOSSA.—(See Pain In THE Irac Fossa, p. 452.) 
TENDERNESS IN THE JOINTS.—(See Joryts, AFFECTIONS OF THE, Pp. 337.) 
TENDERNESS IN THE LIMBS.—(See Pain 1N THE Limss, GENERAL, p. 463; and 


SENSATION, SOME ABNORMALITIES OF, p. 604.) 
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TENDERNESS IN THE SCALP occurs in two main varieties :— 


1. Direct Tenderness, due to injury or disease, such as— 


Bruising or infected wounds Lupus erythematosus, von Recklinghausen’s 
Inflammation or suppuration compli- disease 

cating pediculosis, ringworm, favus, | Sclerodermia, Brocq’s ‘‘ pseudopelade ”’ 

eczema, pruritus, acne, etc. Diseases of the skull—rickets, syphilis, 
Herpes and dermatitis herpetiformis, tumour. 

erysipelas 


2. Referred Tenderness, either due to disease elsewhere, or functional :— 
Meningitis, increased intracranial pres- ; Neuralgia, major and minor, whether 


sure, intracranial tumour or primary or due to disease of the eyes, 
abscess, concussion of the brain, ears, teeth, or viscera 
otitis media Neurasthenia and hysteria. 


Fig. 290 exhibits the cutaneous nerve-supply of the scalp and face, indicating the 
areas in which tenderness and pain are to be expected when disease or disorder of the 
various nerves is present. peta 

If tenderness in the scalp is due to bruising or wounds, it should not be difficult of 
diagnosis when the history has been obtained. A similar tenderness is naturally to be 
expected when inflammation or suppuration occurs as a complication or later stage of 

any of the numerous skin diseases to which the scalp 
is liable, such as pediculosis, ringworm—a suppurating 
ringworm is known as kerion—seborrheic dermatitis, 
faous; the itching of eczema or pruritus may be so 
severe as to lead to scratching which breaks the skin, 
--G.0,S0 : ; : 
ondTh-o. With the result that impetigo ensues. In young men 
and women acne may spread back to the scalp from 
the forehead, face, or neck; acne decalvans is a mild 
staphylococcal infection of the  hair-follicles that 
ereeps slowly across the scalp, and leaves it bald 
by destroying the hair-follicles. Murunculosis of the 
scalp, and inflammation of a sebaceous cyst, need only 
be mentioned.in this connection. 

In herpes ophthalmicus, or herpes zoster of the 

Fig. 290.—The cutaneous nerve-supply of the pss supplied by the ophthalmic or first branch of 
scalp. GA, Great auricular nerve; GO,S0, the trigeminal or fifth cranial nerve, extreme tender- 
ae peti. re Gee ciperior ~=«NESS_ Over the affected area may be noted while the 
maxillary, and inferior maxillary divisions of eruption lasts; and after it has disappeared, tender- 
the trigeminal (or fifth cranial) nerve. , f 3 

ness and itching may be left behind for many months 

or years, sometimes with abnormal pigmentation. 
Dermatitis herpetiformis (p. 755) is a somewhat similar grouped vesicular or bullous 
eruption, with ringed and, other erythematous lesions, but characterized by a much more 
extensive distribution than herpes zoster: when it involves the scalp much tenderness 
may ensue, although the chief complaint will be of itching,.and the course of the disorder 
is long and uncertain. Erysipelas is common in the scalp, and should be diagnosed 
readily. Lupus erythematosus of the scalp may cause tenderness while progressing actively, 
when it may resemble even a severe persistent erysipelas ; as a rule it is a very chronic, 
slowly progressive disorder, commoner in females than in males, starting between the 
ages of twenty-five and forty-five. It produces smooth and depressed areas of complete 
and permanent baldness, reddened by abundant injected venules. In von Recklinghausen’s 
disease, subcutaneous neurofibromas are found all over the body, in association with 
freckling and pigmentation ; occurring on the scalp, these tumours will make it tender, 
whereas the tumours of fibroma molluscum (Fig. 291), a disorder at first sight resembling 
von Recklinghausen’s disease, are not sensitive to pressure. Sclerodermia of the scalp 
may occasion much tenderness, particularly in its early stages; it is a chronic diffuse 
infiltration of the skin that ends in atrophy, and by many is supposed to include the 
‘ pseudopelade’ of Brocq, an atrophic indurative affection of the scalp giving rise to 
depressed areas of absolute and permanent baldness that adhere to the underlying skull, 
and connected by Brocq with alopecia areata. 


TENDERNESS IN THE SCALP TLL. 


Tenderness of the scalp is common in rickets, and is the main cause of the head-rolling 
and restlessness of the recumbent rickety child. It is due to hyperemia and disordered 
growth of the cranial bones ; and can often be diagnosed at sight by the thinness of the 
hair or positive baldness of the occipital region to which the head-rolling leads. A similar 
tenderness of the cranial bones is seen in congenital syphilis, and is caused by the rarefying 
(craniotabes) or hyperplastic (hot-cross-bun skull) osteitis present. In adults with 
neglected syphilis the skull may be tender from secondary syphilitic periostitis or tertiary 
gumma ; besides the tenderness, pain is present, and is characteristically worse at night. 
Tumour of the cranial bones may give rise to tenderness of the overlying scalp or 
periosteum ; in adults such tumours are usually secondary to malignant disease of the 
breast, thyroid gland, testis, or prostate. In children they are often secondary to sarcoma 
of the suprarenal gland, and may be the first clinical evidence that anything is amiss. 

Tenderness in the scalp may be due to organic disease that is not in direct connection 
with it. In meningitis, whether syphilitic, tuberculous, or due to pus-producing microbes, 
local or general tenderness of the scalp may be a marked feature ; and the same is true in 
cases with increased intracranial pressure due to any cause whatever. The chief complaint, 
however, will be of HEADACHE (p. 293). In intracranial tumour the scalp and periosteum 
are sometimes tender to pressure in the neighbourhood of the growth ; the associated 


Fig. 291.—Molluscum fibrosum in a comparatively early stage. 
(From photograph lent by Dr. A. Rendle Short.) 


signs, such as vomiting on change of position, slow pulse, optic neuritis, and local paresis 
or paralysis, should aid the diagnosis. Tenderness of the scalp in the occipital region 
and below it has often been noted after concussion of the brain, whether mild in degree or 
severe, and apart from neurasthenia ; the pain and tenderness may each be both superficial 
and deep. 

Tenderness of the scalp is often marked in neuralgia, a vague term applied to any 
severe pain that follows, or seems to foliow, the distribution of a nerve. In trigeminal 
neuralgia, neuralgia major, or tic douloureux, the pain and tenderness often spread back 
to the vertex and parietal eminence, in correspondence with the cutaneous distribution 
of the first or ophthalmic branch of the fifth nerve. Pressure over the tender area will 
often bring on a paroxysm of pain; yet while the pain is raging, the patient often gains 
some relief by firm pressure over the painful part. When the paroxysm is recently past, 
pressure does not have any obvious effect in some cases. Identical neuralgic pain and 
tenderness may be met with in the rare cases where a tumour presses on the trigeminal 
nerve or its roots, as may happen in patients with meningeal new growths. Definite loss 
of sensation occurs if the nerve is involved in a tumour,’ whereas in tic douloureux there 
is no anesthesia ; in addition, the other signs of intracranial tumour should be looked for. 

In another group come the cases of neuralgia minor, in which pain and tenderness in 
the scalp form a visceral reflex, and are due to disease in the eyes, teeth, ear, and thoracic 
orabdominal viscera. A referred visceral pain usually brings with it superficial tenderness, 
and both the pain and the tenderness are found over * segmental’ areas, or areas that 


712° TENDERNESS IN THE SCALP 


do not correspond with the distribution of the peripheral nerves, but follow a central distri- 
bution (Figs. 292, 293). In other patients, however, the same lesions produce areas of 
pain, and less often of tenderness also, that do follow distributions corresponding with 
those of the peripheral nerves ; and these are described as cases of neuralgia minor proper. 
To give examples of reflex neuralgia, disease of the upper bicuspids may cause pain and 
tenderness in the temporal region; disorders of the eye, particularly astigmatism and 
hypermetropia, iritis, and glaucoma, may cause headache and tenderness spreading from 
the forehead to the vertex and to the temporal area ; suppuration in the middle ear may 
make the whole side of the head tender. Certain areas on the head are segmentally united 
with other areas on the body ; the temporal area of the scalp is connected thus with the 
seventh dorsal segment, and so diseases of the heart, lungs, or stomach may all bring about 
temporal pain and tenderness, associated with the segmental area of cutaneous tenderness 
about the level of the epigastrium that directly represents the seventh pair of dorsal 
nerves. It is probable that a number of patients with undetected disease of the teeth, 
eyes, ears, or viscera, are treated for ‘ neuralgia’ for long periods, when a more careful 
examination of their history and investigation of their physical condition would lead at 
once to the proper diagnosis. Ina certain number of cases pain and tenderness in the 
scalp are due to general diseases such as diabetes mellitus, malaria, and rheumatism; a 
fact that leaves room for much latitude in diagnosis. 
In both neurasthenia and 
THE SEGMENTAL AREAS OF THE SCALP (after Head.) hysteria complaints of pains 
and tenderness are common, 
and the scalp may be affected 
ust as any other part of the 
body may. The neurasthenic 
often has occipital tenderness, 
with pain referred to the hair ; 
brief mental effort may bring 
on pain and tenderness in 
the sinciput or vertex. The 
hysterical patient may be 
prostrated by headache, with 
extreme ‘tenderness of the 


scalp. It is not necessary to 


Fig. 292.—The segmental areas. Fig. 293.—The maxima of the segmental say that the greatest care to 
areas Shown in fig. 212. 


Fr.n, Fronto-nasal ; Mo, Mid-orbital; Oc, Occipital ; P, Parietal ; T, Temporal ; exclude Ors anc disease of 
v, ‘Vertical. | every sort should be taken 


before the diagnosis of neur- 

asthenia or hysteria is made in a patient complaining of tenderness in the scalp. It is 

noticeable that any conditions tending to build up the strength and improve the nutrition 

of neuralgic, neurasthenic, or hysterical patients, are likely to lessen the pains and areas 

of tenderness of which they so often complain. Conversely, these persons are always 
much worse when their health is low, and particularly when they are anzmic. 

A. J. Jex-Blake. 

TENDERNESS IN THE SPINE occurs in two different sets of conditions. In 
the first it is due to local disease of the skin or subcutaneous tissues, fasciz, muscles. bones, 
or nerve-tissue in the immediate neighbourhood of the spine; and the pain felt when the 
tender spot is touched is a direct pain. In the second there is no local disease, and 
the pain felt on stimulation of the tender area is a referred pain, due in most cases to organic 
disease of one or other of the viscera, in a few to some obscure nervous disorder. The 
tenderness varies widely in degree. In the severest cases, whether direct or referred, the 
pain may be such that the patient cannot endure even the light pressure of the clothes 
ordinarily worn, and is in agony the moment a finger is laid upon the tender place. 

When due to Local Disease, the tenderness is usually associated with rigidity of 
the spine in the tender section, a protective reflex designed to give rest to the diseased 
part. This is particularly well marked when it is bone—the vertebral column—that is 
diseased. A similar but less complete and more extensive rigidity will be noted when the 
local disorder is in the muscles or fascize of the back. Should the local disease or injury 
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be so extensive as to involve or compress the spinal cord, special symptoms (girdle-pain, 
paresis, anesthesia, etc) will be added. The chief morbid states in which such tenderness 
of the spine occurs are summarized in the following table :-— 


Diseases of the skin and subcutaneous { Injury, infected wounds, abscess-formation, 
tissue el. 
Diseases of the muscles, fascice, or nerves Gout, rheumatism, injury, herpes, etc. 
Tuberculosis and other infections 
| Caries sicca, spondylitis deformans, 
‘6 ed a e) 
Diseases affecting the vertebre J typ pO glee 
| Erosion by aortic aneurysm 
| Invasion by malignant disease 
Injury 
Traumatic neurasthenia, with local lesions | 


¢ . . 5 
that are not demonstrable Railway spine. 


To consider these lesions in detail : Obviously the skin and subcutaneous tissues may 
be tender over the spine after falls or blows on the back, infected wounds, in acne and 
furunculosis, in abscess-formation, whether the infection is derived from without, or from 
within as in pysemia; a psoas abscess may point and discharge on the back over the 
vertebral column. Tenderness in the spine due to affections of the fascie and muscles may 
be experienced by any ill-trained person who over-uses or strains his spinal muscles ; it is 
also common in gouty patients ; and frequently it is associated in the rheumatic with attacks 
of lumbago. Deep-seated inflammations in this region are not rare, and are seen usually 
in connection with spinal caries; less often the inflammation may be due to pyemia, 
empyema perforating spontaneously, trichiniasis and other very rare forms of myositis, 
when they chance to attack the spinal region. Ina few instances, no doubt, disease of the 
spinal nerves, particularly when their posterior primary divisions are affected, gives rise to 
tenderness in the spine as well as along the course of the nerves themselves ; this may 
occur when pressure on the nerves or their roots exists, and in cases of herpes zoster or 
neuritis. Most of the causes of spinal tenderness enumerated above should not be difficult 
of diagnosis if a careful examination of the patient be made, and his other signs and 
symptoms of disease be noted. 

The cases in which the tenderness is due to disease of the vertebrae are far more 
important than the above, and probably commoner also, as well as far more serious from 
the point of view both of prognosis and treatment. Excluding spinal trauma, which 
usually declares itself obviously and is considered below, the three disorders to which the 
vertebre are liable in this connection are tuberculosis, invasion by malignant disease, and 
erosion by an aneurysm. In other rarer instances they may be affected with similar sym- 
ptoms and results by actinomycosis, pyemic abscess, the spread of infection from adjoining 
parts (retropharyngeal, mediastinal, subdiaphragmatic, perinephric, or pelvic abscesses), 
hydatid disease, spondylitis deformans, and vertebral arthritis due to the gonococcus and other 
microbes. When caused by vertebral tuberculosis, the spinal tenderness is local, and is 
generally accompanied by more or less angular deformity of the spinal column, collapse 
of the diseased and softened anterior part of the vertebral body, causing abnormal projec- 
tion of its dorsal spine at the same time. If it is the posterior part of the affected vertebra 
that collapses, the spinous process will sink inwards ; it must be remembered, however, 
that congenital defect or deficiency of a spinous process is not very rare, and may be 
mistaken for the result of injury or disease. Whether deformity accompanies spinal caries 
or no, rigidity of the diseased part of the spinal column is sure to be present. It is 
maintained by involuntary contraction of the appropriate muscles, and becomes conspicuous 
when the patient is encouraged to bend his back in any direction, or to rotate the body on 
the pelvis. In addition, pain will be felt in the back when the patient’s vertex, shoulders, 
sacrum, or legs are jarred; his gait, too, and method of holding himself and turning, 
designed to relieve the diseased part of the spinal column from shock or strain, will be 
characteristic. In children who are not well looked after, this spinal tenderness and defor- 
mity may be unnoticed and the diagnosis of spinal caries not established until a psoas 
abscess has formed and has declared itself by pain in the leg, or lameness. The importance 
here of early diagnosis cannot be overstated ; spinal tuberculosis is commonest in children, 
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but may occur at any age. It often happens that rickety children are suspected of ‘ spinal 
disease ’ by their parents ; they present marked spinal curvature, due to flabbiness of the 
muscles, and, like all their bones, their spines may be tender on pressure. But there is no 
localized spinal tenderness in rickets, there is no angular deformity, the spinal curvature 
vanishes when the child is suspended by the head or arms, no pain is caused by jarring 
or rotating the spinal column, and there is no rigidity of the back; the other ordinary 
evidences of rickets will be present, so that the diagnosis should not be difficult. In adults, 
however, and particularly during the second half of life, it may often be difficult to deter- 
mine whether a persistent tenderness over some part of the spine, associated with pain 
and rigidity, is due to tuberculosis, aneurysm, or malignant disease affecting the vertebral 
column. The occurrence of angular curvature, due to softening and collapse of the verte- 
bral body, would argue in favour of tuberculosis, being comparatively rare in aneurysm or 
malignant disease ; evidence of tuberculous mischief in the patient’s joints, lungs, or 
larynx, a history of cough or blocd-spitting, or a marked family history of tuberculosis, 
would all point in the same direction. Aortic aneurysm, eroding the vertebral column 
and causing pain and tenderness by pressing on the nerves in its vicinity, would be 
suggested if the patient were a middle-aged man giving a history of syphilis. Examination 
under the w-rays and testing for Wassermann’s reaction might be of great assistance here ; 
deep abdominal palpation, under an anesthetic if necessary, might reveal the expansile 
pulsation of an aortic aneurysm. Secondary deposits of malignant disease, invading or 
encompassing 2 vertebra, may occasion marked spinal tenderness and pain in the back of 
the severest description; in rare cases, the malignant growth may be primary. The 
vertebre are the bones most often invaded by secondary malignant growths ; the primary 
growths most frequently responsible for secondary deposits in the bones are carcinoma of 
the thyroid, testis, prostate, and mamma, primary sarcoma of bone, and melanotic sarcoma. 
Here again the diagnosis may be very difficult, in the earlier stages of the disorder particu- 
larly, because the primary growth may be small and deep-seated, and may have given rise 
to no signs or symptoms leading to its discovery, so that the presence of secondary deposits 
is not suspected. In the later stages, the growth often burgeons into the spinal canal, and 
causes symptoms of paraplegia by compressing the spinal cord. When this occurs the 
diagnosis is easier, for the site of the compression may be indicated by a girdle-pain and a 
zone of hyperzsthesia ; while anesthesia, with paresis or paraplegia, is found below it, the 
sphincters are affected, the knee-jerks are increased, and ankle-clonus and _ Babinski’s 
extensor plantar reflex can be elicited. But, as has been pointed out already, it may be 
impossible to find any definite physical signs in a patient complaining of very severe and 
intractable pain and tenderness in some part of his spinal column ; and most physicians of 
experience must have met with sad cases where such patients have been treated as malin- 
gerers, the honesty of their complaints failing to win recognition until a pathological basis 
for them has been established at an autopsy. 

Little more need be said about most of the other local diseases that may make the 
affected region of the spine both tender and painful. Caries sicca is the name given to an 
obscure rarefying osteitis of chronic course, non-suppurative, that may attack the vertebre. 
The signs and symptoms of vertebral actinomycosis resemble those of tuberculosis. In 
chronic pyemia a vertebral abscess may arise, and in patients with abscesses in the spinal 
region—such as pelvic, perinephric, subdiaphragmatic, mediastinal, or retropharyngeal— 
a spread of infection to the vertebree may conceivably occur, giving rise to tenderness in 
the affected part of the spine ; hydatid disease of the spinal canal or vertebral column may 
do the same in persons exposed to echinococcus infection. But in all these instances the 
tenderness in the spine will be but a minor symptom of a serious and more or less acute 
disorder, with other features that are more characteristic. Tenderness in the spine is often 
marked in spondylitis deformans (Fig. 274, p. 648), the name given to practically any chronic 
non-suppurative form of vertebral arthritis. It is no doubt an infectious process, and occurs 
after gonorrhcea, influenza, enteric fever (the‘ typhoid spine ’), tonsillitis, and other bac- 
terial disorders. It is characterized by stiffness in some portion of the vertebral column, with 
irregular deposits of new bone in the adjoining ligaments, particularly the anterior common 
ligament, well seen by the use of a-rays. The chief sign is stiffness in the back, and in a 
few of the cases osteo-arthritis of some joints of the limbs occurs as well; in instances 
where the hip or shoulder are thus involved the disease has been named ‘ spondylose rhizo- 
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mélique’ by Marie. Men are affected four or five times as often as women, and the disease 
usually begins between the ages of twenty and fifty. Its diagnosis may be difficult, because 
the chief complaint may be of pain in the hips, legs, abdomen, or thorax, or of * sciatica ’ 
or ‘lumbago,’ so that disease of the vertebral column may be neither suspected nor looked 
for. In most patients, the affected region of the spine is tender ; much spasm of the dorsal 
muscles is found in the more acute cases, while in those of long-standing, atrophy from 
disuse will be found. The typhoid spine is a rare sequela of enteric fever, usually occurring 
early in convalescence. The patient complains of tenderness and the most acute pain in 
the lower part of the vertebral column, after an initial stage of backache. Fever is present 
at first in half the cases, and no doubt the condition is commonly due to vertebral periostitis 
set up by the Bacillus typhosus. ‘The symptoms last for many months as a rule, and defor- 
mity of the spine is left in half the patients ; but suppuration of the affected vertebra seenas 
to be unknown. Men are affected more often than women. In milder cases no physical 
signs of vertebral disease appear, and so the affection has been described as hysterical, the 
spine as an irritable spine ; in yet other instances, the spinal cord appears to be involved, 
as if the periostitis affected the spinal canal, loss of control over the sphincters being 
observed, with paresis of the legs, and changes—usually increase—in the reflexes. 

Tenderness in the spine due to injury may be the expression of either organic or 
functional disease resulting therefrom, and the precise diagnosis may be extremely difficult. 
The trauma is usually a railway or other accident of locomotion (‘ railway spine’), a fall, 
a sudden shock or concussion ; in another group of cases it is either a single sudden muscular 
over-strain, due to over-exertion or the effort to avoid an accident, or the more chronic 
overstrain to which rowing men, football players, and the like are exposed. A gross injury 
may produce fracture of a vertebra, with or without displacement of the fragments such 
as can be demonstrated by the use of x-rays; subperiosteal or subdural heemorrhage, 
hemorrhage into the spinal canal, hemorrhage into or bruising of the cord, all of which will 
give rise to localizing cord-symptoms (girdle-pain at the level of the lesion, varying degrees 
of paresis and anesthesia below it) when the lesion is marked. At the other end of the 
scale are found the sufferers from trawmatic neurasthenia, who have been exposed to identical 
injury or over-strain, but present no definite signs of disease in the spine or cord, although 
quite incapacitated for months or years, by weakness and severe pains in the injured region. 
These patients often have increased knee-jerks and even ankle-clonus ; but definite 
evidences of organic disease are wanting, the sphincters are unaffected, Babinski’s extensor 
plantar reflex is not obtained, muscular wasting is not found, unless from disuse, and the 
various pains and tendernesses of which complaint is made have a neurasthenic or even a 
hysterical distribution and character. Traumatic neurasthenia may follow surgical 
operations or comparatively slight injuries to the head, back, or testicle, in addition to 
the severer traumas and strains already mentioned ; and it must be noted that a delay of 
one or more weeks, an incubation-period, may intervene between the receipt of the injury 
and the development of the neurasthenic pains. It would be unfair to take such a delay 
as evidence of a hysterical factor in the case, or of malingering. 

It is clear from the foregoing paragraph that traumatic neurasthenia includes cases in 
which it is not possible to say for certain whether a local organic lesion of the spine exists or 
not. Such instances form a natural transition to those in which there is :— 

Tenderness in the Spine due to Functional Disorders, or to Disease in Other 
Parts of the Body.—In very few of these is there any deformity of the spinal column ; 
it is flexile and not rigid ; and pain is rarely produced when it is carefully bent, twisted, 
or jarred, so long as direct stimulation of the tender part is avoided. As a rule, the tender- 
ness is superficial rather than deep, and it is often associated with other areas of tenderness 
in the side or front of the body. In hysteria, complaint of pain and tenderness in the spine 
and back is not rare—the ‘ hysterical spine.’ The tenderness over the vertebre is often 
accompanied by tenderness on either side of them; in extent it may change from time to 
time, involving a single vertebra or even most of the vertebral column. In newrasthenia the 
spine may be tender from top to bottom, and more or less rigidity is often found also. When 
the tenderness is localized to a small part of the back, it may easily be taken as evidence 
of local organic disease ; but the presence of other neurasthenic symptoms—headache, 
irritability, fatigability after brief exertion—and the absence of signs of definite local 
disease or involvement of the cord, should help in the diagnosis. To distinguish clearly 
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between neurasthenia and hysteria is often difficult, and particularly so in the milder cases 
of traumatic neurasthenia, because they may develop hysterical features such as areas of 
anesthesia, a craving for sympathy, a tendency to exaggerate the symptoms, and so forth. 
The harmful effects of mental worry on neurasthenia, of the uncertainty attaching to an 
impending law-suit in which, perhaps, damages for injury are being claimed, are well known. 

Tenderness in the spine is very commonly a reflex from disease in one or other of the 
thoracic, abdominal, or pelvic viscera. The tenderness is characteristically superficial 
in these cases, and acute pain may result from light pressure on the area involved ; and if 
the tender tissues can be pulled aside sufficiently, it will be found that pressure on the spine 
itself causes no pain whatever. The different viscera produce this tenderness with some 
regularity in different and definite spinal areas, a scheme of which is given in Fig. 294. 

The organs and diseases most often giving rise to this referred tenderness and pain 
in the spine are as follows: The aorta, in aortitis, arteriosclerosis, and aneurysm ; the 
heart, in coronary sclerosis particularly, myocarditis, myocardial fibrosis, acute dilatation 
and failing compensation ; the stomach, in gastric ulcer, malignant disease, gastritis ; the 
liver, in cholelithiasis, cholangitis,, new growth, and the venous congestion of tricuspid 
reflux ; the intestine and rectum, in acute inflammatory disorders, constipation, and carcin- 
oma; the uterus, in labour. menstruation, inflammatory affections, and new growth. It 

would appear that the lungs, whether in- 
flamed or wounded, do not give rise to a 
ist © referred tenderness; on the other hand, the 
eee, whole or any part of the thoracic spine may 
become tender in disorders of the pleura, such 
as pleurisy, pleural adhesions, or new growth. 
To illustrate the frequency with which pain 
and tenderness of the spine occur, the axiom 
of many hospital out-patient departments 
may be quoted, that there is no woman in 
London who has not got a pain at the bottom 

12th 
Doreat Of her back—a libel on the sex, one may 

epme+ “hope, 

The importance of distinguishing between 


the cases in which the physical signs of 
rs organic disease in the vertebral column or 
. cord are absent, and those detailed in Class 1 


above, need not be emphasized further. The 
referred pains and tendernesses disappear or 
are relieved with the cure or relief of the 
Fig. 294.—Areas of referred spinal pain and tenderness cardiac, gastric, on other disorder to which 
(after Mackenzie). A, In diseases of the heart’; B, In they are due. The diagnosis of the cause of 
ari rate ott somes re of the ver; tenderness .over the fourth dorsal vertebra, 
| for example, which may be due to disease of 

the heart, pleura, or stomach, must be made on general lines, and by consideration of the 
other signs and symptoms exhibited by the patient. A. J. Jex-Blake. 
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TENESMUS signifies frequent and painful inclination to go to stool, associated gener- 
ally with straining and griping but with very little evacuant result. A precisely similar 
condition affecting the bladder is spoken of sometimes as vesical tenesmus, but a better 
known term for this is STRANGURY (p. 649). 

The severest examples of rectal tenesmus are afforded by acute dysentery, in which, 
after the acute onset of the disease, copious loose fecal motions are passed to start with, 
then smaller and smaller quantities at a time, and after this, when there is practically 
nothing left to come away from the bowel, the desire to defecate urgently and repeatedly 
may still recur perhaps every ten minutes with painful straining, causing the patient to 
groan or cry out, but with practically no evacuant result beyond a little fluid with mucus 
and blood. The diagnosis in these cases is generally based upon the fact that the patient 
is or has been resident in some part of the tropics where dysentery is endemic ; the nature 
of the dysentery itself, whether due to the amceba of dysentery, or to Shiga’s dysentery 
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bacillus, or to other less well known bacilli, is made upon the results of bacteriological 
investigations of the stools. 

Similar tenesmus may also occur in acute cholera when the stage of rice-water stools 
has been reached ; here again the diagnosis depends upon the fact of residence in a part 
where cholera is endemic, or in a district in which cholera has recently broken out in epidemic 
form ; it is confirmed by the discovery of the comma bacilli of cholera in the stools. 

In this country there are various types of acute infective diarrhea which may simulate 
cholera to such an extent that, although not cholera at all, they have been grouped together 
under the heading of cholera nostras, and in such cases tenesmus may be extreme. Tempo- 
rary acute diarrhcea with much tenesmus may arise in school-boys and others from the 
eating of unripe apples or other fruit; after a brief but acute illness, and perhaps a 
drastic purge, rapid recovery is the rule. More serious are the acute attacks of vomiting 
and diarrhoea which are familiar under the name of ptomaine poisoning, the cause being 
bacilli allied to Gaertner’s bacillus ingested along with some article of diet. Cases of 
ptomaine poisoning may be sporadic, but occasionally as the result of many persons 
eating the same cold pork pie perhaps, or something of that kind at a public function, 
acute epidemics are recorded, some of the cases ending fatally. The bacteriology 
of the condition is complex; different micro-organisms, including not only Gaertner’s 
bacillus, but also Morgan’s bacillus A, Morgan’s bacillus B, and probably others, are at the 
root of different outbreaks. The diarrhcea is at first painless though frequent, but severe 
tenesmus ensues after the bowel has become empty of practically everything but a little 
fluid together with mucus and exuded blood. 

Chronic dysentery is less often associated with tenesmus than is the acute form, but a 
considerable degree of tenesmus may none the less be complained of by those who have 
suffered from dysentery in the tropics and, having returned home not yet cured, still suffer 
from repeated diarrhoea to the extent of perhaps twelve or fifteen motions a day. The 
same applies to cases of colitis, whether muco-membranous or ulcerative, arising at home. 
It may be very difficult in some such cases to exclude malignant disease of the bowel unless 
the history is too long for this. In cases of doubt much may be learned by passing the 
sigmoidoscope and actually seeing the inflamed or ulcerated mucous membrane of the 
lower part of the bowel. 

Intussusception will only cause tenesmus when the lower end of the intussusceptum 
has reached the pelvic colon or the anus. The symptoms will be those of intestinal obstruc- 
tion, and when the intussusception is felt per rectum or seen protruding per anum, the only 
difficulty will be to distinguish it from a rectal polypus, or prolapse of the rectum. The 
condition is very much commoner in infants about nine months old than in any other 
class of patient, and at this tender age tenesmus will not as a rule be obvious. In older 
patients a subacute or chronic intussusception is fortunately very rare, and it is seldom 
diagnosed accurately previous to operation. 

Acute summer diarrhea and vomiting of infants is allied to ptomaine poisoning and 
is similarly due to one or more of the enteritic micro-organisms ; tenesmus may be very 
severe in infants as well as in adults. 

Another malady allied both to ptomaine poisoning, to tropical dysentery, and to 
acute summer diarrhoea and vomiting of infants,, is so-called asylum dysentery, of which 
the symptoms and results are very similar indeed to those of tropical dysentery ; asylum 
dysentery also has a bacterial cause, and the micro-organism producing it has been the 
subject of considerable investigation. The difficulty of deciding the precise nature of the 
infecting organism in all these cases depends upon the similarity between the different 
possible bacilli and the ordinary bacillus coli which always abounds in the evacuations. 

Acute tenesmus may be a marked feature in some cases of poisoning by arsenic ; the 
diagnosis of this cause may be obvious either on account of the patient having taken an 
over-dose with intent to commit suicide, when choleraic diarrhoea and much tenesmus 
may come on subsequent to the initial vomiting and collapse ; or because, in less acute 
cases, the patient is known to be taking large doses of arsenic in his medicine—for instance, 
in the treatment of chorea or of pernicious anemia ; indeed, the occurrence of diarrhoea 
with griping rectal pains and tenesmus is one of the difficulties that presents itself in con- 
tinuing the arsenical treatment of pernicious anemia and other blood diseases to the extent 
that one would like. On the other hand, even when arsenic is the cause of diarrhoea and 


718 TENESMUS 


tenesmus, it may sometimes be very difficult indeed to make certain of the fact, although 
some suspicion of it may have arisen in the mind of the physician. Accidental 
contamination of the water or of some food may have occurred ; or, still more important, 
some member of the household may be administering arsenic surreptitiously, either with 
a view to getting rid of the individual concerned, or occasionally even without any particular 
object,—for instance, in the case of some hysterical servant girls, who have been known to 
administer poisons in a household in this way apparently without any material object at 
all. The circumstances of the case may make one suspicious and lead to a careful watch 
being kept, or perhaps an analysis of the water-supply or of some suspected food will lead 
to the detection of the arsenic. In case of doubt one might have to resort to the expedient 
of taking the patient entirely away from the house in which she has been living, and from 
amongst the individuals with whom she has been associated, in order to see whether the 
symptom persists when she is secluded in a nursing-home or elsewhere, or whether it dis- 
appears there to return again when she goes home. Analysis of the hair for arsenic in 
cases of this kind will seldom be available as a test of the diagnosis, because it is only in 
the hair that is growing during the time arsenic is being administered that excess of arsenic 
is stored, and when sufficient doses to produce tenesmus have been administered they will 
generally have been large, and therefore have been given over only a short period. 

Besides arsenic, other irritant drugs may produce tenesmus, especially perhaps 
cantharides, calomel in repeated doses, colocynih, gamboge, and indeed most of the powerful 
purgatives. The diagnosis depends upon a knowledge of the drugs that are being adminis- 
tered. 

There remain for discussion a number of other conditions which may produce painful 
and frequent but fruitless straining at stool, the cause being either irritation of the rectum 
or obstruction to it or within it. These may be enumerated as follows :—- 


1. Causes within the Lumen of the Rectum: 


Impacted feeces | A foreign body that has been | Concretions 
| inserted Worms. 


2. Things in the Wall of the Rectum: 


Carcinoma Adenoma | Fissure 
Rectal prolapse Hemorrhoids, especially if | Proctitis. 
Polypus or polypi thrombosed 


3. Things Outside the Rectum: 


Enlarged prostate Vesical calculus | Pelvic haematocele 
Periprostatic abscess | Ovarian cyst Ectopic gestation. 
Periproctal abscess Uterine fibroid | 


Ischio-rectal abscess | Retroverted gravid uterus 


The diagnosis of all the above depends upon careful examination of the anal region, 
the rectum, and the vagina, by inspection, direct or through a speculum, arenes or 
sigmoidoscope, or with the finger. 

Impacted faces may, from their symptoms, simulate rectal carcinoma very closely ; 
but when there is carcinoma of the rectum, one’s finger when inserted seldom comes upon 
a mass of feeces, whereas with faecal impaction the mass is generally well within reach of 
the finger. The diagnosis will be confirmed by removing the mass itself piecemeal with a 
spoon, followed by enemata or other local measures, after which the patient recovers 
completely. 

Rectal concretions differ from impacted feces only in the material of which they are 
composed ; for instance, instead of being ordinary fecal material, they may consist of 
hard lumps of bismuth, magnesium, chalk, or other drug that has been given by the mouth, 
or of the husks or products of some unusual meal, as an example of which one may mention 
the case of a boy who having stolen a bundle of cinnamon sticks, chewed them up and 
swallowed them, and a day or two afterwards suffered extremely from. tenesmus as 
‘the result of a mass of undigested bits of cinnamon stick that had been impacted in his 
rectum. Hair balls have caused similar trouble, though they are even rarer in the rectum 
than they are in the stomach. . 

Adenomata, or long finger-shaped. non-malignant polypi of the rectum, occur sometimes 
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in such a way as to produce a kind of entanglement, in which fzeces become impacted higher 
up than the finger can reach, and the patient will be thought to be suffering from carcinoma 
of the sigmoid colon or of the pelvic colon ; there will, however, as a rule be much less 
wasting than there would be with malignant disease, though both conditions produce their 
symptoms at a similar age. The diagnosis will depend upon examination with the procto- 
scope or the sigmoidoscope, and perhaps upon excision of such polypi as can be reached, 
followed by microscopical examination. 

Another condition which may simulate rectal carcinoma very closely is periproctal 
inflammation followed by the formation of an abscess round the pelvic colon. The tenesmus 
which results, the constant painful straining, and the unsatisfactory evacuations, may be 
associated with obvious ill-health ; anaemia from loss of sleep ; and loss of weight ; so that 
malignant disease will frequently be thought the almost certain diagnosis. The condition 
is by no means so easy to detect as might be supposed ; sometimes it is not until the patient 
has been anesthetized with a view to further examination with the proctoscope and sig- 
moidoscope that the nature of the condition is indicated by a sudden gush of pus escaping 
past the instrument as the result of the bursting of the abscess. The cause of such a 
condition is generally some previous local inflammation in the rectum, associated, for 
instance, with piles, or a polypus which has hitherto produced no symptoms at all; in 
some cases there may ke both carcinoma and abscess, the latter the result of the former. 

A vesical calculus causing tenesmus will generally be one situated in a pocket of the 
bladder posteriorly ; it is a very rare cause of tenesmus, and generally there is or has been 
hematuria to indicate the need for examination of the bladder either with the sound or 
the cystoscope. 

The remaining conditions in the above list need not be discussed in detail; they will 
be diagnosed by rectal or vaginal examination, or a combination of the two. 

There remains still one other very important cause of tenesmus, namely, tabes dorsalis 
with rectal crises. The symptom is not so uncommon as might be supposed. Not a few 
cases of tabes dorsalis complain that they are unable to go about their duties as early in 
the morning as they would like, because after going to the closet in the ordinary way after 
breakfast, they find that at intervals of perhaps half an hour they suffer from repeated 
urgent and painful re-calls, extending over perhaps two or three hours before the bowels 
settle down to comparative comfort for the rest of the day. Not much is passed after the 
first one or two visits to the closet, but the patient dares not be far away whilst the recur- 
rent crises continue, for the call is urgent and very painful ; but as a rule, after two or three 
hours of suffering of this kind he finds that he is free until the next day. The condition 
is quite distinct from the incontinence of faeces which mey resuit at a later stage of 
the malady ; it is an example of purely nervous tenesmus, which, however, may simulate 
carcinoma of the bowel very closely. It may last for months or years, and then cease to 
trouble the patient spontaneously, just as the lightning pains of tabes may. The patient's 
complaint is generally of diarrhoea, but upon careful inquiry it is found that the diarrhcea 
in the sense of fluid evacuations is much less pronounced than the tenesmus—that is to say, 
the recurrent painful call to stool without material evacuation. The diagnosis depends 
upon detecting the absence of knee-jerks and the existence of Argyll Robertson pupils. 

Herbert French. 


TESTES, ATROPHY OF.—(Sce Arroruy, TESTICULAR, p. 66.) 
TETANIC CONTRACTIONS.—(See Contractions, p. 137.) 
THERMO-ANASTHESIA.— (See SENSATION, SOME ABNORMALITIES OF, p. 604.) 


THIRST, EXTREME. Cases of extreme thirst may be subdivided into two main 
groups; namely, those with and those without polyuria. To the former belong such 
conditions as diabetes mellitus, diabetes insipidus, hysteria, and so on, which are discussed 
under Potyuria (p. 534). To the other group belong such conditions as are for the most 
part so obvious as to require no more than simple enumeration under main headings, as 
follows :— | 

1. Prolonged abstention, from drinking: purposeful, or the result of necessity, 

2. Fevers and febrile states. 
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3. Excessive loss of fluid: (a) From the skin by profuse perspirations, natural or 
pathological ; (b) From the stomach, from repeated vomiting ; (c) From the bowel, from 
excessive diarrhcea ; (d) Into serous membranes, as in acute peritonitis. 

4, After severe hemorrhage: (a) External, e.g., post-partum; (b) Internal, e.g., 
from duodenal ulcer, ruptured tubal gestation, leaking aneurysm. 

5. Gastrectasis due to pyloric stenosis, owing to the fact that the stomach absorbs 
little fluid as compared with the intestines. 

6. Poisoning by such drugs as dry up the secretions of the mouth, notably belladonna 
and its allies, or astringents such as alum, gallic acid, tannic acid, or perchloride of iron. 

7. The exhibition of excess of various salts, particularly sodium chloride, either as 
such, or incorporated in various food-stuffs. 

It is clear that in some cases more than one factor at a time may be causing extreme 
thirst. Herbert French. 


THRILLS, PRECORDIAL.—In order to arrive at a diagnosis of the cause of any 
thrill which is felt over the precordia, two facts must first be ascertained, namely (1) The 
situation of the thrill ; and (2) Its rhythm. Waving discovered a thrill over the mitral area, 
that is, in the region of the apex beat, and found that it is presystolic in rhythm, 
it is obvious that it is due to mitral stenosis. The valvular lesion will be confirmed by the 
presence of a presystolic bruit, as it is rare to find the thrill without a bruit being associated 
with it. On the other hand, if the thrill be systolic in time, and mitral regurgitation be 
present, the thrill is due to this valvular lesion. A systolic thrill at the cardiac apex may 
also be caused by pericardial friction fremitus, or pleuritic fremitus. A pericardial friction 
fremitus can be distinguished from an endocardial thrill by being more rubbing in character, 
usually occurring both during systole and diastole, while an endocardial thrill is a more 
purring vibration, and it is confined to either systole or diastole. The pericardial friction 
is confirmed by auscultation. Pleuritic fremitus in this region may be distinguished from 
an endocardial thrill and pericardial friction fremitus by asking the patient to hold his 
breath, when the fremitus will disappear unless it is due to pleuro-pericarditis. These 
distinguishing features between endocardial thrill, pericardial friction fremitus, and 
pleuritic fremitus, apply to any area in which thrills are detected. A pericardial friction 
fremitus may be present over the whole or any part of the precordia, but the most common 
situation is to the left of the sternum near the base of the heart. 

A systolic thrill in the second right intercostal space close to the sternum may be due 
to aortic stenosis, thickening of the aortic valve, atheroma, or dilatation or aneurysm of the 
ascending portion of the thoracic aorta, and the diagnosis of the cause of the thrill can 
only be made by the other physical signs which indicate the morbid condition present. 
Thus, if there be dullness in the second right intercostal space, over which the thrill is felt, 
there is dilatation or aneurysm of the arch of the aorta. There is no dullness in this 
situation when the thrill is due to aortic obstruction or to atheroma of the aorta. Not 
only may dullness on percussion accompany the thrill, but there may be pulsation, and 
even a pulsating tumour,.in this region, showing that there is an aneurysm ; an a-ray 
examination (Fig. 100, p. 209) helps in confirming the diagnosis. 

A diastolic thrill may also be felt in the second right intercostal space close to the 
sternum, but it is rare; when present, it is due to aortic regurgitation, and is accompanied 
by the characteristic diastolic bruit and waterhammer pulse. Sometimes the thrill, like 
the bruit, is most marked in the third left space close to the sternum. 

In the pulmonary area, viz., in the second left intercostal space near the sternum, 
systolic thrills are due to congenital affections of the heart, especially pulmonary stenosis 
and patent ductus arteriosus. An extensive thrill over the base of the heart in young 
children is nearly always due to congenital malformation. The apex beat is generally 
near its normal position. The cardiac dullness usually extends to the right of the sternum 
as the result of the enlargement of the right ventricle, and there is commonly a loud 
universal systolic bruit, having its point of maximum intensity over the base of the heart. 
The following signs of congenital malformation of the heart, other than patent ductus 
arteriosus, are also to be expected: cyanosis, either continuously present or occurring at 
intervals, dyspnoea, especially upon exertion, clubbing of the fingers and toes, and poly- 
cythemia ; with patent ductus arteriosus (p. 156), there may be no symptoms accompanying 
the abnormal physical signs. 
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A thrill occurs very occasionally in the second left ‘intercostal space close to the 
sternum, in association with a functional pulmonary bruit. In such a case the functional 
origin of the thrill may be distinguished by the general condition of the patient, who will 
be suffering from anzemia or some debilitating condition ; and the signs of congenital heart 
disease, just mentioned, will be absent. 

Presystolic and systolic thrills sometimes, but very rarely, occur to the right of the 
sternum in the tricuspid area, due to stenosis and incompetence of this valve. 

J. E. H. Sawyer. 

THROAT, SORE.—(See Sore Turoat, p. 613.) 


THYROID GLAND ENLARGEMENT.—An enlarged thyroid gland gives rise to 
a swelling in the front of the neck, internal to the sternomastoid muscles and the carotid 
vessels, which, if the swelling is large enough, are pushed outwards. The gland is con- 
nected intimately with the larynx ; hence the most important sign of a thyroid tumour 
is that it rises and falls with the larynx and trachea during deglutition. In the great 
majority of cases the presence of this sign alone is sufficient to make a correct diagnosis. 
There are two sources of fallacy : (1) A swelling not thyroid in origin but lying in front of it, 
such as a sub-hyoid bursa or sebaceous cyst, or a suppurative or syphilitic perichondritis 
of the thyroid cartilage, may present the above sign; (2) A thyroid swelling, if fixed, as it 
may be by inflammation or malignant growth, may not present it. In the vast majority 
of cases, however, a swelling in the position of the thyroid gland which moves on deglutition 
indicates an enlargement of that gland. 

Varieties of Enlargement and their Differential Diagnosis.—During menstruation and 
pregnancy the thyroid becomes enlarged, but seldom sufficiently so to cause symptoms ; 
if the gland happens to be the seat of pre-existing disease the increase of swelling may be 
sufficient to induce respiratory difficulty. 

Parenchymatous Goitre, or a general hypertrophy of the whole gland, is the 
commonest form of enlargement. All parts of the gland are affected more or less equally ; 
the tumour being bilateral, the normal shape is preserved. The swelling is freely movable, 
painless and soft. It is rarely congenital, and more often appears about puberty. Its rate 
of growth is usually very slow, and it may attain an enormous size without causing any 
other symptoms. 

Cystic Goitre is a loose term used to cover any form of enlargement of the thyroid 
which is caused chiefly by the presence of one or more cysts. If the cyst is large and lax, 
fluctuation may be made out. ‘The cysts, however, are often small and tense, and cannot 
be distinguished from solid adenomata. Cysts are rarely present without some enlarge- 
ment of the rest of the gland. 

Adenomatous Goitre.—The common cause of unilateral enlargement is the presence 
of an adenoma, a definite encapsuled tumour which may contain cysts and grow to.a large 
size. A hemorrhage into one of these cysts may cause a very rapid enlargement, and so 
give rise to a suspicion of malignancy ; cases have also been reported in which an intra- 
thyroid hemorrhage has been followed by acute dyspnoea and death. Adenomata may 
be single or multiple ; when present in both lobes, the enlargement may be difficult to 
distinguish from the parenchymatous form. 

Fibrous or Ligneous Goitre is a rare condition, due to a primary chronic inflam- 
mation of the whole gland, and resulting in a firm dense enlargement. 

Malignant Disease is seldom met with. It occurs with equal frequency in both sexes, 
and is rarely seen before the age of forty. In the early stages, while still confined within 
the capsule of the gland, it may be difficult to differentiate from the other forms of goitre. 
It should be recognized by its rapid growth, its hardness, and irregular bossy outline. When 
the neoplasm has penetrated the capsule and invaded surrounding structures, the diagnosis 
is made with more ease. The tumour may become fixed, no longer moving on deglutition ; 
often one or other vocal cord is paralyzed, a condition rarely seen with innocent goitre ; 
and involvement and ulceration of the trachea is common. The lymphatic glands may be 
enlarged, but as those first implicated are placed deeply, defying detection, not much help 
is gained from this source. There is a special liability for metastatic secondary deposits 
to occur in bones, particularly in the vertebra and cranium. 

Exophthalmic Goitre (Graves’s disease, von Basedow’s disease) is far more common 
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in women than in men (Fig. 113, p. 236), and rarely occurs before puberty or after middle 
life. The most prominent features of the disease are: (1) Exophthalmos; (2) Tachy- 
cardia with palpitation; (3) Enlargement of the thyroid gland, often pulsatile ; 
(4) Tremulousness of the hands and general nervous excitability ; (5) Breathlessness on 
exertion. The vision is norma], but when the eyeball is moved downwards the upper lid 
does not follow as in health (von Graefe’s sign). The palpebral aperture is wider than in 
health, owing to retraction of the upper and lower lids (Stellwag’s or Dalrymple’s sign). 
Pigmentation of the skin may be intense (7g. 222, p. 527) and simulate Addison’s disease, 
but the mucous membrane of the mouth is not affected as in the latter malady. 

A well-marked case is quite characteristic, but there are others extremely hard to 
separate from simple parenchymatous enlargement, for with this, especially in young girls, 
anemia is often associated, and with it the symptoms of tachycardia, palpitation, and 
breathlessness. It often becomes a matter of opinion whether a given case should be styled 
simple parenchymatous goitre or incipient Graves’s disease. 


The above are the commonest forms of enlargement. Others much rarer are: 
Iinlargement due to pyogenic infection, either acute or chronic. In pyemia it is not 
uncommon to find the thyroid the seat of multiple abscesses. Tuberculous and gummaious 
disease may also cause enlargement, and a slight degree of goitre has been noted in typhoid 
fever, acute rheumatism, malaria, variola, cholera, and secondary syphilis. Hydatid cysts 
of the thyroid gland have been noted on a few occasions. It having been ascertained that 
the swelling in the neck is definitely thyroid in origin and its nature defined, it remains to 
see whether there are any pressure signs on the surrounding structures. 

Pressure on the Trachea.—Dyspneea is by far the most important of all the symptoms 
that may be produced by enlargement of the thyroid gland. It may be the only thing 
complained of by a patient not even aware of the presence of a goitre. The size apparently 
is not so important as the shape and situation, for one reaching to the waist may cause no 
obstruction, and one the size of a cherry, if situated between the sternum and trachea, may 
give rise to intense dyspnoea. If the goitre is unilateral, the trachea is pushed over towards 
the opposite side and flattened; if bilateral, as in the parenchymatous form, it is 
compressed laterally. The dyspnoea may be constant and distressing, or only noticeable 
on exercise or on lying down. Most such patients like to lie high in bed, propped up on 
pillows. An idea as to the amount of pressure on the trachea may sometimes be gained by 
a question on this point. 

Pressure on Nerves.—Unless malignant, a goitre rarely causes much pressure on nerves. 
‘Those that may be involved are: (a) The recurrent laryngeal, resulting in paralysis of a 
voval cord; (b) The cervical sympathetic, shown by contraction of the pupil on the 
affected side and ptosis; (c) The vagus; (d) Rarely the nerves: of the brachial and 
cervical plexuses. If any of these nerves are involved, suspicion must arise as to the 
malignancy of the tumour. 

Pressure on the G'sophagus.—Being placed behind the trachea, the cesophagus generally 
escapes pressure by a goitre, though this is to be remembered as a rare cause of dysphagia. 

Pressure on Veins is common, particularly on the internal, external, and anterior 
jugulars. The pressure is rarely more than sufficient to make them stand out prominently. 

George E.. Gask. 


TINEA, VARIETIES OF.—(See Funcous AFFECTIONS OF THE SKIN, p. 246.) 


TINNITUS is a symptom which occurs in a large proportion of cases of disease of the 
ear, and occasionally when there is no obvious lesion of the auditory mechanism. The 
sounds complained of are. usually subjective, but they may occasionally have an objective 
origin. Tinnitus may be continuous or intermittent. Its intensity and character vary 
greatly in different patients ; to some it is an intolerable annoyance, and occasionally has 
even been the cause of suicide. The character of the sound may give some clue to the 
cause. Thus a pulsatile or rhythmical sound may be produced by the flow of blood 
through the internal carotid artery, which in its course through the carotid canal is separ- 
ated from the tympanum only by a thin plate of bone, which may be deficient. A creaking 
noise may be produced by cerumen, or a foreign body, in the external auditory meatus. 
A bubbling noise may be due to the presence of catarrhal exudation in the middle ear. 
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A cracking or clicking sound may be caused by spasmodic contraction of the dilatator tube 
and salpingopharyngeus muscles which are attached to the Eustachian tube. When the 
character of the sound is described as humming, hissing, roaring, whistling, or musical, it 
is practically always subjective, and due to some irritation of the auditory nerve, rarely 
cerebral or in its course, but usually at its terminations in the labyrinth. In rare cases 
the tinnitus may be associated with an intracranial murmur which can be detected on 
examination of the head with the stethoscope. An audible intracranial murmur associated 
with tinnitus may be due to the following causes : (1) Possibly venous murmurs associated 
with increased intravenous pressure due to excessive pulsation of the brain; (2) A bruit 
de diable in the jugular bulb which may occur in anzmia, plumbism, syphilis, and scrofula ; 
(3) Intracranial aneurysms. The sudden explosive sounds in the insane and others may be 
due to similar causes. 

A distinction must be made between tinnitus and hallucinations of hearing, the latter 
usuaily taking the form of hearing voices, and indicating mental trouble, usually of a serious 
nature. Tinnitus, however caused, is usually influenced markedly by the general health 
and environment of the patient. Thus, sometimes the noises are less marked when the 
patient is in the open air, when his attention is occupied by other matters, or when 
the sense of hearing is occupied by listening to objective noises. Similarly, the trouble 
may be present only at night, but may appear in the day-time if the patient closes the 
external auditory meatus with his finger. Generally speaking, tinnitus becomes less 
marked and more bearable when the general health of the patient is good, and increases 
when the sufferer is out of health or overworked, either mentally or physically. Working 
in close, stuffy rooms, or in proximity to noisy machinery, over-indulgence in alcohol, and 
excessive smoking, have a bad effect ; in women the trouble may be increased during 
pregnancy, menstruation, or the menopause. 

Though tinnitus is very common in diseases of the ear, yet serious lesions of the middle 
ear, internal ear, or auditory nerve, may be present without this symptom. There is no 
constant relation between tinnitus and deafness. The former may be present with perfect 
hearing, but when long continued the hearing nearly always becomes impaired. The 
sounds, too, may persist when the patient has become totally deaf. 

Tinnitus may occur in the following diseases of the ear :— 

1. The presence of cerumen, aural polypt, or a foreign body in the external auditory 
meatus. Removal of the offending body will in this case probably lead to the cessation 
of the tinnitus. 

2. In any inflammatory disease, acute or chronic, suppurative or non-suppurative, of the 
middle ear. In catarrhal inflammation of the middle ear, the noise frequently has the 
character of bursting bubbles, and is due to movements of the viscid exudation in the ear 
itself. In otosclerosis, tinnitus is a very prominent and usually early symptom. It may 
occur before any alteration in hearing is present. 

8 In diseases of the internal ear, tinnitus is especially liable to occur in a severe and 
intractable form. Thus, it is especially likely to be present in Meéniére’s disease, syphilitic 
disease of the internal ear, and in those lesions of the internal ear which may arise in the 
course of typhoid and other specific fevers. Extension of suppuration to the labyrinth from 
the middle ear is also an important cause ; and it may be present, usually associated with 
deafness, after a fracture of the base of the skull. 

Tinnitus has been recorded as resulting from a cerebral tumour involving the roots of 
the auditory nerve, but this is a very unusual condition. 

‘‘Noises in the ears’? may be complained of in a considerable number of general 
diseases, either with or without a lesion of the ear. Thus, they are frequently present in 
anemia, and in diseases such as leukemia or pernicious anemia, in which anzemia is a 
prominent symptom. 

Some cardiac lesion, especially aortic regurgitation, may be found in the pulsatile 
variety of tinnitus. Gout, chronic nephritis, uremia, and arteriosclerosis with high blood- 
pressure, may also be responsible for tinnitus, and it may occur during attacks of migraine. 
Sometimes it has apparently a reflex origin, being associated with neuralgia or digestive 
disturbances, especially in gouty dyspepsia. Malaria may also be a cause, though here 
the trouble is likely to be the result of large doses of quinine. Other drugs likely to cause 
the trouble are salicylates, antipyrine, the excessive use of tobacco, and after anesthetics 
such as chloroform or ether. ; 
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In persons who constantly use the telephone tinnitus may occur, associated with pain 
and some deafness—a condition known as ‘ telephone ear.’ Philip Turner. 


TONGUE, SWELLING OF.—(See SwELLING oF THE TONGUE, p. 698.) 
TONGUE, ULCERATION OF.—(See Unceration oF THE TONGUE, p. 738.) 


TREMOR occurs when the normally continuous contractions of a muscle at work, 
or the normally uniform tone of a muscle at rest, are replaced by a succession of separately 
perceptible muscular twitches. In these circumstances, a movement which is normally 
uniform becomes tremulous; a position that can be maintained steadily under normal 
conditions is now kept unsteadily or shakily. 

The normal muscular contraction is due to the discharge of a rhythmic series of 
nervous impulses from the motor neurons that govern the muscle. It is estimated that, 
in health, from five to fifty such nervous impulses leave the motor nerve-cells and reach 
the contracting muscle-fibres every second, the actual number per second varying in 
different motor neurons, and also in the same neuron according to its temporary condition 
of nutrition or fatigue. It is when the number of nervous impulses received per second 
by the contracting muscle-fibres becomes low, that steady and apparently uniform 
muscular contractions are likely to be replaced by tremors. 

Tremors are of very various periods, amplitudes, and general characters in different 
cases. Their physiology and pathology are not at present fully understood, so that it 
is not yet possible to classify them etiologically.. From a clinical point of view they may 
be classified roughly in accordance with their more obvious physical characteristics— 
their fineness, periodicity, regularity, and the circumstances that favour or inhibit their 
production; but an unbroken series of eraduated tremors can be traced in various 
diseases, passing by imperceptible degrees from the rapid and minute oscillations observed 
in paralysis agitans to the extremely coarse and irregular movements composing the 
intention-tremor of disseminated sclerosis. A similar variety of regular tremors may be 
observed sometimes in a normal person, as the temperature of his body falls from exposure 
to cold, or during the occurrence of a rigor. Hence a rigid clinical classification of tremors 
is impossible. 


CLASSIFICATION. 
Fine Tremor. 
Exposure to cold Senile tremor Tobacco Mercury 
Nervousness, emo- Paralysis agitans Absinthe Lead 
tion ‘| General paralysis of the Morphia 
Muscular fatigue or insane High pyrexia 
weakness Graves’s disease Hysteria 
Convalescence Occupation neurosis Neurasthenia 
Congenital and Chronic intoxications, e.g., by Railway spine 
familial tremor Alcohol Cocaine Uremia. 
Unilateral Fine Tremor. 
Cerebral tumour | Chronic hemiplegia - | Hysteria | Chorea. 
Coarse Tremor. 
Exaggerated degrees | Familial and _ hereditary Chronic hemiplegia. 
of fine tremors | ataxias 
Intention Tremor. 
Disseminated scler- | Hysteria Some cerebral or cerebellar 
Osis | Congenital cerebral diplegia lesions. 


FINE TREMOR. 


Fine tremor consists of regular oscillations of small amplitude due to alternating 
contractions in antagonistic muscles or groups of muscles, repeated from three to 
nine times per second. It is usually most marked in the extremities, but may also—as 
in old age and in paralysis agitans—affect the head and neck. It may occur only when 
some movement is attempted ; or it may continue also when the patient is at rest. Fine 
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tremors cease almost invariably during sleep ; emotion habitually increases them. They 
are not purposive, and should be distinguished from the fibrillar contractions (see Con- 
TRACTIONS, p. 134) of individual muscle-fibres or muscle-bundles, seen in some muscular 
degenerations. 

Fine tremors occurring in consequence of cold, nervousness, excessive emotion, convales- 
cence, and muscular fatigue or weakness, are matters of common daily observation. They 
tend to pass off as the patient’s condition of mind or body improves, and should occasion 
little trouble in diagnosis. 

Congenital and familial fine tremors occur mostly in children or young adults, mainly 
in the hands and arms, face, or tongue. The oscillations are often absent while the patient 
is at rest, but make their appearance whenever movement is attempted, and are increased 
by nervousness or emotion. They can often be suppressed for a time by a strong effort 
of the will, and in many instances they disappear as the patient grows older. They cause 
practically no inconvenience, and are not accompanied by any other abnormalities in 
the neuro-muscular apparatus. Their diagnosis should be made plain by the patient’s 
personal and family histories. 

Senile tremor and paralysis agitans may be considered together. Senile tremor comes 
on with old age in the form of fine regular or irregular oscillations affecting the arms and. 
the head. Both sides of the body are involved, the head early, and the tremor ceases 
during repose and in sleep. The muscles of the affected parts are neither rigid nor weak. 
These senile tremors must be carefully distinguished from the tremors of paralysis agitans, 
or Parkinson’s disease, a progressive and more serious disorder; in this the tremors are 
of several varieties. A fine oscillatory to-and-fro tremor, with from three to six excursions 
per second, affects the extremities and head in some cases. In others, the tremor is coarser, 
rhythmical, slower, and to some extent purposive ; in typical instances it produces the 
alternating movements in the thumb and index finger described as * bread-crumbling ’ 
or ‘ cigarette-rolling. These may be combined with more irregular movements of flexion 
and extension at the wrist, pronation and supination of the forearm. The progressive 
development of these tremors and movements is often characteristic ; beginning in one 
hand, the fine tremor may spread to the other after some months or years, and ultimately 
the lower limbs, the head and neck, the lips and tongue, and even the muscles of the trunk, 
may become involved. As a rule, the movements continue when the patient is sitting, 
or lying at rest; in severe cases they may persist even during sleep. In most instances 
they can be lessened by an effort of the will, and diminish also on passive or voluntary 
movement. If, on the other hand, they increase on voluntary movement, a tolerable 
imitation of an intention tremor may result. They are augmented by emotion or excite- 
ment. In cases of some duration a well-marked coarse shaking of the arms may be a 
noticeable feature ; while contractions alternating in the flexor and extensor muscles of 
the legs may cause the feet to chatter when they are placed on the floor ; the thighs are 
commonly held in adduction. 

Paralysis agitans is characterized by other signs that facilitate its diagnosis, and the 
chief of these are :—(a) Muscular rigidity, causing a fixed, expressionless facial aspect 
(see Facies, p. 236), a monotonous voice, a bent and rigid carriage, and a shuffling, hesita- 
ting gait, with festination, propulsion, and retropulsion. Festination implies that the 
patient in walking from one point to another, starts with slowness and difficulty, but 
accelerates as he goes along, much as if he were running after his own centre of gravity, 
and at the end he may even fall forwards unless there is some object at hand for him to 
catch hold of. Propulsion, retropulsion, and the rarely observed lateropulsion, are terms 
meaning that the patient, sent off with a vigorous push to walk forwards, backwards, or 
sideways, exhibits the same acceleration and proclivity to fall down at the end—for- 
wards, backwards, or sideways. (0) Muscular weakness of the tremulous or rigid parts. 
(c) Paresthesic, such as aching pains about the limbs or body, flushes of heat or cold. The 
sphincters and mental faculties are not affected, while the deep reflexes are usually normal, 
but may be increased. Cases of Parkinson’s disease occur in which tremor is absent ; 
the presence of the other signs mentioned above, however, should suffice for its recognition. 
Bilateral cortical degeneration, with its slowly increasing rigidity and muscular weakness, 
and its set facial expression, may resemble paralysis agitans ; but it is accompanied by 
progressive mental failure, increase of the deep reflexes, sphincter troubles, and the other 
evidences of cortical degeneration 
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The tremor of certain types of general paralysis of the insane is a fine, irregular oscilla- 
tion, often with a twitching character. It first appears in the hands and arms, and may 
spread till it is conspicuous in the tongue, lips, and face, when it is associated with the 
characteristic changes—slowness and blurring—in the speech. For the most part this 
tremor occurs on exertion ; it varies in extent, and may almost disappear during periods 
of general improvement. In the later stages of the disease a coarse universal tremor 
sets in, combined, perhaps, with grinding of the teeth. In these patients the moral and 
intellectual changes, tottering gait, alterations in the tendon- and pupil-reflexes, and. 
other phenomena of general paralysis, will probably not escape attention. 

In Graves’s disease a fine, regular, and rapid tremor, about eight to the second, on 
exertion, is one of the cardinal signs. It affects the hands most, the arms much less, and 
least often the legs ; it is increased by movement or by excitement. In addition, attacks 
of trembling that affect the whole body may occur. It is only in aggravated cases, how- 
ever, that these tremors are so severe as to interfere with the customary employments of 
the hands. The tremors of Graves’s disease are likely to be of comparatively sudden onset, 
and the patient will generally exhibit many of the other prominent signs or symptoms of 
hyperthyroidism, such as thyroid enlargement, exophthalmos and the other ocular— 
phenomena, tachycardia, attacks of palpitation, wasting, sweating, or mental changes, 
so that the diagnosis ought not to be difficult. 

Fine tremors are observed frequently in many of the chronic intowications, particularly 
those due to alcohol, absinthe, lead, mercury, nicotine, carbon disulphide, morphine, 
cocaine, and many other organic compounds that may be taken in excess in rare cases, 
whether intentionally or by accident. Alcoholic tremor is fine, regular, and rapid ; it is 
well shown in the outspread fingers of the extended hand and in the feet. In many cases 
it can be felt by the observer’s hand more readily than it can be perceived by his eye ; 
or it may be rendered more conspicuous by laying a sheet of paper on the backs of the 
outspread pronated fingers and hand. It is absent during rest, and is increased by move- 
ment, excitement, or fatigue. It may also affect the tongue, lips, and facial muscles, 
taking the form of a rapid and rather irregular twitching, increased on exertion. This 
tremor is an early sign of alcoholism, and is often more marked in the morning hours, 
when it is due, perhaps, to fatigue and want of alcoholic stimulation ; it can be controlled 
to some extent by the will. Associated with it is a certain general nervousness and jumpi- 
ness ; in addition, the patient will no doubt exhibit some of the other signs of chronic 
aleoholism—venous stigmata or acne rosacea on the nose and face, restlessness, insomnia, 
gastric disturbances—particularly the morning vomiting of mucus on an empty stomach 
—paresthesia and weakness of the extremities, mental and moral deterioration. If the 
main facts of the case can be made out, tremors due to alcoholism should not be hard to 
diagnose. A history of chronic alcoholism should always be inquired after most carefully, 
both from the patient, who may deny it in toto, and from the patient’s friends, who may 
hasten to admit more than the facts warrant. This is of importance, because mere 
nervousness at the prospect or realization of an interview with a medical man, will often 
bring on a fine but temporary tremor, indistinguishable, for the time being, from the lasting 
fine tremor of the drinker. If such a tremulous, but teetotal, patient has indigestion and 
acne rosacea, and repudiates any veiled suggestion of alcoholism with apparently unneces- 
sary warmth, there is some danger lest these evidences be taken as confirming the erroneous 
diagnosis of alcoholism. 

The tremor of mercurial poisoning, a very rare complaint nowadays, is at first fine, 
but later coarse and even choreiform. It is met with amongst workers in furs, hatmakers, 
and others who use skins that have been cured with mercurial compounds. It begins in 
the face, hands, and arms, and may spread to all parts of the body. At first it is brought 
out only by excitement, or on attempted movement. Later, it may persist even during 
sleep, and speech may be interfered with from involvement of the muscles of the tengue, 
pharynx, and larynx. Other prominent symptoms of mercurialism that should not be 
absent are profuse salivation, stomatitis, anaemia, and cerebral symptoms of various kinds. 
Mercurial tremors may have to be diagnosed from those of paralysis agitans or disseminated 
sclerosis. ; 

In lead poisoning a fine tremor of the affected limb is sometimes met with in cases 
marked by paralysis. The oscillations may also be seen in the tongue and lips, particularly 
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in the rarer instances of chronic plumbism that exhibit cerebral symptoms and simulate 
general paralysis of the insane. The diagnosis of these unusual cases would be difficult 
unless a suspicion of lead-poisoning were aroused, either by a history of exposure to the 
intoxication, or by the occurrence of other signs and symptoms of plumbism (see p. 34) 

In hysteria the clinical picture of any or every disorder of movement or sensation may 
be more or less closely reproduced ; and tremors of every variety may be met with in 
‘hysterical patients. The diagnosis may be extremely difficult until hysteria is suspected, 
when it may be confirmed by the discovery of signs and symptoms that, singly or together, 
are pathognomonic (p. 465). The diagnosis of hysteria should never be made lightly ; 
but only after a careful consideration of the history, signs, and symptoms, and when all 
evidences of organic disease have been looked for and found wanting. Unless a careful 
examination be made, the tremor of intracranial tumour, for example, or of disseminated 
sclerosis, may be wrongly diagnosed as hysterical. 

Unilateral Fine Tremor is but rarely seen. It may be a hysterical manifestation, 
functional, and significant of no underlying lesion of the central nervous system. 
Unilateral tremor may occur in tumour of the frontal region of the brain ; if present, it occurs 
in both arm and leg, and only on the same side of the body as the tumour. The patients 
will often exhibit mental changes, such as inattention, incoherence, loss of memory, 
alterations in character ; sometimes, too, irritative phenomena occur. 

Unilateral fine tremor may develop on either the same or the opposite side of the body 
in tumour of the mid-brain and sub-thalamic region. The general symptoms of cerebral 
tumour will be present, and in addition certain localizing signs may make their appearance. 
The chief of these would be paralysis of the third nerve, loss of sensibility over the area 
supplied by the fifth nerve, eccentric position of the pupil, defective reaction of the pupil 
to light, and weakness of the upward movements of the eyeballs. 

It may be added that fine tremors occasionally occur in the paretic limbs after hemi- 
plegia. The history of the case and the presence of other signs characteristic of hemiplegia 
should make the diagnosis here a comparatively straightforward matter. Fine tremor 
may be seen in chorea, and may be unilateral in such cases. 


COARSE TREMOR. 


Coarse tremors may develop as temporary exaggerations or later developments of 
the fine tremors occurring in several of the morbid states already considered. Thus, 
when the body is thoroughly chilled or fatigued, or when a patient is in a rigor, the initial 
fine tremor will often pass on into a very coarse tremor, as the amplitude of the involuntary 
muscular contractions increases, their rhythm remaining much the same. The fine tremor 
of paralysis agitans or general paralysis may similarly grow into a coarse tremor; coarse 
tremors are not infrequently seen in hysteria. The diagnosis in all these cases must be 
made on the lines already indicated. 

Coarse tremor is met with sometimes in the various forms of familial and hereditary 
ataxia. Thus in Friedreich’s disease (p. 512), in addition to the intention tremor considered 
below, irregular involuntary motions, described as coarse tremors in some eases, as chorei- 
form in others, take place in the arms while the patient is at rest. Irregular nodding or 
tremulous movements of the head and trunk, also occur in advanced cases ; the muscles 
of articulation and of the face may exhibit irregular purposeless contractions or quiverings 
when conversation is attempted. In spino-cerebellar ataxia, irregular choreiform move- 
ments, or constant tremors, large and small, may be seen in the head, trunk, and limbs 
whenever the attempt is made to hold them steady, but unsupported. Similar disturb- 
ances have been recorded in cerebellar ataxia and in the olivo-ponto-cerebellar atrophy of 
Dejerine and Thomas. In all these conditions the ataxia is the prominent symptom, 
the coarse tremor being no more than an occasional epiphenomenon ; the diagnosis 
between them must be sought in special manuals, and also under the heading ATAXy 
(p. 55). 

The coarse tremor of the affected limbs seen in patients with chronic or spastic hemi- 
plegia or diplegia, and in some other cerebral disorders, is a variant of the athetoid or 
choreiform movements that are characteristic of those conditions. They are considered 
under the heading CONTRACTIONS (Paramyoclonus multiplex), p. 137. As has been 
mentioned already, it is practically impossible—were it, indeed, desirable—to draw any 
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hard-and-fast line between the grosser fine tremors and the finer coarse tremors. In 
the same way, coarse tremors merge insensibly into the lesser degrees of athetotic and 


choreiform convulsions. 
INTENTICN TREMOR. 


Intention tremor—known also as action or volitional tremor—has been defined as 
tremor produced, or if not produced at least exaggerated, by voluntary movements. 
These tremors affect the upper extremities, and sometimes the head and trunk also; the 
limb is quiet when not in actual use, but as soon as voluntary movement is attempted, 
irregular and involuntary to-and-fro motions begin in it, and are superadded to the 
intended movement. ‘These to-and-fro motions become more marked, and sometimes 
more rapid the more nearly achievement of the desired movement is reached. The greater 
the amount of precision demanded by the voluntary action, the greater becomes the 
amplitude of these involuntary excursions. Wishing to drink, the patient may lift the 
cup from the table steadily enough; but as the cup approaches his lip, the involuntary 
movements appear and rapidly increase till its contents are jerked wildly in all directions 
as it reaches his mouth. The tremor may spread from the muscles that are being put into 
action, and cause extensive jerky movements of the head and trunk. The pathogeny 
of intention tremor is obscure. Very possibly it 
is due to destruction of the short intersegmental 
nerve-fibres in the substance of the spinal cord. 
The destruction of these fibres would render im- 
possible the accurate mutual adjustment of the 
contractions of antagonistic muscle-groups that is 
essential for the smooth performance of even the 
simplest willed movements. 

Intention tremor is one of the most char- 
Fig. 295.—Movements in intention tremor. acteristic features of disseminated sclerosis. The 
arms are affected most often and most markedly, 
but careful observation will often show that none 
of the voluntary muscles escape. The head may 
oscillate when the patient is holding it up; the 
trunk may exhibit jerky movements when he sits 
or stands; the legs when he stands or walks, 
The dotted lines show the direction of the movement after the disease has made some proses Dis- 

attempted, seminated sclerosis is a protean disorder. Typical 
examples, however, may be recognized by the 
occurrence of intention tremor (Fig. 295), muscular rigidity, mystagmus, pallor of the 
optic discs, and staccato or scanning speech. The deep reflexes are increased ; the gait 
is spastic or ataxic ; Babinski’s sign is present ; subjective sensory signs are far commoner 
than objective ; and control over the sphincters may sometimes be impaired fairly early 
in the disease. In many instances, however, some, or even many, of these characteristics 
are absent; the diagnosis of disseminated sclerosis may then be far from easy, especially 
in its early stages. In hysteria, for example, intention tremor may occur in just the same 
way as a fine or a coarse tremor may ; and other points of correspondence between hysteria 
and disseminated sclerosis may often be found in the age and sex of the patient, in the 
remittent course pursued by either of the disorders, in the frequent occurrence and partial 
recovery of various paralyses and of amblyopia with contraction of the visual fields, and 
in exaggeration of the deep reflexes. But distinct differences between the two are, fortu- 
nately, not wanting. In hysteria, the objective sensory signs are well marked, the optic 
dises are not affected, nystagmus is absent, Babinski’s sign probably never occurs, and 
control over the sphincters is not lost. Attention to these points should suffice to clear 
up the diagnosis between hysteria and disseminated sclerosis ; but in the earliest stages 
of the latter it may be necessary to keep the patient under observation for some little time 
before a definite opinion can be pronounced. Intention tremor has also been described 
as an exceptional feature in patients suffering from neurasthenia. 

An intention tremor is not very rare in the familial and hereditary ataxias, especially 

Friedreich’s disease and cerebellar ataxy ; but the disturbance of movement in these 
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disorders is characteristically an ATAXxy (p. 65). It. also occurs in some cases of congenital 
or acquired cerebral diplegia of backward or mentally defective children, occasionally appear- 
ing as a familial disease, and characterized by bilateral spastic paralysis affecting the limbs, 
or limbs and body. It is athetosis that is characteristic of these cases ; but disordered 
movements of all sorts occur in them. In addition, the sphincters are commonly affected, 
the deep reflexes are increased, optic atrophy or inequality of the pupils are frequent ; 
and if the patient is able to get about, a spastic or ‘ scissor’ cross-legged gait is to be seen. 
Congenital cerebral diplegia in which the spastic weakness is most marked in the legs is 
described as Little’s disease. The intention tremor occurring in birth palsy or in infantile 
hemiplegia has, unfortunately enough, been described under tne name chorea spastica. 

Intention tremor has also been recorded in a few instances of lesion of the superior 
cerebellar peduncle, corpora quadrigemina, or optic thalamus, particularly when the 
tegmentum, red nucleus, and rubro-spinal tract are involved. It may be noted in patients 
with extra-cerebellar tumours growing in connection with the eighth nerve, and occupying 
the posterior fossa of the skull between the pons and cerebellum. It is seen in a certain 
proportion of the cases of cerebellar atrophy, whether the degeneration is primary paren- 
chymatous, progressive and due to interstitial and vascular lesions, or acute and following 
some acute specific fever. Intention tremor is also present in some patients with olivo- 
ponto-cerebellar atrophy. The diagnosis of these rare instances will naturally depend upon 
the development of other general and localizing signs of intracranial disease. 

A, J. Jex-Blake. 

TRISMUS, or lockjaw, signifies a maintained closure of the jaws by tonic muscular 
spasm, so that the mouth cannot be opened. It is seen best in tetanus. The term does 
not include mechanical inability to open the jaws owing to such affections as mumps, 
alveolar abscess with surrounding inflammatory cedema, angina ludovici, quinsy or severe 
tonsillitis, an odontoma, epithelioma of the mouth, myositis ossificans, and so forth ; but 
there are at least two mechanical conditions that may not at first sight be obvious, but 
which may lock the jaws together and simulate true trismus—impaction of a wisdom tooth, 
and arthritic changes in the temporo-mawillary joint. These will be diagnosed as the result 
of a careful local examination of the teeth and of the joint respectively, and in the latter 
case there may be osteo-arthritic changes in other joints also. 

Circumstantial evidence will generally serve to distinguish trismus due to hysteria 
or to facial neuralgia ; and if there is any doubt at first, this will disappear if the patient 
can be watched for a while. If there are convulsive seizures in a hysterical patient with 
trismus, they can generally be distinguished from those due to tetanus or to strychnine 
poisoning by their polymorphous character, and by the fact that touching the patient, 
and other similar stimulation, does not bring them on so certainly as would be the case 
with strychnine or tetanus. ; 

The rigidity of the face muscles in certain cases of tuberculous or posterior basal or 
cerebrospinal meningitis never occurs by itself, and is a minor symptom amongst others 
that point to the correct diagnosis. The same applies to epilepsy and to uremia. 

Malingering may sometimes take the form of lockjaw, and it may be a little while 
before the fraud can be detected ; sleep is sure to come in time, and as the result of fatigue 
the malingerer’s muscles relax completely. 

Catalepsy may include trismus amongst its varieties of maintained muscular con- 
tractions ; the general mental symptoms will assist the diagnosis, and as a rule there are 
no convulsive seizures. 

Trichinosis is very rare nowadays, but if infected pork is eaten raw, or insufficiently 
cooked, the larve of the parasites find their way to many different muscles, and they show 
some predilection for those of the tongue, mouth, and jaws. The resultant irritation, pain, 
and stiffness cause trismus, whose nature may be difficult to determine unless the history 
points to pork as the origin. The patient is very ill in the earlier stages, with high fever, 
and the condition is often fatal. There may be an epidemic of the malady. The blood 
exhibits eosinophilia. The final criterion of the diagnosis is the discovery of the typical 
parasites coiled up in their little oval cysts amongst the affected muscle fibres. In a 
certain proportion of acute cases the embryos can be detected in films prepared from the 
centrifugalized deposit from 5 c.c. of the patient's blood after the red corpuscles have been 
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Hydrophobia and tetany seldom exhibit trismus as a prominent symptom. The 
former, though it is almost unknown in Great Britain now, would suggest itself if any 
convulsive illness developed after a definite bite by a dog, wolf, or other similar animal, 
particularly if the spasmodic muscular difficulty was markedly increased by efforts at 
swallowing. The symptoms may not develop for weeks or months after the bite, so that 
the patient may fall ill when he has come home after being bitten abroad. Tetany, also 
rare, is at once distinguished by its typical carpo-pedal contractions (Fig. 1, p. 3). 

Strychnine poisoning gives rise to generalized twitchings and convulsions long before 
trismus, the lateness of the development of the latter serving to distinguish it from tetanus. 
There may be evidence of strychnine having been taken or administered, either by the 
mouth or hypodermically ; the symptoms develop very acutely, and are apt to be rapidly 
fatal. 

Tetanus is the cause par excellence of trismus; the diagnosis is often obvious if the 
illness develops steadily in an otherwise healthy person or new-born infant, starting with 
stiffness of the neck muscles, spreading to those of the face and jaw, and thence to the rest 
of the trunk and limbs, with a tendency to extremely painful exacerbations on the slightest 
stimulation, even by a stroke with a feather or the banging of a door; risus sardonicus ; 
opisthotonos; no complete relaxation of the stiffening muscles unless chloroform is given ; 
a duration of days rather than hours, and a termination in death more often than in 
recovery ; especially if all these things follow a few days, or a week or more, after infection 
of the umbilical cord or a small penetrating wound with a rusty nail, or a piece of stick 
or other similar body that may have been contaminated with tetanus bacilli from the soil. 
It may be possible to demonstrate the drum-stick bacilli in films prepared from the 
deeper parts of the wound (see Plate XXVIII, Fig. T, p. 614). The chief difficulty arises 
when there is no clear history, or when the wound has been so small that it has healed 
or cannot be found. Even then, most cases are so typical that they can be diagnosed as 
tetanus without much difficulty. Unnecessary anxiety arises chiefly in cases of impacted 
wisdom teeth, or of hysteria, where tetanus may be suspected at first ; the subsequent 
course of the malady soon serves to exclude this. Herbert French. 


TUMOURS.—(See Sweuine, pp. 655 to 702.) 


TUMOURS OF THE SKIN.—The malignant tumours which affect the skin include 
carcinoma, epithelioma, Paget’s disease, sarcoma, mycosis fungoides, and xerodermia 
pigmentosum. 

As a rule, cancer en cuirasse and nodular (lenticular) cancer are secondary to cancer 
of the breast or other parts, and their diagnosis is self-evident. In melanotic carcinoma 
the tumours differ greatly in size, and also in colour, varying from a slate tint to bluish- 
black ; they appear more frequently on the genitalia and the extremities than elsewhere. 
The only condition from which melanotie cancer requires to be distinguished is pigmented 
sarcoma, and for this histological examination is necessary. 

Paget's disease, occurring chiefly in women after the age of forty, begins as a reddening 
of a patch of skin, usually on or around the nipple, followed by branny desquamation. 
Infiltration soon produces a bright-red, granular, indurated surface, with a sticky, yellowish 
discharge, which by forming crusts may obscure the nature of the lesions, save at the 
border, which continues to be characteristic—sharply defined, indurated, and sometimes 
distinctly raised. After a period, which is usually about two years, but may be much 
longer, deep-seated parts may become affected, this extension of the disease showing itself 
on the breast by retraction and induration of the nipple and the formation of a tumour 
in the substance of the gland. In the early stage Paget’s disease has to be distinguished 
from chronic eczema, which it resembles closely. Its differentiating features are the bright- 
red, granular surface exposed after removal of the crusts, the induration at the well-defined 
edge, the intractability, the age of the patient, and (later) the retraction of the nipple. 
The diagnosis may be made certain by microscopic examination of scrapings in iodized 
serum or liquor potassz, when the bright, oval, nucleated bodies styled psorosperms will 
be seen, some still contained within the host-cells, others surrounded by distinct capsules. 

Epithelioma begins usually as a single growth, superficial, deep-seated, or papillary, 
but all the forms alike are marked by peripheral extension, infiltration and destruction 
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of neighbouring parts, central ulceration, and (except in rodent ulcer, for which see 
ULCERATION OF Facer, p. 735) a tendency to the formation of secondary growths in 
lymphatic glands, in viscera and elsewhere. Epitheliomata have a predilection for the 
natural orifices. for such moist parts as the glans penis, for exposed regions, and parts 
exposed to friction and trivial injuries. A wart, a mole, an ulcer, lupus vulgaris lesions, 
or an a-ray cicatrix, may be the starting-point. If the tumour begins in the skin, it 
appears first as a papule ; if in a gland, as a nodule. In the former, the more frequent 
case, the papule becomes firmer and extends laterally ; infiltration is evidenced by the 
hard, raised, pearly border. Ulceration occurs in the centre of the growth while extension 
is proceeding in the depths and at the sides. If the necrotic process involves the vascular 
tissue, there is more or less haemorrhage. If the lateral extension predominates, the 
discoid type of epithelioma, as in sweep’s cancer of the scrotum, is the result ; the surface 
is raised, with a steep border, and is bright-red, with a firm, granular surface. If the 
eranulations are of large size, the growth is of the papillary type. The chief diagnostic 
features of epithelioma are: the origin as, usually, a single growth, the site, the starting- 
point, the slight discharge, the characteristic border, the secondary growths in glands 
and elsewhere. From a wart or a mole, epithelioma can be distinguished conclusively 
only by microscopical examination or by long-continued observation, and should signs 
of ulceration or crustation appear in such growths, epithelioma should be suspected. The 
so-called tubercular ulcerating syphilides are, as a rule, multiple, and not rounded, but 
rather segmental. (For the diagnosis of epithelioma from lupus vulgaris, see under 
NopDuLEs, p. 402). 

Sarcoma of the skin is most frequently secondary to growths commencing in the 
lymphatic glands or the deeper structures. Sarcomata vary considerably in colour, from 
reddish to brown or bluish-black, and also in consistence ; those of the spindle-celled type 
are fairly firm, the small-celled ones soft, with all intervening grades of density. They 
may appear in any part of the body, but are often found on moles, warts, and ulcers. The 
diagnosis usually depends upon histological examination, and it must suffice to say that 
a tumour which arises in previously healthy skin, or in a mole or wart, or at the site of an 
injury, which is soft and reddish from the vascularity that is a marked feature of this kind 
of tumour, or bluish from pigment, and which, after a period of slow growth, enlarges 
rapidly, projects above the surface, and readily ulcerates and bleeds, is probably a sarcoma. 

In the early stage of mycosis fungoides the lesions are dull-red or livid patches, some- 
times slightly tinged with yellow, varying in size from the area of a finger-nail to that of 
the palm of the hand, with border sometimes well marked, sometimes fading off, most 
frequently raised or thickened, but occasionally flat. At first the patches are smooth and 
dry, afterwards they become scaly, and later still they may be moist or covered with 
crusts. Presently the surface becomes infiltrated, and tumours as small as a pea or as 
large as an apple, firm and lobulated, broader at the free than at the attached end, and 
somewhat resembling tomatoes, project above the level of the skin (‘ fungoides’). As 
a rule, progressive thickening occurs, leading on to fungation. The lymphatic glands 
may be enlarged throughout the body. In the premycotic or eczematous stage—which 
is sometimes absent—the diagnosis may hesitate between mycosis fungoides and an 
eczematous or urticario-eczematous condition, and in some cases it may be impossible 
at this stage to distinguish definitely between the two; but in mycosis fungoides the 
lesions will make little response to therapeutic measures, the red of the patches may be 
slightly tinged with yellow, and they are more persistent than those of eczema. The only 
malignant condition which mycosis fungoides in the mycotic stage at all resembles is 
sarcoma, but there is seldom any difficulty in distinguishing between the two. 

The initial lesions of weroderma pigmentosum (Kaposi’s disease) are small spots 
resembling freckles, but rather darker, which appear chiefly on the face, neck, arms and 
legs, and generally begin within the first two years of life. Usually they disappear in 
winter and return in summer; but after a time they become permanent, and often quite 
black. At first the condition suggests nothing but excessive freckling, but presently amid 
the ‘ freckles’ appear white, glazed, atrophic spots, telangiectases, and superficial ulcers 
discharging pus which dries into yellow crusts. After some years, small, warty-looking 
growths develop on the ‘freckles.’ Tumours now form and ulcerate, producing fungous 
masses, and the process extends both widely and deeply, and destroys every tissue it 


732 TUMOURS IN THE SKIN 


encounters, not excepting bone. It is only in the earliest stage that there can be any 
difficulty in recognizing this very distinctive disease. In that stage it may be mistaken, 
as is suggested above, for simple lentigo, from which there may be nothing but the more 
extensive distribution to distinguish it. With the appearance of the later lesions lentigo 
will be dismissed from consideration, and it should be not less easy to rule out sclerodermia. 

The benign tumours of which the diagnosis may be, in very different degrees, open 
to doubt, are sebaceous and dermoid cysts, fibroma molluscum, von Recklinghausen’s 
disease, neurofibromata, myoma cutis, myxoma, the xanthomas, rhinoscleroma, molluscum 
contagiosum, colloid milium, benign adenoides cysticum, and keratosis follicularis. 

Sebaceous cysts, seen most frequently on the scalp, the face, and the back, rounded, 
often somewhat flattened on the top, and sometimes as large as an orange, are distinguished 
from fatty tumours by the absence of lobulation and the fact that the sebaceous contents 
can be squeezed out when there is an opening ; in Dercum’s disease (p. 410) the deposits of 
subcutaneous fat may be less well defined, but the diagnosis is generally obvious from the 
alcoholic history: Dermoid cysts may resemble fibromata, but if they are incised a 
sebaceous-looking material escapes. Fibroma molluscum, a pear-shaped or rounded fibrous 
tumour, usually covered by smooth skin and pedunculated, varying in size from a pin’s 
head to an orange, and nearly always multiple (Fig. 291, p. 711), differs from a sebaceous 
cyst by its solid structure, and from a fatty tumour by its usual pedunculation and the 
absence of lobulation. Von Recklinghausen’s disease, of which the lesions consist of 
nodular tumours,’ on and around which there is coffee-coloured pigmentation, is 
differentiated from ordinary fibroma in that the tumours are composed of fibrous and 
nervous, and not simply of fibrous, tissue. There is also a perceptible thickening of the 
nerves of the arms. Neuro-fibromata, which have their origin in the tendon-sheaths or 
the sheaths of the nerve fibres, and range in size from a pin’s head to very large dimensions, 
are sometimes mistaken for rheumatic nodules, but instead of specially affecting the region 
of the elbows and the scalp, they occur on the trunk and extremities generally, nor is there 
(except from coincidence) a history of rheumatism. 

Superficial myoma cutis occurs in the form of nodular tumours on the arms, back, 
chest, and cheek ; the deeper kind, originating in the subcutaneous muscular structures, 
occurs as a solitary tumour, commonly on the breasts and genitals. The former growths 
are soft and elastic, and, like the latter, are often painful. The distinctive clinical feature 
of myoma cutis generally is that it contracts under the influence of cold. This, with the 
pain, the absence of any tendency to ulceration, and the aspect and slow course of the 
growth or growths, should enable the affection to be identified. 

Myxoma, when it arises in the skin—most frequently in the loose skin of the scrotum 
and labia—usually forms rounded, pedunculated, translucent tumours which tend to 
enlarge slowly. They have to be distinguished from molluscum contagiosum. This begins 
by the formation of small growths that have been likened to tiny mother-of-pearl shirt- 
buttons. They are usually flattened at the top, where as a rule there is a depression in 
which can be seen a small aperture leading into the interior of the tumour. Through this 
orifice a whitish material, or sometimes a milky fluid, can be squeezed out. When they 
are very small the tumours resemble the vesicles of varicella, but a microscopic examination 
of the contents will obviate the confusion. A small molluscum body on the genitals may 
resemble a hard chancre, but similar growths will be found elsewhere. 

Xanthoma planum, often associated with jaundice and migraine, and characterized 
by the formation of yellow or yellowish-white plaques (rarely nodules), usually in the upper 
eyelid and sometimes affecting also the lower lid, is easy of recognition, the appearance 
of the yellow patches embedded in the corium, and almost imperceptible to the touch, 
being absolutely distinctive. Xanthoma multiplex, however, is not identified quite so 
easily. Here the lesions are nearly always nodular, and often observe a linear grouping, 
and the colour varies, a blackish or reddish pigment being mixed sometimes with the 
yellow. Usually the nodules occur in connection with hepatic disease. The condition 
has been confounded with urticaria pigmentosa, but there is no itching, there are no wheals, 
and it is impossible to produce factitious lesions. The tumours may be indistinguishable 
from multiple dermoids of the skin until microscopic examination is made. Xanthomd 
diabeticorum differs from other forms of xanthoma, inter alia, in the presence of a raised 
red area around the yellow spots. This feature has led, in the early stages of the affection, 
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to confusion with acne, but if the lesions are punctured they will prove to be solid. In 
the same stage the lesions may simulate those of lichen planus, but the resemblance soon 
disappears. 

Rhinoscleroma begins, usually before the age of forty, in and around the nostrils as 
nodules in the cutis, and in the deeper layers of the mucous membrane. These coalesce 
to form a hard, smooth, glistening growth which spreads inwards from the lip and 
downwards to the pharynx from the posterior nares. The growth does not break down 
spontaneously, but is generally slowly progressive. It is not likely to be mistaken for 
anything but epithelioma, which is prone to ulcerate, generally has infiltrated edges, seldom 
attacks the upper lip, and usually begins later in life. In rhinophyma, pustules are often 
present, the growth is soft, and there is vascular dilatation. 

In colloid milium, small, yellow, cyst-like formations containing a gelatinous substance 
appear in the skin, chiefly on the upper part of the face. They may become depressed 
in the centre and be absorbed slowly, or may inflame and dry up. The only condition 
from which colloid milium needs to be distinguished is epithelioma adenoides cysticum, in 
which the tumours, shining and translucent, contain one or more white, brightly refracting, 
milium-like bodies. The face is the part attacked most frequently, but the growths may 
appear on almost any part of the body. They are not yellow, like the growths in colloid 
milium, nor are they soft. 

Keratosis follicularis begins as small brown or yellow crusts, hard and dry, which, 
when detached from the underlying tissue, are found to present on their under surface 
a softish prolongation which dips into a follicle. At first discrete, the lesions may become 
confluent, and there is thickening of the affected parts until nodular masses are formed, 
from which oozes an offensive discharge. The affection is slowly progressive. At the 
outset the condition may be mistaken for keratosis pilaris, but it is not confined to the 
situations affected by that disease. The prolongation into a follicle gives it some 
resemblance to molluscum contagiosum, but it has a less limited distribution, nor have 
the growths the pearly appearance of the molluscum bodies, while the aperture in the 
individual lesions is larger. Malcolm Morris. 


TYMPANITES.—(See METEorIsM, p. 388). 


ULCERATION OF THE CORNEA.—The course of all corneal ulcers conforms to a 
general type, though the clinical varieties may vary. The process begins with an infiltra- 
tion in the substance of the cornea, either central or peripheral ; the result of this infiltra- 
tion is a local loss of transparency, though in early stages the surface of the cornea may still 
retain its polish. The infiltration proceeds to suppuration, which is followed by a loss of 
substance, the corneal surface being dull and irregular, and, in the centre of the ulcer, 
depressed below the surrounding level. The base of the ulcer is grey or yellowish, and the 
surrounding portion of the cornea may be opaque with more or less grey infiltration. 

The suppuration is followed, in cases which have a favourable termination, by vascular- 
ization, superficial vessels from the surrounding conjunctiva encroaching on the cornea and 
invading the suppurating area. The vascularization is followed by cicatrization, the sur- 
face of the cornea again becoming polished but flattened and opaque. The opacities result- 
ing from corneal ulcers are localized, well defined and opaque, in contrast to the diffuse 
indefinite haze which follows such non-suppurative forms of inflammation as interstitial 
keratitis. Corneal ulcers may not heal, but occasionally lead to perforation of the cornea, 
prolapse and adhesion of the iris, anterior polar cataract, or panophthalmitis. Iritis, irido- 
cyclitis, and pus in the anterior chamber (hypopyon) may also be associated conditions. 
The usual subjective symptoms are pain, photophobia, and lachrymation. The presence 
of corneal ulcers is demonstrated most satisfactorily by the instillation of a drop or two of 
fluorescin, which stains necrotic corneal epithelium or exposed corneal substance, green. 
The brightly-stained ulcer shows up in marked contrast to the surrounding clear cornea. 

Corneal ulcers may occur in the following clinical varieties :-— 

Catarrhal, or simple infective ulcers. These usually occur as minute grey infiltrated 
spots in the centre or peripbery of the cornea. They heal very rapidly asarule. They may 
follow injury to the corneai epithelium by foreign bodies, or may be associated with acute 
conjunctivitis or rhinitis. 
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Phlyctenular ulcers are associated with phlyctenular conjunctivitis, the ulcer forming 
after the epithelium on the top of a phlyctenule has been rubbed off. They are usually 
marginal, but may occasionally make their way on to the cornea, a leash of conjunctival 
blood-vessels trailing after them. Similar ulcers may be associated with acne rosacea. 

Hypopyon ulcer, or uleus serpens. This is a shallow ulcer affecting chiefly the super- 
ficial layers of the cornea in or about its centre. The middle layers of the cornea are com- 
paratively unaffected, but at the posterior surface the infiltration again becomes dense, 
with much fibrin and débris, associated with the formation of more or less pus in the anterior 
chamber. The ulcers often perforate ; they are usually due to infection with the pneumo- 
coccus (Plate XII, p. 282). The pus in the anterior chamber is always sterile, unless there 
is perforation of Descemet’s membrane. These ulcers do not react to ordinary methods 
of treatment as a rule, but require cauterization, either by pure carbolic acid or the 
galvano-cautery. The hypopyon then disappears rapidly. 

Mooren’s ulcer, or rodent ulcer of the cornea, is a chronic serpiginous ulcer, usually 
affecting the eyes of elderly people. It begins at the margin of the cornea and spreads 
slowly over the whole surface, the advancing edge being much undermined. ~ The ulcer is 
always shallow, and perforation never occurs; the ulcer may heal in places, but this is 
seldom permanent, and the ulceration usually spreads over the whole surface of the cornea 
whatever method of treatment may be employed to arrest its progress, though recently 
radium has been used with some success. No specific organism has yet been discovered. 

A dendritic ulcer is characterized by its peculiar shape—a long central stem with small 
linear ramifications. It is not really an ulcer, but an infiltration under the corneal epithe- 
lium, which in the later stages may become necrotic and break down. It is best treated 
by rubbing off the affected corneal epithelium with a pointed stick dipped in absolute alcohol. 

Corneal ulcers may occur in association with pannus in trachoma, their usual site being 
at the margin of the vascular area. Occasionally they penetrate more deeply into the corneal 
substance. 

Corneal ulcers frequently follow gonorrhaal and diphtheritic conjunctivitis. They 
spread rapidly, and often lead to perforation of the cornea and panophthalmitis. The 
diagnosis depends on bacteriological methods and the discovery of the causative micro- 
organisms. 

Keratomalacia, a disease of childhood, is associated with night blindness and xerosis 
or dryness of the conjunctiva. Characteristic foamy white patches are seen on both sides 
of the cornea (Plate XII, p. 232). The cornea becomes dull, grey, and cloudy, and 
ultimately disintegrates from purulent infiltration, associated with very slight signs of 
ocular inflammation. The ocular condition is associated with marasmus and malnutrition. 
The prognosis, both as to eye and vision, is bad. 

Keratitis e lagophthalmo is associated with paralysis of the seventh nerve. Owing to 
the failure of the orbicularis palpebrarum the eye cannot be closed, and does not remain 
closed during sleep. The lower part of the cornea is exposed, becomes dry, and the corneal 
epithelium dies, with consequent ulceration of the cornea. ‘The condition can be cured by 
diminishing the palpebral aperture by sewing the eyelids partially or completely together. 

Similar exposure of the cornea and consequent ulceration is seen occasionally in cases 
of EXOPHTHALMOS (p. 229), for instance in severe Graves’s disease. 

Keratitis neuroparalytica. In paralysis of the fifth nerve, or as a result of excision of 
the Gasserian ganglion, the cornea becomes dull and cloudy and necroses in the centre, 
only the periphery remaining clear. A hypopyon forms, and in some cases the whole eye is 
destroyed, though occasionally the keratitis may lead only to a permanent opacity. The 
condition is due to arrest of lachrymal secretion and absence of corneal sensation, which is 
followed by abolition of the winking reflex. Foreign bodies lodge on the cornea and are 
not removed. The prognosis is bad, and is little affected by treatment. 

Corneal ulcers may be associated with herpes frontalis, vesicles forming on the cornea 
simultaneously with the vesicles on the skin, especially along the course of the supra-orbital 
nerve. The ulceration is often severe and may lead to perforation and destruction of the 
eye, and is in any case followed by considerable corneal opacity. The cornea is usually 
insensitive, and the intra-ocular tension may be raised. 

Tuberculous ulceration is not common fortunately, but it should be borne in mind as a 
possibility in chronic or resistant cases. The diagnosis depends on the history, the presence 
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of tuberculous glands or other similar lesions, positive reaction to the various tuberculin 
tests, and, most conclusively of all, upon the detection of tubercle bacilli in the discharge 
from the ulcer itself. Herbert L. Eason. 


ULCERATION OF THE FACE.—The ulcers most often met with on the face are 
Jupous, scrofulous, syphilitic, or malignant. In lupus vulgaris, the ulceration is extremely 
chronic. The lesion begins as a papule, develops into a nodule, and after a while, in the 
majority of cases, the lupous tissue breaks down and forms a granular sore covered with 
greenish-black crusts; but around the ragged edge will still be seen the characteristic 
‘ apple-jelly ? nodules in different stages of development. The ulceration may extend 
through the whole thickness of the skin and may become the seat of warty vegetations. 
In the nose, where the integument is thin, it may cause necrosis of cartilage. The course 
the pathological process runs, from the papule onwards, as here described, and the frequent 
presence of the different lesions simultaneously, shed sufficient light on the character of 
the ulceration. I need only say further that the ulcer of lupus, however deeply it may 
extend, never erodes bone. This alone is sufficient to differentiate lupus from the ulcers 
of syphilis and cancer. It nearly always begins before the age of twenty. 

In the ulcers of scrofula, though they have no absolutely distinctive characters, it 
will often be noticed that the edge is undermined and the surrounding skin blue and of 
low vitality. Their occurrence in children of strumous aspect, or in elderly persons who 
bear the stigmata of scrofulous lesions dating from childhood, and their tendency to become 
chronic owing to the feeble resistance offered by the tissues to morbid processes, leave no 
room for doubt as to their true nature. 

It is in the late secondary and the tertiary stages of syphilis that cutaneous lesions 
on the face, as elsewhere, are prone to ulceration, instead of to the resolution to which 
typical secondary syphilides tend. The whole structure of the skin, or mucous membrane, 
is frequently involved, the ulceration is deep, and the ulcers, while healing in the centre, 
are prone to extend at the margins, and so assume the characteristic circinate or serpiginous 
form. The appearance of the ulcers, with the history, and the marks of earlier syphilitic 
lesions, will supply all the guidance the diagnostician needs ; Wassermann’s serum test 
and the effects of mercury and iodide of potassium or salvarsan may serve to clinch the 
diagnosis. 

As a rule rodent ulcer occurs in persons of more than middle age, and its favourite 
points of attack are the outer edge of the orbit and the side of the nose. It begins as a 
small, circumscribed nodule, dull brownish-red in colour, flat, depressed in the centre, 
and firm to the touch. After, it may be, years, the cuticle covering it is broken, and an 
ulcer is formed with depressed granular centre and infiltrated border. Very slowly this 
extends, both in circumference and in depth, infiltrating and destroying the subjacent 
tissues, including bone. Usually the destruction of the underlying parts is more marked 
in the centre, so that the ulcer becomes crateriform. Its invariable features—the incon- 
siderable suffering it inflicts, the singular slowness of its progress, its depressed centre, 
and the firm, raised, rolled edge, its failure to affect neighbouring glands, and its 
incurability except by extirpation or by physiotherapy—are so characteristic as to leave 
little scope for diagnosis. Epitheliomatous in structure, it differs from epithelioma in 
that the latter growth has a very hard and everted edge, and a foul base roughened with 
granulation, is often attended by severe pain, is much more rapid in its course, and infects 
the glands in its vicinity. It differs from lupus vulgaris in its mode of onset, in the absence 
of the ‘ apple-jelly ’ nodules, and in not being a disease that starts in childhood. It may 
be diagnosed from tertiary syphilitic ulcers by the characters described above, and also 
by its usually solitary character and its resistance to treatment. Malcolm Morris. 


ULCERATION OF THE FOOT.—The ulcer which attacks the foot specially, though 
not exclusively, for the hand may be affected in the same way, is that known as perforating 
ulcer (Fig. 297). The exciting cause is pressure upon or injury to a foot in which there 
is interference with the nerve supply, either from peripheral lesion, as in peripheral neuritis, 
or from damage to the nerve-trunk, as in leprosy, syphilis, or diabetes mellitus, or to the 
nerve-centre, as in tabes dorsalis and general paralysis. The commonest situation of the 
ulcer is at the point of greatest pressure—the under aspect of the metatarso-phalangeal 
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joint of the big or little toe. The ulcer, which is more a sinus than a true ulcer, usually 
painless, may be simple or multiple, and both feet may be affected. It often begins by 
suppuration under a corn. When the horny covering is cast off, a track is seen which 
extends downwards until the bone is exposed. The process is usually very slow, and if 
the pressure from walking is continued the thickened epidermis forms a kind of corn-shield 
around the opening. The more essential symptoms of the disorder of which perforating | 
ulcer is but an incidental manifestation will disclose the true nature of the lesion. The 
only malady with which it can be confused is a suppurating corn. From this it is distin- 
euished by the absence or small degree of pain, and by its irresponsiveness to the simple 
surgical treatment to which a suppurating corn yields readily. 

Ulceration of the foot is also apt to arise as the result of rubbing, irritation, or other 
_ injury to parts whose nutrition is impaired, for 
example in cases of talipes from nerve disorders, 
or when sensation is impaired, as in cases of 

syringomyelia (p. 608), or paraplegia (p. 510). 
Mycetoma is a fungous disease that is known 
alternatively as Madura foot, because, endemic in 
Madura and other parts of India, it usually affects 
the foot or the leg, though sometimes the hand, 
and in rare cases the shoulders or the scrotum. 
The affection appears in several forms, according 
as they are due to different species of discomyces 
and aspergillus. The lesions may be _ black 
(‘melanoid ’) or pink (‘ ochroid’). The disease ~ 
begins with slight swelling and redness or local 
induration, and as it progresses the foot swells and 
the surface becomes dotted with small nodules, 
each containing the opening of a sinus which 
discharges a viscid, syrupy, slightly purulent, 
sometimes blood-streaked fluid, in which are 
suspended rounded greyish, yellowish, or black 
granules. As the foot enlarges, the leg, from 
disuse, atrophies. The only condition from which 
mycetoma needs to be discriminated is actino- 
mycosis. This affection usually begins in the bone 
or other deep structures of the jaw, face, or neck, 
may thence spread to the surface, and may involve 
the viscera. In the discharge the ray fungus 
Fig. 297.—Perforating ulcer of foot ; from a case may be found in the form of tiny, friable, yellowish 

of tabes dorsalis. ; : : : 

or greyish bodies, though microscopical methods 
and the discovery of the characteristic ray fungi 
(Plate XXVIII, Fig. S, p. 614) will generally be required before the nature of the case can 
be confirmed. Malcolm Morris 


ULCERATION OF THE LEG may be classified under three headings :—{1) Non- 
infective Ulcers —These include those that are not due to any specific infection, but which 
are caused by various factors which interfere with the vitality of the part by injury, lack of 
circulation, or innervation of the tissue. (2) Infective Ulcers resulting from the direct 
action of a definite specific infection, e.g., tuberculosis or syphilis. (8) Ulcerating 
Tumours.—These are malignant tumours, which have originated in or invaded the skin. 

Non-infective Ulcers.—Varieties and Causes. 

Varicose Ulcer.—The presence of varicosity in the veins of the leg diminishes the free 
return of blood, and so leads to congestion and interference with nutrition, and thus to 
ulceration. In the majority of cases the ulcer is situated on the inner side of the leg about 
three inches above the ankle. It may be small, or may encircle the limb. For some 
distance round the ulcer the skin suffers from the effects of passive congestion ; it becomes 
indurated and of a purplish-brown colour, and numerous small] varicose veins may be seen 
in it. Any slight injury may cause abrasion of this weakened skin and thus another ulcer. 
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The presence of varicose veins associated with an ulcer will usually lead to the conclusion 
that the latter is dependent on the former, and that view will probably be correct, but it 
may not be the whole truth, for syphilitic and varicose ulcerations may be present at the 
same time. Before the introduction of Wassermann’s test for syphilis it was common 
practice to give antisyphilitic remedies in order to clear up the diagnosis, and this may 
still be done when the serum test cannot be carried out. 

Lymphatic Obstruction also leads to loss of nutrition, and ulceration may result. The 
best instance is seen in elephantiasis due to Filaria sanguinis hominis. In this country 
elephantiasis is rare. Other instances that may be cited are swellings of the leg following 
a badly united fracture ; the cicatricial contractions of extensive burns ; phlegmasia alba 
dolens, or white leg, during pregnancy or after labour. 

Atheroma of the Arteries leads to a feeble or imperfect circulation of the blood, and so 
to loss of nutrition. Ulcerative conditions of the lower part of the leg are therefore common 
in such cases, and even gangrene may result. 

Old Age.—Owing to a weaker condition of the tissues, ulcers are much more frequent 
in old people than in the young. 

Cold.—A similar condition is brought about by exposure to cold, especially in persons 
whose nutrition is imperfect, whether from bad or insufficient food. The first effect of 
cold is to produce a chilblain ; this if rubbed or irritated may degenerate into an ulcer. 

Trauma.—In a normal individual, any lesion of the skin of the leg, such as that caused 
by a kick, a scratch, or a cut, will heal quickly, and no ulcer result. Circumstances may 
arise which interfere with the healing process. Perhaps the most frequent cause which 
leads to the formation of an ulcer is infection with pyogenic organisms, and the prevention 
of the discharge from the wound. Occasionally there 
is also accidental contamination of the wound with 
some specific organism, such as that of diphtheria or 
phagedena. 

An important cause cf want of healing of an ulcer 
is interference with its contraction. If contraction is 
impossible, as when a sore is situated over and adherent 
to a bone, healing may come to a standstill. ae 

Deficient Innervation leads to loss of nutrition. ee Pes 
Examples are seen in infantile palsy; rubbing of the i 
boot or pressure of an instrument is prone to be 
followed by an obstinate ulcer. In cases of hemiplegia, 
even when the patient is lying on a water-bed, ulcera- 
tion in the form of bed-sores will occur much more 
rapidly on the paralyzed side than on the other. Per- 
forating ulcer of the foot is a well-known sequel of tabes 
dorsalis, its other common cause being diabetes mellitus ; 
ulceration and GANGRENE (p. 255) are prone to occur 
because the resistance of a diabetic individual to micro- 
organisms is lowered, also because the arteries are often 
atheromatous, and possibly because the innervation of 
the whole body is interfered with. OR arene 

Infective Uleers.—The legs may be attacked by Se Te a re 


Fig. 298.—Diagram of a gummatous ulcer. 
Cleanly punched out. Slough on base. 


Fig. 299.—Diagram of a*tuberculous ulcer. 
Undermined edges with perforations ,and tags. 
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Fig. 300.—Diagram ofjan ‘epitheliomatous 
ulcer. Growth in excess of destruction. 
A, Normal skin; B, Heaped-up edges; C, 


Uleerated portion. 


any form of acute infective ulcer, such as anthrax or 
glanders, but such an event is rare. The chief ulcers 


Fig. 301.—Diagram of a rodent ulcer. 


A, Normal skin; B, Smooth, wire-like edges 
C, Shallow ‘cavity. 


that belong to this group are chronic, and due to 
syphilis or tuberculosis. 

Syphilitic Ulcers are the result of gummata which 
have formed in the subcutaneous tissues. These ulcerated gummata are almost always 
circular, and present a punched-out appearance (Mig. 298); they are generally multiple 
and tend to run into each other, so that the ulcer has a serpiginous outline. They tend 
to heal at one side while they progress at another. The scars are thin and supple, and if 
in the lower part of the leg, usually pigmented round the edges, white and_ slightly 
depressed in the centre. Gummata are often found with varicose veins or ulcers, and it 


seems probable that the low state of nutrition of the tissues caused by the obstruction of 
D 47 


(From Introduction to Surgery, 
by Prof. Rutherford Morison.) 
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venous return is favourable to their formation. Diagnosis can in most cases be made on 
the distribution and shape of the ulcer, especially if they are on the outer aspect of the 
lower third of theleg; on the presence of other signs of syphilis; and on the effect of giving 
iodide of potassium or salvarsan. In cases of doubt, a Wassermann’s reaction is of service. 

Tuberculous Ulcer usually follows the formation and bursting of a tuberculous abscess, 
starting either in the subcutaneous tissue or in a bone, and the history may help materially 
in diagnosis. The ulcer is very chronic, and is characterized by undermining of the skin 
for a considerable distance from the edge (ig. 299). The surface is pale, and the granu- 
lations are very small, with here and there small areas of caseation. Primary tuberculosis 
of the skin, or lupus, is not often found on the leg, though it may occur there as in any 
other part of the skin. A useful guiding rule is that lupus never starts later than the age 
of twenty and lasts for years, whereas a gumma starts at a later period and tends to heal 
spontaneously. In lupus the chief characteristic is the presence of minute, semi-trans- 
parent nodules at the margin of the ulcer and in the skin around, resembling apple jelly. 
If further methods of diagnosis are required, a diagnostic injection of Koch’s old tuberculin 
may be used, or von Pirquet’s skin test applied. A particular variety of tuberculous ulcer 
of the legs is described on p. 404 under the heading of Bazin’s disease, or erythema 
induratum scrofulosorum. 

Ulcerating Tumours.—Epithelioma may develop in a simple varicose ulcer that has 
existed for many years. The change may be very slow, or rapid. The ulcer spreads, the 
edges become heaped-up, everted, and indurated (Fig. 300). The femoral lymphatic 
glands become enlarged, and if the disease is allowed to progress, the bone is attacked. If 
any doubt arises as to a change in the character of an ulcer, a piece from the edge should 
be removed for histological examination. 


Rodent Ulcer (Fig. 801) usually attacks the face (p. 735), though it may be found on 
any part of the body. 

Sarcoma, starting in the deeper tissues, may fungate through the skin, which has given 
way before the pressure of the tumour. George FE. Gask. 


ULCERATION OF THE THROAT.—(See Sore Trroat, p. 613.) 


ULCERATION OF THE TONGUE.—To enable a good view to be obtained of the 
affected part, the patient should be seated in a strong light and the protruded tongue gently 
wiped with a piece of soft linen to remove moisture. The presence of an ulcer being 
ascertained, its nature may be considered under the following heads :— 


1. Careinomatous 4. Tuberculous 
2. Syphilitic 


5. Dyspeptic 
3. Dental 


6. Uleer in connection with stomatitis. 


Carcinomatous Ulcer is much commoner in men-than in women, probably owing to 
the fact that chronic glossitis due to smoking and syphilis is more common in the male 
sex. It is practically unknown before the age of thirty, and rarely starts before forty- 
five. The ill and wearied expression of the patient may awaken suspicion before the tongue 
is seen, for the pain and trouble caused by an epithelioma have a rapid and marked effect. 
The tongue in a normal individual can be protruded from one to one and a half inches 
beyond the teeth ; if the protrusion is limited, or if the tongue is not protruded straight, 
it can generally be inferred (except in cases of paralysis) that there is some tumour binding 
it down. The position of the ulcer is to be studied, and its relation to any sharp and carious 
tooth. Usually an epithelioma is on the side of the tongue, but there is no rule; it may 
be anywhere on the upper, lateral, or under surfaces, or on the floor of the mouth. 

As regards the ulcer itself, the typical appearance, when fairly developed, may be 
described as irregular, deep, foul, sloughy, with raised nodular everted edges, and a sur- 
rounding area of induration. The lymphatic glands are enlarged and hard, and they may 
be fixed. The submaxillary set is generally the first affected, but the disease sometimes 
misses these and infects the carotid and even the supraclavicular glands. Examination, 
therefore, should not be concluded before the whole of the neck had been palpated. The 
diagnosis should have been made, however, before the disease had developed thus far ; in 
its earliest stages an epithelioma may’ be represented by a superficial ulcer no more than 


PLATE XXXII 


CANCER OF THE TONGUE: VERY EARLY CONDITIONS 
(From drawings kindly lent by Sir HENRY T. BUTLIN, F.R.C.S.) 


Reproduced by permission 
from ‘The Medical Annual.’ 


Fig. A.—Old leukoplakia of many years’ duration. Quite recent development of epithelioma, in the form of a very 
slightly raised smooth red plaque, feeling about as thick as a sixpence. Between it and the middle line is a tiny nodule 
resembling a pimple. ; 

Fig. B.—Area of thin leukoplakia on the right border of the tongue, with a small epithelioma, which had developed 

in the site of a bite received several months previously. 

Fig. C.—Leukoplakia of many years’ duration, with the very earliest condition of epithelioma to the left of the middle 
line in the form of a very small area of leukoplakia (a), slightly more raised and a little firmer than the rest. The diagnosis 
depended as much on the slight hardening as on the appearance, 
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a sixteenth of an inch in diameter, by a crack or a small lump, without any enlargement 
of the glands. In all these conditions, however, the ulcer is already hard, and very 
resistant to any form of treatment. Any ulcer of the tongue occurring in a middle-aged 
man, and lasting for more than two or three weeks, should awaken suspicion. 

Diagnosis from Syphilitic Ulcer—This may be a very real difficulty, owing to the fact 
that the two conditions may exist side by side, and that the syphilitic leucoplakia or 
leucomic wart may be the actual precursor of a cancer. <A positive Wassermann’s reaction, 
therefore, is not proof that an epithelioma is not present. If a well-formed gumma 
is present, antisyphilitic remedies soon make a great change in its appearance, and a dia- 
gnosis may be made in this way, but not more than ten or fourteen days should be allowed 
to pass in uncertainty. There are many cases in which the cleverest surgeon is in doubt, 
and seeing the rapid course this disease runs, and the vital importance of securing an early 
diagnosis, it is urged here with the greatest possible insistence that the only certain method, 
and the one to be employed early, is that of taking out a piece of the ulcer, or, if small, 
the whole ulcer, and submitting it to histological examination. 

Diagnosis from Dental Ulcer.—The ulcer in this case is caused by a bad tooth, and 
therefore is in a position on the tongue corresponding to the latter. Further, the ulcer is 
soft to the touch, and heals rapidly when the offending tooth is stopped or extracted. 
There is seldom difficulty in differentiation except when the ulcer is of very long standing. 

Syphilitic Ulcer.—This may be primary, secondary, or tertiary. Primary Syphilis 
or Chancre is certainly rare on the tongue and, owing partly to its rarity and partly to the 
fact that it is unexpected, it is frequently missed. It is more common in men than in 
women, but it may occur even in children. It starts as a small pimple, which ulcerates 
and becomes indurated, though the induration is not so marked as when it is situate on 
the glans penis. The appearance of a secondary rash with general enlargement of the 
lymphatic glands would indicate the diagnosis with certainty, which might be confirmed 
by Wassermann’s serum reaction, and the detection of spirochete (Plate XXVIII, Fig. J, 
p. 614) in serum from the sore. Furthermore, the sore heals rapidly under the influence 
of mercury. 

Secondary Syphilis manifests itself by the formation of mucous patches and superficial 
ulcers. The latter are almost always multiple, and situated along the edges and tip of 
the tongue, and with them are also found similar sores on the mucous membrane of the 
cheek, lips, palate, and tonsil, and at the edges of the mouth. The ulcers are small, round, 
painful, with sharply cut edges and a greyish floor. Other secondary symptoms will be 
present to make the diagnosis clear. 

Tertiary Syphilis or Gummatous Ulcerations.—These are divided into superficial and 
deep. Superficial gummata begin as small round-celled infiltrations in the mucous and 
submucous tissue. The ulcers are usually shallow, often irregular and associated with 
chronic glossitis, fissures, and leucoplakia. They are extremely important, for, as stated 
above, such a condition is often followed by an epithelioma. They are also very resistant 
to antisyphilitic remedies other than salvarsan. The ulcers themselves are not at first 
indurated, but if surrounded by interstitial fibrosis may appear hard ; therefore a histo- 
logical examination is eminently desirable if there is the least doubt. A deep gumma starts 
as a hard swelling in the substance of the tongue ; later it softens, breaks down, and shows 
itself, generally in the middle line, as a deep cavity with irregular, soft, undermined 
walls, and a wash-leather-like slough at its base. It is not painful, and does not increase 
progressively in size. The important thing is to distinguish it from epithelioma and 
tuberculous disease. Unlike epithelioma, it is not hard, and its history is short. Further- 
more, it yields very rapidly to potassium iodide or salvarsan. 

Dental Ulcer is due to repeated small injuries from the sharp edge of a decayed tooth. 
It is therefore situated in such a position, generally on the side of the tongue, that it is 
opposite the tooth. The ulcer is single, small, superficial, and not indurated unless it is of 
long standing. It is therefore not easily mistaken for any other kind of ulcer, or if doubt 
arises it is allayed by the healing of the ulcer on stopping or extracting the tooth. 

There is a form of dental ulcer which is found on the franum of the tongue in children 
suffering from whooping-cough ; during the violent expiratory spasms peculiar to the 
illness, the under surface of the tongue may suffer from rubbing over the lower incisor 
teeth. 
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Tuberculous Ulcer of the Tongue is rare, but it occurs at that period of life during 
which tuberculous disease of the lung is common, that is to say, between the ages of fifteen 
and thirty-five. It is due to infection with tubercle bacilli brought up into the mouth, and 
if a patient is found to be suffering from tuberculous disease of the lungs or larynx and also 
from an ulceration of the tongue, there is a strong probability that the latter is of the same 
nature as the former. The ulcer itself may be situated on the tip or side of the tongue ; 
it has an irregular outline, and the base is nodular, sloughy, or caseous. It has often been 
mistaken for epithelioma or gumma. The fact that it is not hard, and that phthisis is 
present, should put one on one’s guard. As against gumma, a Wassermann’s reaction 
would be negative; moreover, the ulcers are often small and multiple, more nearly 
resembling dyspeptic ulcers. A von Pirquet’s test or a diagnostic injection of Koch’s 
old tuberculin might be employed, but a more reliable method is the removal and micro- 
scopical examination of a piece of the ulcer, when the histological appearances of tubercle 
will be seen. The tubercle bacillus (Plate XXVIII, Fig. K, p. 614) is not always found. 

Dyspeptic Ulcer, as the name implies, is connected with disorders of digestion. The 
ulceration is often multiple, each ulcer being round, small, often covered with a greyish 
slough, and with a bright ring of inflammation round it. They are situated on the dorsum 
and edges of the tongue near the tip. The mouth, too, is very foul, there may be similar 
ulcers on the inner aspects of the lips and cheeks, and the cervical glands may be enlarged. 

Uleers in connection with Stomatitis (Ulcerative Stomatitis)—Septic infection 
of the mouth due to a variety of causes, such as irritation from decayed teeth, alkalies, 
acids, or mercury, may be accompanied by the formation of small vesicles which, on 
bursting, give rise to superficial ulcers. They are not limited to the tongue, but appear on 
the mucous membrane of the cheeks and gums as well. Aphthous stomatitis commonly 
occurs in conjunction with the febrile diseases of childhood. It is characterized by the 
formation of whitish spots on the buccal mucous membrane, and by the shedding of 
epithelium small superficial ulcers may be formed. The ulcers of the tongue are here, so 
to speak, accidental, occurring in the course of a general inflammation of the mouth, and 
will hardly be confounded with any other form of ulcer except so-called dyspeptic ulcers, 
and there is no real line of demarcation between the latter and the stomatitic variety. 

George E. Gask. 

UNCONSCIOUSNESS.—(See Coma, p. 117.) 


UNEQUAL PULSES.—(See Putses, UNEQUAL, p. 550.) 
UNEQUAL PUPILS. 
URATE DEPOSIT IN THE URINE.—A precipitate of urates is often recognizable 


at once by its pink colour, due to their carrying down with them the uroerythrin pigment 
of the urine. Urates themselves are white, however, and if, as is sometimes the case, there 
is no uroerythrin present for them to carry down, they form a white precipitate which 
may be mistaken for mucus, phosphates, or pus. They may be distinguished at once, 
however, by warming the urine back to body temperature ; they re-dissolve long before 
boiling-point is reached. They are also soluble in liquor potassz, unlike phosphates. 
Microscopically they are nearly always amorphous, though in rare cases they assume the 
form of small spheres with irregular projecting spicules—the so-called *‘ thorn-apple’ or 
‘hedgehog’ crystals. 

Their only significance from a clinical point of view is that they indicate a concen- 
trated urine. It does not follow that a urine is not concentrated if no precipitate of urates 
occurs, but the fact that the urates re-dissolve on warming serves. to show that, although 
there may be enough water to keep them in solution at body temperature, the urine becomes 
supersaturated with them as it cools, and precipitates them out. The reason for the urinary 
concentration has to be learned from collateral evidence. It may be that there has been 
much sweating, and in hot weather a precipitation of pink urates is a very common physio- 
logical condition, which is apt to alarm some patients when they first notice it. On the 
other hand, the concentration may be due to pathological conditions, of which the 
commonest are fevers, chronic valvular disease with heart failure, and maladies which 
lead to loss of fluid by vomiting, sweating, or diarrhoea. The urates themselves afford 
hardly any clue to the cause of the concentration, and their appearance is just the same 
whether their deposition is due to physiological or pathological changes. 


(See Puprt, ABNORMALITIES OF THE, p. 551.) 
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The most marked examples of uratic deposits are to be seen in cases of acute rheumatic 
fever, lobar pneumonia, and chronic heart disease with failing compensation. It is a 
general rule, moreover, that when the kidneys are themselves affected there is decidedly 
less tendency for uratic deposits to form than when the primary disease is in the heart or 
lungs ; thus when one may be in doubt as to whether a given case of chronic heart failure 
is due to primary renal disease or primary heart disease, an abundant urate deposit affords 
some evidence in favour of the latter and against the former. It is no absolute rule, 
however, and almost any concentrated urine may precipitate urates. 

Students are a little apt to confuse the significance of urates with that of uric acid, 
though the two are entirely independent from a clinical standpoint. Herbert French. 


URETHRA, DISCHARGE FROM.—(See Discuarce, URETHRAL, p. 181.) 


URETHRA, FECES PASSED THROUGH.—(See Feces Passed PER URETHRAM, 
p. 238.) 


URIC ACID DEPOSIT IN THE URINE.—The most typical form taken by a pre- 
cipitate of uric acid in a urine is the cayenne-pepper deposit, seldom voluminous, of character- 
istic light-brown, prismatic crystals (Fig. 302), arranged either as separate ° whetstones,’ 
or in overlapping bundles, or ‘ rosettes’; occasionally, crystallization is imperfect, and 
they appear as ‘ dumb-bells.’ Intrinsically, they are colourless; but they differ from 
all other urinary deposits in that they carry down with them the ordinary yellowish- 
brown urochrome pigment of the urine. For clinical purposes the best test for them is the 
microscope. 


Fig. 302.—Uric acid crystals of various types. 


Besides the cayenne-pepper deposit, uric acid crystais may be present in considerable 
numbers in the midst of other precipitates, such as mucus, or oxalate of lime; in which 
case they may not be discernible without the use of the microscope ; or, again, they may 
become aggregated together into small pellets or calculi, which the patient may be conscious 
of as ‘ gravel’ on micturition. 

A deposit of uric acid is generally found in a decidedly acid urine of high specific 
gravity ; but it may occur in urines of almost any reaction or specific gravity. A great 
deal more importance than it deserves has been attached to the supposed relationship 
between this uric acid and gout. A cayenne-pepper deposit by no means indicates gout ; 
indeed, it may be perfectly physiological, occurring abundantly sometimes in healthy 
young persons, particularly boys. It does not even follow from its occurrence that there 
is excess of uric acid, either in the urine or in the tissues ; for the precipitation depends 
nearly as much upon the relative proportions of phosphates, chlorides, and inorganic 
sulphates to uric acid, and upon the absolute and relative amounts of sodium, potassium, 
and other bases in the urine, as upon the absolute amount of uric acid. The greater the 
tendency of the bases to form phosphates, by mass action or otherwise (see PHOSPHATURIA, 
p. 523), the less the tendency for the soluble quadriurates, and the greater the liability for 
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less soluble biurates, to be produced, the relatively insoluble uric acid being liberated from 
the latter and deposited in crystalline form. 

Considerable care has to be exercised, therefore, before any useful clinical deductions 
can be drawn from the fact that a urine contains a deposit of uric acid. It is true that a 
persistent tendency to it is often associated with gout ; but the latter should be diagnosed 
from the collateral evidence rather than upon the uric acid crystals in the urine. Many 
gouty subjects precipitate no uric acid in their urine at all. Naturally, there will be a 
greater tendency to such deposition when the total amount of uric acid present is greater 
than normal. Uric acid in the urine is derived from two sources—exogenous and endo- 
genous. The exogenous are such foodstuffs as are rich in nucleo-proteid, and in the so- 
called xanthin bases, or purin, or alloxuric bodies, xanthin, guanin, hypoxanthin, adenin, 
heteroxanthin, paraxanthin, episarkin, epiguanin, methylxanthin, and carnin, which are 
mainly derived from nuclein. Analyses of the various foodstuffs as to purin bases need. 
not be given here, for it is easy to remember that, broadly speaking, these substances are 
contained in largest quantities in the richest food. A considerable proportion of the xanthin 
bases are excreted as uric acid, and it is common knowledge that rich foods tend to increase 
uric acid in the urine. Endogenous uric acid, on the other hand, is derived from the 
patient’s own tissue metabolism. Birds excrete nearly all their nitrogenous waste as uric 
ecid ; man excretes his mainly as urea, and only to a minor extent as uric acid. Some- 
times, however, too much of his nitrogenous metabolism stops short at the stage of uric 
acid, instead of the latter being nearly all converted into urea; he then excretes an 
abnormal total quantity of uric acid, with the result that it may be precipitated in crystal- 
line form. One repeats, that this does not necessarily constitute gout, however ; it occurs 
in certain healthy subjects, in leukemia, in pernicious anemia, during the course of certain 
fevers, and in some cases of chronic heart disease. Perhaps one of the best ways of 
avoiding too narrow a conception in regard to this uric acid is to remember that in some 
respects the human body is a fire; fires may burn their coal weil or badly ; if well, the 
residue is but a little ash; if badly, the residue is not ash, but clinker ; uric acid is the 
clinker of the human body, and many different things that make human nitrogenous 
metabolism incomplete may cause a deposition of this clinker in the urine. Gout is one 
such thing ; but excessive eating, deficiency of exercise, biliousness, and various chronic 
imperfections of the circulation, or digestion, may do so; and the same may occur in 
apparently healthy subjects who have never had any untoward symptoms at all. Oxalate 
of lime (see OXALURIA, p. 423) is possibly derived in part from similar imperfect combustion 
of carbohydrates or fats, and it is noteworthy how often crystals of uric acid and of oxalate 
of lime occur, either together, or alternating with one another. Still further, error of 
metabolism may produce glycosuria in association with uric acid crystals, so-called gouty 
glycosuria. 

Besides being evidence of overloading, or of imperfect combustion in a general sense, 
the occurrence of a uric-acid deposit may be of particular clinical importance in certain 
cases of frequency of micturition ; of urethritis ; and of renal calculus. | Necessity to mictu- 
rate frequently, only small quantities of urine being passed at a time, is a symptom that 
in young people suggests cystitis, possibly tuberculous ; enlargement of the prostate in 
men over sixty ; or some uterine or other pelvic malady in women. It is important to 
remember, however, that undue acidity of the urine, with a tendency to deposit crystals 
of uric acid, or oxalate of lime, may produce the same symptom in considerable degree. 
It is sometimes spoken of as irritability of the bladder ; the highly acid urine irritates the 
vesical mucosa, and it may produce actual cystitis. The same irritation may inflame the 
urethral mucosa, and produce a ‘ gouty’ urethritis; and, perhaps, epididymo-orchitis, 
which may be mistaken for the gonococcal form, unless pus films can be shown to contain 
no gonococci. 

If the patient has suffered from renal colic, hematuria, or vesical pain, suggestive of 
calculus in the kidney, ureter, or bladder, the discovery of abundant uric acid crystals in 
the urine affords confirmation of the diagnosis of a uric-acid stone, particularly if they are 
obviously aggregated together into tiny calculi ; there are generally red corpuscles, excess 
of leucocytes, and tailed epithelial cells from the renal pelvis, or pyriform cells from the 
deeper layers of the bladder mucosa, at the same time. 

The danger of diagnosing glycosuria in the absence of sugar when uric acid is abundant 
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in a urine needs special mention. Uric acid has considerable power of reducing Fehling’s 
solution. It seldom gives the copious brick-red or orange-yellow precipitate that is charac- 
teristic of abundance of sugar, but it may give just enough reduction or change of colour 
to make it doubtful whether sugar is present or not. More than a few proposers for life 
insurance have suffered unfairly on this account; no such partial reduction should be 
regarded as due to sugar until the presence of glucose has been confirmed by other means, 
particularly the phenylhydrazine and the fermentation tests. Herbert French. 


URINE, ABNORMAL COLORATION OF.—This may be due to: (1) The presence 
in abnormally large quantities of certain urinary pigments, such as uroerythrin or hzeemato- 
porphyrin ; (2) The presence of pigments formed in the organism, but which are not nor- 
mally excreted in the urine, such as hemoglobin and the pigments of the bile; (8) The 
presence of pigmentary substances derived from drugs or foods, or administered directly 
by the mouth. 

Urines of unusual tints may be classified conveniently according to the colours which 
they exhibit, as follows: (I) Yellow and orange urines ; (11) Pink and red urines ; (III) 
Brown and black urines, including such as are of normal tint when passed, but darken on expo- 
sure to air; (IV) Green and blue urines. 

Yellow and Orange-coloured Urines.—The normal yellow tint is wholly due to 
urochrome, for other urinary pigments are present in traces so minute that their presence 
has no obvious effect. However much it be diluted, normal urine remains yellow as long 
as any tint is visible. In some cases of diabetes insipidus the urine is almost colourless, and 
the abundant urine of diabetes mellitus usually exhibits a peculiar pale bright greenish-yellow 
tint (Plate XXXIV, Fig. 11, p. 748), which has not yet been explained. 

Urobilin, when present in large amount, imparts a rich orange-yellow colour; and 
when seen in very thin layers, as near the apex of a conical glass, urines rich in urobilin have 
a pinkish tint, due to selective absorption in the middle of the spectrum. Such urines, 
when examined with the spectroscope, show a dark absorption band near the solar F line 
(Fig. 36, p. 80). 

Urobilinuria—the excretion of excess of urobilin—may result from widely different 
causes, and as a consequence, its clinical significance is not so clear as might be expected. 
The symptom is met with in connection with hemolytic diseases, such as pernicious anemia, 
in diseases of the liver, such as cirrhosis, and in cases in which ewcessive bacterial action is going 
on in the intestine. The bulk, if not the whole, of the urobilin of urine is derived from the 
intestine, where it is formed by the action of the bacteria present upon bilirubin. It is 
present in abundance in normal feces, and in traces in normal urine. The test for it is 
given on page 324. 

Uroerythrin.—the highly unstable pigment to which the colour of pink urate sediments 
is due—when abundantly present in solution in the urine imparts to it a rich orange-red 
colour, which may even be mistaken for that due to blood. The colour is changed to a pale 
greenish-yellow by addition of an alkali. Hepatic derangements of almost all kinds, includ- 
ing the most trifling functional disturbances, may lead to the appearance of uroerythrin in 
the urine ; but the most intensely pink urate sediments are seen in cases in which the liver 
is the seat of pronounced morbid changes, such as cirrhosis, or the passive congestion due 
to cardiac disease. 

Choluria.—Urine which contains bilirubin has a rich orange colour with a greenish tint 
at the edge of the meniscus. The foam formed by shaking it has a yellow colour, whereas 
that of bile-free urine, even when deeply pigmented, is colourless. The colour of the urine 
may be much modified by the presence of biliverdin, in addition to bilirubin, and may 
approach to black or dark green. 

The presence of bile pigment may be demonstrated by Gmelin’s test. This is best 
carried out by allowing the urine to flow gently on to the surface of some nitric acid in a test 
tube ; on gently shaking, the familiar play of colours is seen at the junction of the liquids, 
and the urinary layer often retains the green tint of biliverdin for a considerable time. 
Again, a green ring is observed when diluted tincture of iodine is allowed to flow on to 
the surface of the urine in a test tube (Plate XX XV, p. 750). 

When the quantity of bile pigment present is very small, the above tests may fail to 
reveal its presence, and Huppert’s test may then be resorted to. A precipitate is formed by 
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the addition, to a much larger volume of urine, of a solution of barium chloride and baryta 
water, or of calcium chloride and lime-water. The precipitate, which carries down any bile 
pigment which may be present, is filtered off and washed into a test tube with alcohol. 
Dilute sulphuric acid is then added, and the test tube is heated in a beaker of boiling water. 
If bile pigment be present, the acidulated alcohol acquires a rich green tint, due to biliverdin. 

Choluria is merely a symptom of jaundice, but the appearance of bile pigment in the 
urine may precede any yellow coloration of the conjunctive or skin, or, as in cases of acho- 
luric family jaundice (Plate XV IIT, p. 332), the skin may be tinted although the urine is free 
from bile pigment. In the very rare cases in which a fistula exists between the biliary and 
urinary tracts, choluria of pronounced degree has been observed, apart from any jaundice. 

Certain drugs impart to urine a tint which, although yellow, is abnormal. This is seen 
when santonin is administered, or chrysophanic acid, which is a constituent of rhubarb and 
senna. In either case, the urine turns pink on addition of an alkali, but the pink colour is 
far more brilliant after santonin than after chrysophanic acid has been taken. 

Pink and Red Urines.—The conditions which lead to the excretion of a pink or red 
urine may be classified as follows: (1) Hamaturia, in cases in which the blood pigment 
appears in the urine mainly as oxyhemoglobin ; (2) Heemoglobinuria—usually in cases 
which do not belong to the paroxysmal class ; (8) Hamatoporphyrinuria ; (4) Administra- 
tion of rosaniline as a drug ; (5) Eating of sweetmeats coloured with eosin ; (6) Presence of 
chrysophanic acid in an alkaline urine. 

Hematuria and hemoglobinuria.—For the significance of these symptoms, and the 
detection of blood pigment in urine, the special articles dealing with them may be referred 
to (p. 275 and p. 284). 

Hematoporphyrinuria is a condition in which urine is passed which has a pink, port- 
wine, or nearly black colour, and which contains considerable quantities of the hamo- 
globin derivative, hematoporphyrin. In the darker specimens the colour is mainly due to 
other little-known pigments which accompany the hematoporphyrin. ‘For the recognition 
of the condition spectroscopic examination is necessary. It is most liable to be mistaken 
for hemoglobinuria, but when the urine contains no albumin the distinction is not difficult ; 
when albumin is present in a pink urine, the diagnosis is more difficult, because the spectrum 
of hematoporphyrin in the combination in which it usually occurs in such cases resembles 
that of oxyhemoglobin somewhat closely. However, the addition of hydrochloric acid 
changes the spectrum to that of acid hematoporphyrin instead of to that of acid hematin 
(Fig. 34, p. 80). 

If a mixture of 10 per cent calcium chloride solution and lime-water be added to the 
urine, the precipitate formed carries down all the abnormal pigments, and the filtrate is 
yellow. From the precipitate the hematoporphyrin may be extracted with acidified alcohol, 
and its highly characteristic‘spectra may be observed and identified. The trace of hamato- 
porphyrin present in normal urine escapes detection by such means, but the increased 
quantities present in a variety. of morbid conditions may be revealed by faint bands, even 
in eases which do not fall into the class under consideration, and in which the urine shows 
no obvious anomaly of pigmentation. 

In the great majority of cases, hamatoporphyrinuria results from prolonged admin- 
istration of sulphonal in medicinal doses, and forms one of a group of toxic symptoms of 
much gravity, which often usher in a fatal ending. These symptoms may only develop 
after the drug has been taken for months or even years, and even some days after its admin- 
istration has been stopped. Their development calls for the free administration of sodium 
bicarbonate. It is a remarkable fact that such toxic effects of sulphonal are seldom seen 
except in women, and the few male cases on record have mostly been of a mild kind. 

Much more rarely, hematoporphyrinuria, with deep red urine, is met with in cases in 
which it cannot be ascribed to any drug. Several patients have been sufferers from hydroa 
estivale, others from tuberculosis, and others from maladies so different from each other 
that no definite diagnostic significance can yet be assigned to the symptom. In such cases 
the hematoporphyrinuria does not appear to have the grave import which it has in sul- 
phonal cases, nor is there manifested any special liability of the female sex. 

Coloration by constituents of foods and drugs.—Rosaniline, which was at one time em- 
ployed in the treatment of albuminuria, imparts a pink colour to the urine which, provided 
that it be known that the drug is being taken, offers no diagnostic difficulty. Aniline dyes 
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have also, ere now, been deliberately added to the urine for the purpose of simulating 
hematuria. 

Eosin has been employed extensively for the coloration of pink sweetmeats and lozenges, 
and the urine of those who eat such sweetmeats in considerable quantities acquires a rich 
pink colour, and shows a brilliant green fluorescence. The nature of such pigmentation 
can hardly be mistaken by anyone who is aware of the fact that eosin is so employed. 

Drugs which contain chrysophanic acid are used so frequently as aperients that this 
compound may rank as a common constituent of urine ; and if, from any cause, the urine 
be alkaline, it acquires a pink or red colour, which may easily be misinterpreted. However, 
the history of the taking of rhubarb or senna, and the fact that the addition of an acid 
changes the colour of the urine to a bright yellow, renders the diagnosis easy. The pink 
colour which alkalies impart to the urine of patients taking santonin is so fugitive that it 
does not call for consideration here. 

Brown and Black Urines.—The urine may be brown or black in the following condi- 
tions: (1) Jaundice ; (2) Hamaturia ; (8) Hemoglobinuria ; (4) Heematoporphyrinuria ; 
(5) Indicanuria ; (6) Melanuria ; (7) Alkaptonuria ; (8) Carboluria ; and after the admin- 
istration of certain other drugs, such as salol, salicylates, resorcin, gallic acid, and uva ursi. 

In some of the above conditions the urine has such coloration when passed ; but in 
others, such as melanuria and alkaptonuria, the urine is usually of normal tint when freshly 
passed, and only darkens on standing in contact with the air. 

Brown and black jaundiced urine is met with chiefly in cases of long-standing icterus, 
in which the skin has acquired a dull greenish tint, and the urine contains biliverdin as well 
as bilirubin. 

In some of the early recorded cases of black urine, the colour was certainly due to blood 
pigment, and the smoky colour of many urines which contain blood pigment in the form of 
methemoglobin is familiar to all. In paroxysmal hemoglobinuria also, the urine is not 
infrequently almost black. The ordinary tests for haemoglobin, together with microscopic 
and spectroscopiz examination, serve to reveal the nature of such cases ( Figs. 30 et se7., 
p- 80). . 

That the urine of hematoporphyrinuria may approach to actual blackness, owing to 
the abundant presence of purple pigments which have no characteristic spectra, has already 
been mentioned in the account of that symptom above. 

Indicanuria.—Urines which contain much indican may show no abnormality of tint ; 
but occasionally, and especially in extreme cases, there are present in the urine, in associa- 
tion with the colourless indoxyl sulphate, other and higher oxidation products of indol, 
which impart to it a brown colour, intensified or developed on exposure to air. This variety 
of brown or black urine is recognized less than it should be, and it is probable that the condi- 
tion has been mistaken not infrequently for melanuria. Such urine is not blackened, as that 
of melanuria is, by the addition of ferric chloride, nor by nitric acid in the cold, but does 
blacken when heated with nitric acid. The ordinary tests for indican reveal its presence in 
large amount. Thus, if a specimen of the urine be heated with an equal volume of hydro- 
chloric acid, and a drop of a dilute solution of bleaching powder, or a drop of nitric acid, it 
becomes black. If, after cooling, the dark-coloured liquid be shaken with chloroform, the 
latter takes up indigo-blue or -red and acquires a deep purple colour; but the supernatant 
liquid remains black. If the chloroform extract be separated and evaporated to dryness, 
the indigo-red may be dissolved out of the residue with alcohol, whereas the indigo-blue, 
which is insoluble in aleohol, may be taken up afterwards with chloroform. 

Indicanuria signifies abnormal amount of protein decomposition in the alimentary 
canal, brought about by intestinal bacteria ; but it is stated that it may also have its origin 
in collections of putrid pus, such as putrid empyemata. In such a case recently under the 
writer’s care, the abundant indican disappeared from the urine when a dose of calomel was 
given, and was probably of intestinal origin. 

Melanuria.—This is a symptom which is met with in some cases of melanotic sarcoma. 
The urine, when freshly passed, contains a colourless chromogen, melanogen, and usually 
has anormal tint. On exposure to air, it darkens quickly, owing to oxidation of the melano- 
gen to melanin, becomes brown, and eventually quite black. When nitric acid is added to 
such a urine, it causes prompt blackening, even in the cold, and immediate blackening also 
follows the addition of a solution of ferric chloride. This is the most valuable and charac- 
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teristic of the tests for melanuria, Bromine water produces a yellow or brown precipitate 
which quickly blackens. . 

As arule, melanuric urines, when treated with liquor potasse and sodium nitroprusside 
yield a deep Prussian blue on acidification with acetic acid, but this reaction is not due to 
the melanogen as such, is yielded by some other urines, and cannot be taken as diagnostic 
of melanuria. 

It is stated frequently that melanuria may be met with apart from melanotic growths, 
in cases of wasting and other diseases. There is little doubt that some of the cases quoted 
in support of this contention, and which were recorded before the more distinctive tests for 
the condition were known, were, in reality, examples of indicanuria, such as have been 
described above, and the writer has never met with true melanuria save in cases of melanotic 
sarcoma. Even in such eases it is not seen so long as the tumour is confined to its primary 
seat, but only when it has invaded the viscera, and especially the liver. Indeed, the quantity 
of melanogen excreted is apparently dependent upon the extent to which the liver has been 
invaded, and the amount of pigmentation in the growths of which it is the seat. Hence it — 
happens usually that the diagnosis of the case has already been established before the 
peculiar pigmentation of the urine is developed. 

Alkaptonuria is the outward sign of a very rare anomaly of metabolism which is almost 
always congenital, and persists through life without any serious detriment to the health 
of its subjects. The peculiar properties of the urine are due to the excretion in it of an 
aromatic acid, homogentisic or hydroquinoneacetie acid, a product of katabolism of tyrosin 
and phenylalanin. It is, in all probability, a product of normal metabolism, which in 
normal individuals undergoes complete destruction. 

Alkapton urine seldom exhibits any abnormality of tint when passed; but darkens 
quickly on exposure to air, undergoing changes through brown to black, which resemble 
in the closest manner those seen in melanuric urines. However, the two conditions are 
distinguished readily by means of simple tests. When a dilute solution of ferric chloride 
is added to alkapton urine, a deep blue colour appears for a moment, and reappears after 
each subsequent addition of the reagent, until oxidation of the homogentisic acid is com- 
pleted. Unless the reagent be very dilute, oxidation occurs too rapidly, and the blue colour 
is missed. 

The addition of an alkali causes very rapid darkening, with absorption of oxygen, and 
heat increases the rate of blackening. 

As homogentisic acid is a powerful reducing agent, alkapton urines give some of the 
reactions of glycosuria. Fehling’s solution is reduced freely with the aid of heat, but the 
blackening effect of the alkaline reagent gives a peculiar appearance to the reaction. No 
black precipitate is obtained with Nylander’s reagent, but the alkali therein causes con- 
spicuous darkening. The safranin reaction is not obtained, and alkapton urine is optically 
inactive. An ammoniacal solution of silver nitrate is reduced rapidly even in the cold, a 
reaction which is made use of for the quantitative estimation of homogentisic acid. It is 
because alkaptonuria is so rare, rather than because its recognition presents any special 
difficulty, that its properties are not widely known and not infrequently fail of recognition. 

Ochronosis, i.e., a blackening of the cartilages, and deep pigmentation of regions of the 
skin, a bluish-black coloration of the ears, and pigment spots on the conjunctivee (Plate 
XXX1I1I1), is sometimes the outcome of alkaptonuria ; but there is a group of cases in which 
similar pigmentation results from the application of carbolic acid to chronic ulcers over 
long periods of years. There is also some reason to believe that the lesions of joints which 
sometimes accompany ochronosis may also be results of alkaptonuria. 

Carboluria.—A darkening of the urine, increased by exposure to air, is seen frequently 
after the administration of certain drugs which contain phenol, in carbolic acid poisoning, 
and as the result of outward application of carbolic acid. A carbolic acid compress applied 
to the head of a child for the destruction of pediculi quickly induces carboluria, and the 
taking of salol is another common cause. The urine has a smoky tint, or in cases of earbolic 
acid poisoning may be actually black. In the slighter cases it is best described as brown 
with a greenish tinge, and the meniscus, when seen from the side, appears black. 

There is no direct chemical test for carboluria, and the diagnosis is usually based upon 
the knowledge that phenol, or some derivative or compound thereof, has been administered 
or applied. After boiling the urine for some time with Fehling’s solution, a slight reduction 
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The face is coloured dark brown (C), and bears a striking resemblance to a case of Addison’s disease; the ears 
have a bluish appearance, and hands (A), show a similar discoloration. Note the small bluish patch which was present 
on each conjunctiva (B). 
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is observed ; but this is in no way comparable with that seen with alkapton urine. Indirect 
evidence is obtained by the addition of a solution of barium chloride, which in cases of car- 
boluria produces a very slight precipitate or none at all. If, however, the urine be first 
boiled with hydrochloric acid, a precipitate is obtained such as is yielded by normal urines. 
This is due to the fact that, in the presence of abundant phenol and oxidation derivatives 
thereof, the sulphates of the urine are for the most part, or even wholly, combined as aro- 
matic sulphates, which yield no precipitate with barium salts, whereas, when the aromatic 
sulphates are broken up by hydrochloric acid, a precipitate of barium sulphate is thrown 
down. 

The diagnosis of the other varieties of brown or black urine which have their origin in 
the administration of drugs, is based upon the fact that salicylates, or other drugs capable 
of producing such pigmentation, have been taken. 

Green and Blue Urines.—In some cases of jaundice, the bile pigment excreted is so 
largely in the form of biliverdin that the urine has a dark green eolour: but with this 
exception, practically all green urines met with in practice owe their colour to the taking 
_ of methylene blue, either as a drug or in sweetmeats. When the dose is small, the tint may 
be a rich green ; but after larger doses, the urine is frankly blue. It is not always easy to 
account for the origin of such coloration of urine, for the patient may be quite unaware 
that he has taken methylene blue in any form, although examination of his urine may 
leave no doubt that he has done so. Sweetmeats are sometimes coloured with this pig- 
ment, as they are with eosin, and it is sometimes used to correct the colour of white sweet- 
meats. Again, a pill of methylene blue has before now found its way, either by accident 
or design, into a supply of pills of another kind. Absence of a known cause does not, there- 
fore, by any means exclude this kind of pigmentation ; and experience shows that unless it 
can be shown, by careful examination, that the colour of the urine is not due to methylene 
blue, it is needless to search for any other causation. 

Although the green urine which follows the taking of methylene blue may appear per- 
fectly limpid, the blue pigment is not held in solution but in suspension, and is, to a large 
extent, removed even by a single filtration. The green colour of the filtrate is greatly 
reduced, and the filter paper shows a blue stain. The pigment upon the filter yields a blue 
solution in chloroform, and if the chloroform solution, or the blue extract obtained by 
shaking the urine with chloroform, be shaken with liquor potasse in a test tube the chloro- 
form is decolorized, and the supernatant alkaline liquid acquires a pink tint. The original 
urine, or the chloroform extract, shows an absorption band in the red of the spectrum 
which may be mistaken for that of indigo-blue. 

There is no reason to think that indigo-blue ever produces a green or blue coloration 
of urine similar to that due to methylene blue. By the spontaneous breaking down of 
indoxyl-glycuronic acid, usually in alkaline urines, indigo-blue may be set free, and may 
form a dark blue sediment, or may impart a blue colour to the phosphatic film upon the 
surface ; and when, in the earlier years of the last century, indigo-blue was employed some- 
what frequently as a drug in the treatment of epilepsy, a dark purple colour of the urine of 
patients so treated was observed, but under no circumstances are indigo pigments formed 
spontaneously in quantities sufficient to bring about such a result. A, E. Garrod. 


URINE, ACETONE IN.—(See Acreronurta, p. 3.) 

URINE, ALBUMIN IN.—(See ALBumiNURIA, p. 4.) 

URINE, ALBUMOSE IN.—(See ALBumosvuria, p. 15.) 

URINE, BACTERIA IN.—(See BacteriuriA, p. 69.) 

URINE, BENCE-JONES BODY IN.—({See AtBumosuria, p. 15.) 
URINE, BILE-PIGMENT IN. 
URINE, BLACK. 
URINE, BLOOD IN.—(See Hamarurta, p. 275.) 
URINE, CASTS IN.—(See Atpuminurta, p. 4.) 
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URINE, CHYLE IN.—(See Cuycturta, p. 108.) 

URINE, CYSTIN IN.—(See Cysrinurta, p. 161.) 

URINE, DIACETIC ACID IN.—(See AcretTonuria, p. 3.) 

URINE, DIAZO REACTION IN.—(See Diazo Reaction, p. 173.) 

URINE, EXCESS OF.—(See Potyurta, p. 534.) 

URINE, FAECES IN.—(See Facres Passep PER URETHRAM, p. 238.) 

URINE, FAT IN.—({See Coy urta, p. 108.) 

URINE, GAS IN.—(See PNEUMATURIA, p. 529.) 

URINE, GLUCOSE IN.—(See Grycosunria, p. 260.) 

URINE, HEMOGLOBIN IN.—(See Hmocroprnurta, p. 284.) 

URINE, INCONTINENCE OF.—(See Micruririon, ABNORMALITIES OF, p. 393.) 
URINE, INDICAN IN.—(See Inpicanurta, p. 314.) 

URINE, METHAMOGLOBIN IN.—(See HamocLosinuriA, p. 284.) 

URINE, MUCUS IN.—(See Mucus IN THE URINE, p. 399.) 

URINE, OXALATE DEPOSIT IN.—(See Oxavurta, p. 423.) 

URINE, OXYBUTYRIC ACID IN.—(See AcEronurIaA, p. 3.) 

URINE, PHOSPHATES IN.—(Sce PuospuHaturtia, p. 522.) 

URINE, PUS IN.—(See Pyurta, p. 574.) 

URINE, RETENTION OF.—(See Micruririon, ABNORMALITIES OF, p. 393.) 
URINE, SUGAR IN.—(See GrycosuriA, p. 260.) 

URINE, SUPPRESSION OF.—(See Anunria, p. 39.) 

URINE, URATE DEPOSIT IN.—(See Urate Deposir IN THE URINE, p. 740.) 
URINE, URIC ACID DEPOSIT IN.—(Sce Uric Act Derosrr iN THE URINE, p. 741.) 


UTERUS, BLEEDING FROM,—(See MENorrwacta, p. 385; METRORRHAGIA, p. 390 ; 
and METROSTAXIS, p. 392.) 


UTERUS, PROLAPSE OF.—(See Prouapse of THE UTERUS, p. 538.) 
VAGINA, BLEEDING FROM.—(See Menorract, p. 385 ; MeTRORRHAGIA, p. 390 ; 


and METROSTAXIS, p. 392.) 
VAGINA, DISCHARGE FROM.—(See Discnarcr, VAGINAL, p. 185.) 
VARICOSE ABDOMINAL VEINS.—(See Verys, VaricosrE ABDOMINAL.) 
VARICOSE THORACIC VEINS.—(See Verys, Varicose THORACIC, p. 750.) 
VEINS, VARICOSE ABDOMINAL.—The point at which distention of veins becomes 


varicosity is arbitrary ; most conditions that produce undoubted varicosity of the veins 
of the abdominal wall in some cases, merely dilate them in others. When this dilatation 
is considerable (Fig, 303), it nearly always has much diagnostic significance, particularly 
if the direction of blood-flow is reversed. Veins, however, may seem to be dilated when 
they are but unduly visible owing to wasting of the subcutaneous fat ; or they may, in 
very rare cases, be simply varicose, like veins in the leg, owing to idiosyncrasy or hereditary 
predisposition. . In neither of these cases, however, is the blood-current in them reversed. 
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1, 2, 3. The three stages of the sodium nitroprusside test for acetone. 4, 5, 6. The same in a urine con- 
taining no obvious acetone. (1 and 4, normal urine; 2 and 5, the appearance after adding caustic soda and 
sodium nitroprusside; 3 and 6, the appearance after adding acetic acid, 3 being positive, 6 negative, for acetone). 
7. Rothera’s test for acetone. 8. Ferric chloride reaction of diacetic acid. 9, Indicanuria test. 10, Melanuria. 
11. Diabetic urine. 12, The fluorescent reaction of urobilin. ‘ 
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To test the direction of blood-flow, part of a vein should be chosen where there are no side 
branches, and the blood should be expressed from it by means of two fingers pressed down 
on the vein close together, and then drawn asunder, whilst pressure over the vein is 
maintained by each ; when a length of the distended vein has been emptied in this way, 
one of the two fingers is taken off, and the time taken by the vein in refilling is noted ; the 
procedure is repeated, the other finger being taken off this time ; it is then generally easy 
to decide whether the vein fills from below upwards or from above downwards. Normally, 
the blood flows from above downwards in the veins of the lower two-thirds of the abdominal 
wall ; when the blood-flow is from below upwards there is almost certainly obstruction to 
the inferior vena cava, the blood which is unable to return by it finding a collateral 
circulation via the superior vena cava. 

Obstruction to the inferior vena 
cava is due to one or other of three 
main groups of conditions, namely :— 

1. Great general increase in the 
intra-abdominal tension, owing to 
such conditions as: ascites ; ovarian 
cyst; great splenic or hepatic en- 
largement. 

2. Thrombosis without external 
obstruction. 

38. Obstruction by local com- 
pression, especially by secondary 
growths in the retroperitoneal glands. 

When the obstruction of the 
inferior vena cava is due, not to the 
vein itself being thrombosed or in- 
vaded by new. growth, but to the 
general intra-abdominal pressure be- 
coming so great that the vein is, so 
to speak, flattened out, the varicosity 
of the veins upon the abdominal wall 
is but a late symptom, and the 
diagnosis will be made from the cause 
of the great abdominal distention, 
generally Ascires (p. 48), or a big 
tumour. If there is marked vari- 
cosity of the superficial veins early 
in a ease of ascites the probability 
is that both are due to malignant 
disease. 

When the inferior vena cava is _. Pes et eae 

: : Fig. 303.—Varicose thoracic and abdominal veins in a case of syphilitic 
obstructed by ‘simple’ thrombosis, mediastinitis of some years’ duration. 
the probability is that the clotting 
will not have started there, but will have extended to it from branches either in the legs 
or in the pelvis. (&dema of the legs will be a prominent symptom ; and if a clear history 
is obtainable it may generally be ascertained that one leg became cedematous and painful 
before the other ; when this is so it is always very suggestive of thrombosis starting in the 
saphenous or femoral veins, the other leg becoming affected later when the clot has spread 
up through the iliac veins of the one side to the inferior vena, and thence down the iliac 
veins of the other side. The higher the thrombus extends the higher up the back will 
the cedema spread ; and when the renal veins have been reached, albuminuria, with tube 
casts, and even hematuria, may ensue. Ascites may also be present. Distention or 
varicosity of the veins of the abdominal wall will be of assistance in distinguishing 
such a case from one of acute or subacute nephritis, besides which there will be no cedema 
of the eyelids or face. 

If there is no very tense distention of the abdomen ; if the way the case began does 
not suggest thrombosis in one leg, or in the pelvis, extending upwards ; and if, nevertheless, 


750 VEINS, VARICOSE ABDOMINAL 


there is marked varicosity of the veins of the lower part of the abdominal wall, with the 
blood-flow in them reversed, so as to be from below upwards, the history being a relatively 
short one,—the probability is that the inferior vena cava is being obstructed by something 
that is in immediate contact with it. There will very likely be symmetrical cedema of the 
legs, and possibly albuminuria and hematuria. It is surprising how seldom an aortic 
aneurysm, or other non-malignant mass, obstructs a large vein sufficiently to produce this 
collateral varicosity ; hence, the presumption is that such varicosity indicates malignant 
disease. It is worthy of note that carcinoma of the kidney is prone to extend into the 
renal veins, and thus into the inferior vena cava by a process of direct extension (Hig. 304) 
sometimes the malignant clot reaches as far as the right auricle, and produces a pedun- 
culated polypus in the latter. In such cases there has generally been hematuria or other 
renal symptom before evidence of inferior vena-caval obstruction arose, whereby cases of 
growth in the kidney invading the inferior vena cava may be distinguished from cases of 
secondary growth in the retroperitoneal glands, which if they produced hematuria at all, 
would do so by first obstruc- 
TRICUSPID VALVE ting the inferior vena cava, 
and thence involving the renal 
veins. In such cases there 
are often other symptoms 
pointing to primary growth 
sex ormaremer i SOMe organ whose lym, 
OasraucriON a” He phatics drain into the retro- 
peritoneal glands ; the testes 
and ovaries should not be 

overlooked in this respect. 

It is often said that 
cirrhosis of the liver leads to 
varicosity of the veins around 

NSE cia the umbilicus—the so-called 

IMFERIOR VENA CHA cat meduse@. At is a Very 

rare condition indeed, the 

ereat majority of cases of 

cirrhosis of the liver causing 

no distention of the super- 

ficial abdominal veins until 

such time as the general 

intra-abdominal tension has 

been greatly increased by the 

tenseness of the ascites which 

occurs late. Not even the 

telangiectases that occur so 

commonly in men past middle 

Fig. 304.—Renal growth extending into the inferior vena cava and right auricle Ne around the lower part of 

and ventricle. the chest, in a line with the 

attachments of the dia- 

phragm, indicate cirrhosis; they are quite as common in cases of emphysema without 
cirrhosis. 

In short, varicosity of the superficial abdominal veins generally indicates either 
thrombosis of the inferior vena cava, secondary to direct spread of thrombosis up to it 
from veins in the pelvis or in the leg, or else stenosis of the vena cava by secondary 
mahgnant disease. Herbert French. 
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VEINS, VARICOSE THORACIC.— Much of what has been said above about varicose 
abdominal veins applies also to those of the thorax. The veins on the chest wall may 
merely be unduly visible ; but if they are really distended, there is probably obstruction 
to one or other innominate vein or else to the superior vena cava ; and the suspicion that 
this is so becomes a certainty if the blood current in the distended veins can be shown to be 
from above downwards instead of from below upwards. If the distention is bilateral, and 
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1. The iodine test for bile pigment in urine. 2, Gmelin’s reaction for bile pigment in urine. 
3. Gunsberg’s test for free HCl in gastric juice. 
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associated with cedema of both arms, and both sides of the neck, face and head, it is the 
vena cava that is obstructed ; if the distention is unilateral, with cedema of the corres- 
ponding arm, but little if any of the neck or face, the obstructed vessel is probably one 
innominate vein. The superficial varicosity may be only slight (Fig. 99, p. 208), but some- 
times it is extreme. 

In arriving at a diagnosis of the cause of the venous obstruction, malignant disease 
within the thorax will be uppermost in one’s mind—especially mediastinal sarcoma, starting 
in the thymus or in the lymphatic glands. It is only when the history and course are too 
long for primary or secondary malignant neoplasm that other causes of venous obstruction 
will be regarded as more likely, such as thrombosis extending to an innominate vein or to 
the superior vena cava from a whitlow, boil, or other inflammatory affection of the hand, 
arm, axilla, head, face, neck, shoulder, or front of chest ; or chronic fibrous mediastinitis, 
sometimes tuberculous or gummatous (Fig. 308, p. 749) but often rheumatic in origin, and 
resulting from repeated attacks of pericarditis and pleurisy, with matting together, not only 
of the pleure to the diaphragm and pericardium, but also of all the structures in the superior, 
_ posterior, and anterior mediastina to one another ; or, far less commonly, to aneurysm of the 
thoracic aorta or a non-malignant mediastinal tumour, such as a hydatid cyst (Fig. 137, 
p. 291), a dermoid cyst, or a large congenital fibroma, which may have been quiescent 
within the. chest for many years before starting to enlarge and obstruct structures in its 
neighbourhood ; the latter conditions, except aneurysm, are rarities, and although an aortic 
aneurysm does sometimes obstruct the superior vena cava sufficiently to cause distention 
or varicosity of the veins upon the chest wall, such varicosity is so much more marked in 
a case of intrathoracic malignant disease that one may say that when the diagnosis lies 
between neoplasm and aneurysm the presence of marked distention of the veins of the 
chest-wall indicates the former rather than the latter, though the converse of this is not 


true. Tlerbert French. 


VERTIGO, popularly known as dizziness or giddiness, depends upon a disturbance of 
the sense of equilibrium. In slight cases the trouble is perceptible to the sufferer either 
as the apparent movement of motionless objects (objective vertigo), or his own body mazy 
appear to be moving in relation to surrounding fixed structures (subjective vertigo). In 
more severe cases it may lead to reeling or staggering, and unless the patient can grasp 
some fixed support he may fall. | 

The equilibrium of the body is maintained by the co-ordinated action of various groups 
of muscles, and the nervous mechanism for this co-ordination is situated in the cerebellum. 
Afferent impulses are brought to the cerebellar centres from the muscles, skin, joints, eyes, 
and the semicircular canals. The cerebellum is also connected with the motor centres 
of the cerebral hemisphere, and thus the requisite contraction of the necessary muscles 
is ensured. Disturbances of equilibrium may therefore be the result of a lesion ‘in the 
cerebellum itself or in one of the afferent tracts. True vertigo depends mainly upon 
interference with the afferent impulses from the semicircular canals or from the eyes, and 
it is often accompanied by nystagmus during attacks. 

Occasionally vertigo may be the result of altered cutaneous impulses due to such 
causes as anesthesia of the soles of the feet. Some people experience a slight feeling of 
giddiness on stepping on to some soft material such as turf or india-rubber pavement after 
walking on a hard road. Unusual cutaneous impulses are the probable explanation. 

Interference with the afferent impulses from the muscles themselves, such as occurs 
in tabes dorsalis, leads to reeling and staggering rather than to true vertigo. The ocular 
impressions correct the false sensations from the muscles, and hence loss of equilibrium is 
more likely to occur in the dark, or when these impressions are cut off by covering the 
patient’s eyes. — 

Vertigo is sometimes divided into * general’ vertigo and ‘special’ vertigo. In the 
latter, objects appear to move, or the patient tends to fall in a definite direction. Special 
vertigo points to a lesion of a particular semicircular canal. Thus, if there is a lesion of 
the external semicircular canal, objects appear to move in a horizontal plane, and the 
patient tends to fall towards the affected side. When the superior canal is the source of 
the trouble. objects rotate in a vertical plane, and the patient falls forward. ‘Temporary 
vertigo, even of a very severe nature, may be produced readily in a healthy individual by 
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prolonged movements of rotation or of swinging. In this case the cause of the giddiness 
is probably unequal pressure in the endolymph in the different semicircular canals. The 
dizziness with which many people are affected when near the edge of a high cliff is most 
likely ocular in origin, and depends upon the sudden cessation of visual impulses from 
near objects. Some persons are exceedingly susceptible to alterations in these impressions, 
and travelling by train or the movement of a boat may be sufficient to cause considerable 
dizziness. . 

Vertigo may also be of towic origin. Alcohol and tobacco are familiar examples ; the 
dizziness associated with ptomaine poisoning, and in some cases of gastric disturbance, 
is also probably of this nature. 

Vertigo is not infrequently of cerebral origin, either with or without some gross lesion. 
Thus it occurs in migraine, and is also a frequent aura of an epileptic fit. Vertigo may 
depend upon alterations in the blood-pressure, and this is the probable explanation of its 
occurrence in arteriosclerosis and nephritis, where the blood-pressure is increased. It may 
also occur in cases where the blood-pressure is diminished, as in Addison’s disease, some 
cnemic states, and during convalescence from any prolonged illness. This may be due 
to defective nutrition of the central nuclei. Attacks of vertigo occurring in elderly people 
with atheromatous arteries or suffering from chronic nephritis or arteriosclerosis must 
always be regarded as. of serious import, since they may be the precursor of cerebral 
hemorrhage or thrombosis. Severe vertigo may be one of the symptoms of a cerebral 
tumour. It is more likely to be present when the growth is in the cerebellum, especially 
if the middle lobe is involved. A tumour involving the auditory nerve in its intracranial 
course will also give rise to this symptom. A cerebral or cerebellar abscess may also cause 
vertigo, but in this case there may also be suppuration in the middle ear, and the giddiness 
may be of labyrinthine origin. Optic neuritis should be looked for in every case of vertigo. 

Vertigo may be of ocular origin. It is especially likely to occur when there is some 
lesion of the nerves or muscles leading to diplopia. 

Laryngeal vertigo is a very rare condition; spasm of the glottis is accompanied by 
severe giddiness which causes the patient to fall down, and he may lose consciousness for 
a few seconds. Complete recovery ensues in a short time, but the attacks are likely to 
recur. This trouble may be of an epileptic nature. 

Vertigo is, however, most commonly of aural origin, and is a frequent symptom of 
diseases of the ear, especially of the internal ear or labyrinth. In its most intense form 
it is one of the symptoms of ‘ Méniére’s disease.’ Its onset is then sudden, and so severe 
that the patient falls to the ground and even loses consciousness. Associated with the 
giddiness are severe tinnitus, and unilateral or bilateral deafness, while nausea, vomiting, 
and pallor of the face are frequently present. The vertigo passes off after a few hours or 
days, but impairment of hearing and tinnitus persist. The attacks tend to recur. Méniere’s 
disease is probably caused by a sudden increase in pressure in the endolymph, and, in 
some cases at any rate, appears to be due to hemorrhage into the semicircular canals. In 
some cases an embolism may be the cause. True Méniére’s disease is very rare; but the 
occurrence of the symptoms, viz., vertigo, deafness, and tinnitus, in a less acute and sudden 
form, is by no means uncommon. They may be present without any obvious lesion of the 
middle or external ear, though sometimes there is some abnormality in one of these portions 
of the auditory apparatus. Vertigo may be traumatic in origin, e.g., after a fracture of 
the base of the skull. 

Syphilitic disease of the internal ear may produce symptoms closely resembling those 
of Méniére’s disease, in that giddiness, tinnitus, and labyrinthine deafness are associated, 
the onset being quite sudden. Vertigo is, however, occasionally absent. The trouble is 
usually unilateral, and may occur in the secondary or tertiary stages. The diagnosis will 
depend on the history of syphilis or other evidences of the disease. Similar symptoms 
may occur in congenital syphilis, usually between the ages of ten and fifteen years, though 
occasionally much later. Eustachian-tube obstruction is usually present also, but treat- 
ment of this fails to improve the hearing, and other characteristic troubles, especially 
interstitial keratitis, may be found. Aural vertigo may also be associated with some lesion 
of the external or middle ear. Thus in the former case there may be a foreign body, or even 
a plug of impacted cerumen, as the exciting cause. 

Vertigo is not infrequently present in chronic middle-ear suppuration. This may be 
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due to labyrinthine inflammation or irritation, but a definite labyrinthine lesion is not 
necessarily present. In many cases the giddiness is caused by pressure on the stapes or 
the fenestra rotunda. Some patients with a perforation of the tympanic membrane 
become giddy whenever the ear is syringed. Occasionally the use of unduly hot or cold 
lotions produces this trouble. It is usually the result of pressure on the stapes, though 
occasionally the vertigo may have the special character associated with a lesion of the 
external semicircular canal (vide supra). When this is the case there is probably some 
erosion of the bony external canal. Similar giddiness may occur from a like cause on 
syringing the ear after a radical mastoid operation. 

Vertigo may occur in otosclerosis, though it is not common in this disease, and is 
always of less importance than the DEAFNEss (p. 163) and TINNITUS (p. 722). Gout and 
gouty dyspepsia, with or without evidence of arteriosclerosis, may also be the cause of 
attacks of vertigo. 

When a patient complains of vertigo, the ears should always be examined carefully. 
The hearing should be tested, and if the cause of the trouble is in the labyrinth, the deafness 
will have the characters of nerve deafness (p. 166). The onset of the trouble must be 
investigated carefully, and any associated symptoms ascertained. The eyes and ocular 
muscles must be examined, and if nystagmus is present the character of the movements 
should be observed. A general examination of the patient should also be made for some 
general constitutional cause such as gout, albuminuria, or arteriosclerosis. Philip Turner. 


VESICLES.—One of the primary lesions, the vesicle may be defined as a circum- 
scribed epidermal elevation varying in size from a pin’s head to a small pea, and containing 
serous fluid, which may become sero-purulent or be mixed with blood. Serous elevations 
larger than a small pea are classified as BULL& (p. 96). To bullae, therefore, vesicles 
bear the same relation as papules bear to tubercles. They differ from bullae, however, 
not only in size, but in their mode of formation. They are always the result of an inflam- 
matory process, whereas in the case of bull there is a veritable cleavage of the epidermis. 
Vesicles, again, often contain a number of chambers, at any rate in the beginning, whereas 
bull are from the outset unilocular. They may originate as vesicles, or may develop 
from papules. Vesiculation may be either parenchymatous or interstitial. In the one 
case, as in varicella, the plasma accumulates within the Malpighian cells, and the unicellular 
vesicles which are thus formed run into each other. In the other case, as in eczema, the 
plasma accumulates between the Malpighian cells. 

In shape, vesicles are usually rounded, conical, or acuminate ; but they may tend 
to the oblong form, as in scabies, or they may be both oblong and irregular, as in dermatitis 
herpetiformis. The larger ones are occasionally umbilicated, as in variola, and instead 
of being tense, as is usual with vesicles, may be flaccid, as in herpes and dermatitis herpeti- 
formis. At first the liquid they contain consists almost invariably of pure plasma, and 
is quite clear, or with the faintest tinge of yellow ; but exceptionally the fluid is from the 
beginning mixed with blood. After a time the clear fluid becomes turbid. In some condi- 
tions, as in varicella and miliaria, they remain discrete and few in number; but usually, 
as in herpes, eczema, and dermatitis herpetiformis, there is a plentiful crop of them, 
forming groups or closely-set clusters. As a rule, they are of short duration: either they 
rupture and crust over, as in eczema, or they dry up and a crust is formed, as is usual in 
herpes ; or they enlarge into blebs, as frequently occurs in dermatitis herpetiformis ; or 
they are transformed into pustules, as in variola. On mucous membranes and the lips, 
and in folds of the skin, they break more quickly than in other situations, and leave 
excoriations. Since, as already stated, vesicles are the result of a more or less inflamma- 
tory process, they usually give rise to much burning and itching, though in some conditions, 
as in hidrocystoma, these symptoms are absent. 

The most distinctively vesicular affections are herpes simplex and herpes zoster. In 
simple herpes the face and the genital organs are affected chiefly. The characteristic 
lesion is a cluster of transparent vesicles varying in number from two or three to twenty 
or more, seated on an erythematous patch, and surrounded by a narrow red zone. First, 
a slightly red spot appears on the skin; effusion quickly takes place under the epidermis, 
and vesicles are formed; these become opaque—sometimes purulent—shrivel up, and 


form yellowish-brown crusts, which after a few days become detached, usually leaving no 
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scar, but a brownish stain that slowly fades and disappears. These four stages in the 
evolution of the lesion are styled the congestive, vesicating, desiccating, and macular 
stages. On mucous membranes the lesion runs a rather different course. Here the 
vesicles are quickly reduced to a whitish pulp, which presents the appearance of a false 
membrane. When this becomes detached, it reveals a number of roundish excoriations, 
either scattered about irregularly or running into each other and forming largish ulcers. 
The favourite situations of the vesicles in herpes genitalis are, in men, the prepuce, 
especially its inner surface, the meatus, the sulcus, and the glans; in women, the labia 
and the cervix. In men, the vesicles are usually discrete, and the patient complains only 
of the itching and burning; but if they are neglected, or irritated by the application of 
caustics, there may be severe and extensive ulceration, with swelling of the inguinal glands. 
In women, the vesicles tend to become confluent, and the perineum, the inside of the 
thighs, and the mons veneris may be invaded. There may be a great deal of swelling, 
excoriation, and discharge, with intense itching and burning, and, as in men, there may 
be enlargement of the neighbouring glands. The vesicles of genital herpes are too 
characteristic to be mistaken if they are seen before their real significance is obscured by 
ulceration. If, however, the ulceration is considerable, and especially if there is much 
suppuration, the herpes may be mistaken for chancroids. Generally, however, soft sores 
are multiple, have a fouler base, excavate more deeply, and the healing process is much 
slower. Soft sores, further, are flattened at the base, secrete very little liquid, and -are 
auto-inoculable. In some cases there may be doubt as between herpes genitalis and true 
chancre, especially as, according to Fournier, a chancre not infrequently develops in the 
midst of a premonitory eruption of herpes. The points of differentiation are the absence, 
in herpes, of induration, the less considerable and more transitory gland-enlargement, 
the multiplicity, irregular form, and small size of the ulcers, and the intense burning and 
itching. 

In the crusted stage, facial herpes may resemble impetigo, but the rapid- course it 
runs, its limited distribution, the facts that it is not auto-inoculable, and that in impetigo 
the lips are seldom attacked, should suffice to obviate the confusion. The points which 
distinguish herpes facialis from vesicular eczema are touched upon below. 

In herpes zoster (zona, shingles), clusters of vesicles seated on an erythematous base 
appear in the region of skin distribution of one or more of the posterior spinal nerve roots, 
preceded or accompanied by neuralgic pain and tenderness in the part. The erythematous 
patches, more or less oval, with the long axis parallel to the underlying nerve, come out 
in crops, the number of lesions varying from two or three to twenty or thirty. Soon the 
surface of the patches is studded with papules, which are quickly transformed into vesicles, 
from ten to twenty on each patch, sometimes discrete, sometimes running into each 
other to form bulle. An important diagnostic feature of the eruption is, that in the great 
majority of cases it is unilateral, and appears much more frequently on the right side than 
on the left. In rare cases, however, it forms a complete girdle round the body. The 
usual limitation to one side of the body, the distribution in one or more nervous territories, 
and the preceding or accompanying neuralgia, usually suffice to distinguish herpes zoster 
from erythema multiforme and from dermatitis herpetiformis. Another important point. 
in diagnosis is the history, for zoster is not a recurring disease. These various characters. 
serve to distinguish it also from herpes simplex and herpes genitalis. The neuralgic pain 
may be mistaken at first for pleurisy, but the course the affection runs soon clears up the 
confusion. I should add that in herpes zoster the forehead, the conjunctiva, and the 
eyeball are frequently attacked, and sometimes the mouth, especially the tongue. In rare 
cases the lesions on the tongue are not associated with an eruption on the lips or the palate. 

Although the vesicular stage is not, as some authorities consider, a necessary phase 
in the evolution of eczema, the vesicie is undoubtedly the most constant of all the primary 
lesions met with in that condition. Usually, following sensations of itching and burning, 
an erythematous blush appears, which is soon studded with numerous tiny vesicles. These 
grow larger and often coalesce, but they soon rupture or are broken by scratching, and a 
clear fluid exudes, the *‘ weeping’ continuing as later vesicles break. In mild cases, the 
inflammation subsides gradually, and as the discharge ceases, scales or crusts are formed ; 
but much more frequently fresh crops of vesicles start up around the edge of the earlier 
patches, while new centres are formed in other parts, until nearly the whole cutaneous 
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surface may be involved. In some cases papules are the predominant feature, in others 
erythematous lesions ; in yet others pustules, and in extensive cases, the several kinds of 
lesions may be all present simultaneously. From herpes in general, eczema is distinguished 
by the characteristic exudation, by the crowds of tiny vesicles, which coalesce without 
forming distinct groups, by the slower evolution of the disease, and by the fact that as a 
rule there is some inflammatory thickening. From herpes zoster it is differentiated by 
the peculiar distribution of the vesicles in that affection (see above). 

Acute vesicular dermatitis is precisely similar to acute eczema in its actual lesions, 
but differs from it in that a definite irritant cause exists and it does not recur, as does 
eczema, spontaneously, but only if the external cause is re-applied. The effects of certain 
plants, notably primula obconica and rhus toxicodendron, are familiar in this respect ; so 
also is the vesicular eruption produced in some individuals by sugar (grocer’s dermatitis), 
by the use of certain soaps (soap dermatitis), by the sawdust of satin-wood, by the use of 
lime in making mortar, by the hairs of certain caterpillars, and by various applications 
and lotions (application dermatitis), including tincture of arnica montana, mesotan, 
essence of vanilla ; and of course all the well-known vesicating drugs such as cantharides, 
croton oil, capsicum, mineral acids, caustic alkalies, strong iodine or turpentine, and so on. 
The diagnosis is afforded by a knowledge of exposure to any of these, and in obscure cases 
is sometimes suggested by the fact that exposed parts only are affected, or that the patient 
is ill only when living in certain places or doing certain work. 

Doubt can seldom arise as between eczema and dermatitis herpetiformis. It is true 
that the earliest and perhaps the most characteristic lesion of the latter disease is a 
vesicular eruption, appearing on an erythematous base ; but the disposition of the vesicles 
in herpetiform groups should prevent confusion between the two conditions. The vesicles 
soon dry up and form scabs, but later they tend to coalesce into bullae, which scarcely 
ever burst spontaneously but, as their contents thicken, slowly shrink, and finally, if left 
to themselves, shrivel up to a thick brown scab. The * weeping’ of eczema is therefore 
absent in dermatitis herpetiformis, of which, further, multiformity is a more pronounced 
feature—erythematous, vesicular, pustular, papular, and urticarial elements being mingled 
in all stages of evolution. Eosinophilia is more pronounced with dermatitis herpeti- 
formis than it is with eczema (p. 99). 

The vesicles of impetigo contagiosa are distinguishable from those of eczema by the 
larger size and discrete character of the former, and by their tendency to dry and form 
yellowish crusts without breaking, or as soon as they have broken. Even when the lesions 
run together and large crusts are formed, there will be discrete vesicles and papules which 
will point to the true nature of the affection. 

Miliaria rubra may sometimes resemble the vesicular stage of eczema, but here again 
the lesions, though numerous, remain discrete : they do not run together to form patches, 
they do not rupture, and there is no *‘ weeping. Miliaria of all forms is a very transitory 
affection, and instead of the intense itching of eczema, the patient describes his sensations 
as those rather of pricking and tingling. In the form of miliaria known as_hidro- 
cystoma, or dysidrosis of the face, small vesicles like those of miliaria appear on the face, 
but they are so grouped as to form patches, which show no tendency to spontaneous 
involution. 

Scabies is another affection in which the vesicles, like those of impetigo and of 
miliaria, are discrete. Sometimes the lesions, usually consisting of papules and pustules 
as well as of vesicles, take on an eczematous character, but they are not localized as are 
those of eczema, and instead of being small, acuminated, or circular, they tend to be linear. 
In uncleanly persons, the burrows between the fingers and elsewhere which mark off 
scabies from all other affections, can hardly be overlooked. When they cannot be found, 
either because they have not yet been formed or because they have been laid open by 
scratching, the diagnosis of scabies must rest upon the irregularity of the lesions—vesicles, 
bullae, and pustules being mingled with the marks of the finger-nails and the results of 
secondary inoculations—and upon the distribution, the parts most affected being those 
where the skin is least thick, namely, the webs between the fingers and toes, the front of 
the wrist, inside the umbilicus, on the lower abdomen, the genitalia, the nipples in women, 
and the axillary folds. The face nearly always escapes, except in infants in arms. 

Another vesicular condition in which the hands are specially attacked is cheitropom 
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pholyx, in which numerous minute vesicles deeply imbedded in the skin, and showing 
through the epidermis like boiled sago-grains, are distributed symmetrically on the extremi- 
ties—always on the palms and fingers, and frequently also on the soles and toes. The 
general features of the affection—the limitation of the vesicles to the hands and feet and 
their proneness to unite and form bullae which dry up, the tendency to recovery followed 
by repeated recurrence, and the constant association of the eruption with the summer 
season—are sufficiently distinctive, and the diagnosis is seldom in doubt. In some slight 
cases there is a general resemblance to certain subacute and limited cases of eczema in 
which the lesions may present the sago-grain aspect; but instead of rupturing and 
‘ weeping,’ the vesicles in cheiropompholyx tend to run together into bulle, which shrink 
and crust over. This formation of bullze by coalescence of vesicles differentiates the 
condition also from pemphigus. 

In erythema multiforme the vesicle can seldom be difficult of interpretation, even in 
erythema iris, or as it is also styled, erythema vesiculosum. In one form of this affection 
a small red spot appears, upon which is formed a vesicle that is quickly surrounded by 
a zone of redness. When the central vesicle dries up it leaves a small scab, and a ring of 
secondary vesicles soon appears on the red zone. On the separation of the central scab, 
the skin beneath has a blue, congested appearance. The whole process may be repeated 
time after time until the concentric rings of vesicles and reddened skin suggest comparison 
with a target. In the form of erythema iris, which sometimes is infelicitously called herpes 
iris, a large central bulla is encircled by vesicles of considerable size. Outside the first 
ring of vesicles another circle may develop, and outside the second, sometimes a third. 
The symptoms of vesicular erythema multiforme are so characteristic that the affection 
can hardly be mistaken for anything else. 

Lichen planus is so characteristically a papular affection that the absence of vesicles 
is one of the points which distinguish it from eczema. In some cases, however—very 
rarely in adults, and rather less infrequently in children—vesicles appear, but never so 
as to confuse the diagnosis. In lichen urticatus a vesicle appears on the summit of the 
small wheal, and the condition may offer some resemblance to eczema ; but the individual 
lesions do not tend to run together nor to spread centrifugally, as in eczema, and the itching 
is usually more intense. 

The vesicular form of secondary syphilis is so rare that by some authorities its existence 
is not recognized, and Stelwagon, who has never met with a case, justly points to the 
possibility of its being due, at any rate occasionally, to drug idiosyncrasy. The vesicles 
are reported as occurring in several forms: they may be minute, eczematoid, disseminated 
and grouped, or larger, irregularly scattered, or disposed in herpetiform groups; and 
cases have been reported which simulate herpes zoster. |The vesicles in syphilis are usually 
associated with papules, and they have a papular base, the disappearance of which leaves 
a long-persisting dark stain. The papular base and the slow evolution are important 
diagnostic points ; and usually other signs of syphilis will be present. 

In lymphangioma circumscriptum, even more than in vesicular syphilis, the significance 
of the vesicles can hardly be missed. In circumscribed areas of the skin there is an 
eruption of clusters of small, deep-seated, thick-walled vesicles, straw-coloured, some- 
times marked with red strie, and filled with a clear alkaline fluid which contains a few 
lymph corpuscles. The affection, which consists in the over-growth and dilatation of 
lymph-vessels and the formation of new ones, is probably congenital, though not generally 
noticed until early childhood. 

Varicella—to come to the eruptive fevers—is an essentially vesicular affection: only 
occasionally do the vesicles develop into pustules. They are usually preceded by reddish 
spots of slight elevation, and the commonest situations are the face, chest, shoulders, back, 
and scalp, but they may also be found on the mucous membrane of the palate, mouth, 
or lips. As a rule the rash comes out within twenty-four hours. Often there is but 
trifling systemic disturbance. In the infrequent cases in which the varicellar eruption 
becomes pustular, it may possibly be confused with a pustular syphilide; but in the 
syphilide the lesions are pustular from the outset, or develop out of papules, and 
although the lesions of varicella start as papules, these are almost invariably small and 
evanescent. The absence of itching in syphilis is another point of difference. In 
exceptional cases of strophulus the vesicle on the summit may develop until it becomes 
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visible macroscopically, and it may then be confused with varicella; but the cases are 
so rare as to be negligible. 

It is with small-pox that chicken-pox is most often confused. In small-pox the 
vesicles are usually multilocular ; in chicken-pox they are usually unilocular. In small- 
pox they are frequently umbilicated ; in chicken-pox they are never umbilicated, and 
seldom even dimpled. The differences between the two exanthems in respect of the rash 
and the lesions generally, as summarized by Ricketts in ** The Diagnosis of Small-pox,”’ 
are these : In variola, the rash is most abundant on the face and limbs, and least abundant 
on the abdomen and chest (fig. 305); in varicella, the abdomen and chest are covered 
as thickly as the face, if not more thickly. In variola, the rash is much more abundant 
on the back than on the abdomen ; in varicella, the abdomen and the back receive equal 
attention. In variola, the rash is more abundant on the shoulders than across the loins, 
and on the chest than on the abdomen; in varicella, the distribution as between these 
parts is indifferent. In variola, the rash favours the limbs and is distributed centrifugally ; 
in varicella it tends to avoid the limbs, and when it invades them is centripetal. In 
variola the rash, unlike that in varicella, favours prominences and surfaces exposed to 
irritation, and tends to avoid protected surfaces and depressions. As to the lesions 
generally, in variola they are deep- 
seated and have an infiltrated base; 
are generally circular in outline and 
homogeneous in character; whereas 
in varicella they are superficial and 
have no infiltrated base, are fre- 
quently irregular in outline, or else 
oval or elongated, and are not, as 
a rule, homogeneous. 

Vaccinal eruptions may consist 
(1) of tiny vesicles or small super- 
ficial papules, or of a combination 
of those elements ; or (2) of a small 
papule with a vesicular or pustular 
head. In the second case the erup- 
tion may simulate modified small- 
pox, but almost always the vaccinal 
lesions are more superficial than 
those of the mildest cases of small- 
pox, and show a preference for the 
trunk. 

In eruptions due to the use of 
bromides, iodides, and other drugs, Fig. 305.—Small-pox: showing distribution of the eruption, 
the vesicle is but one of the ele- particularly on the face and limbs rather than on the neck and 
ments, and the nature of the a (From a photograph by Dr. D. S. Davies.) 
affection is usually indicated with 
sufficient distinctness by the history of the case, the remission that occurs when the drug is 
withheld, and the recurrence that takes place when its administration is resumed. Vesicles 
that follow the bites or stings of gnats, mosquitoes, etc., are always easily recognizable from 
the history, and from the central punctum to be seen in the lesions ; nor can there be 
any doubt as to the significance of those due to such accidental causes as frostbite and 
pressure from splints. Malcolm Morris. 


VISION, DEFECTS OF.—This subject may be considered in the following order :— 
(I) Normal vision, (II) Amblyopia, (III) Partial blindness, (IV) Complete blindness, 
(V) Colour blindness, (V1) Abnormal sensations of size, (VII) Day- and Night-blindness. 


NORMAL VISION. 


1. Visual Acuity.—The act of vision comprises the perception of form, colour, and 
brightness ; and, in vision with two eyes the perception of space and distance. These 
faculties are possessed by all parts of the retina, though in varying degrees, and they are of 
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varying importance. It is necessary to distinguish between peripheral and central vision ; 
or, in other words. between merely seeing a thing and looking at it. An object is seen by 
any portion of the retina that has visual perception ; but an object is only looked at when 
its image falls upon a particular portion of the retina, the yellow spot, which is situated at 
the posterior pole of the globe on the outer side of the optic disc. The act of so directing 
the eye that the image of a given object shall fall upon the yellow spot, is termed ‘ fixa- 
tion. The vision obtained by the fixation of the eye is termed ‘ central vision,’ and 
owing to the anatomical structure of the retina at the yellow spot, the vision here is the 
most acute of which the eye is capable, though its area is very limited. In the normal 
eye, central vision is capable of distinguishing two points or parallel lines, which are separ- 
ated by a space which subtends an angle of 1’—approximately the diameter of a sixpenny- 
piece at 200 feet—and it is on this basis that ordinary test-types are constructed. Central 
vision, however, though acute, is very limited in extent, and it is estimated that the field 
of acute vision is only about the size of the thumb-nail held at arm’s length, all vision out- 
side this area being comparatively blurred and indistinct. This limitation of the field of 
acute central vision is barely appreciated under ordinary circumstances, owing to the 
rapidity with which the retina receives consecutive visual impressions, and the constant 
movements of the eyes. Compared with the visual acuity of the central portion of the field 
of vision, peripheral vision is relatively poor, though it is of extreme value in a different way. 
To appreciate the importance of peripheral vision it is only necessary to try to walk about 
looking through a roll of music; though central vision is unimpaired, and the smallest 
object can be seen distinctly, locomotion is almost impossible, owing to the inability to see 
where one is going or to ascertain one’s position in relation to surrounding objects, the 
peripheral portion of the field of vision being responsible for the automatic appreciation of 
these. On the other hand, a person from some cause deprived of central vision can see to 
get about quite well, and has useful vision for many purposes, though he is unable to read 
or write, recognize people when looking directly at them, or do any work in which fine 
vision is required. 

2. Colour Vision.—A person with normal colour vision can recognize six or seven 
distinct colours in the solar spectrum, and is able to appreciate many hundreds of varieties 
of colour caused by mixtures of them, and the colour perception of the normal person is 
most acute in the central portion of the field ; but the field of vision for colours under equal 
illumination has by no means the same boundaries as the field of vision for white. The 
fields of vision for all colours are smaller than that for white, and the fields for red, green, 
and blue vary in extent among themselves. The field for blue is the largest, for red is next 
in point of size, and the field of vision for green is the smallest of all, being roughly only 
about half to a third the diameter of the field for white. 

5. Brightness Perception.—The central and peripheral portions of the field of vision 
vary very much in their perception of brightness. In ordinary illumination the central 
portion of the field is the most efficient, but in a very weak illumination the peripheral por- 
tion has a higher efficiency than the central part : in other words, there is in very dim lights 
a relative central scotoma or loss of vision. This fact has long been known to astronomers, 
who have found that in counting stars of low magnitudes, vision is much better if the parti- 
cular constellation or group of stars is not looked at directly, the Pleiades being a well-known 
example ; more of these stars can be counted when the vision is directed to a point a little 
above or below them or to one side, whereas direct vision is comparatively dim and confused ; 
and the same holds good of vision for any object in a dim light. Walking along a country 
road on a dark night, it will be found that a foot-path or track can be seen more easily if the 
gaze is directed forwards and not at the ground itself. These facts concerning vision may 
be correlated with the actual anatomical structure of the retina itself. It is found that in 
the region of the yellow spot—the area of the retina endowed with acute vision—the cones 
are very numerous, with few rods; towards the periphery of the retina the cones become 
fewer and the rods more numerous. It is now generally held that the function of the cones 
is to work in light of considerable brilliance, that they are capable of extremely acute vision 
for small objects, and are also concerned in the perception of colour. The rods, on the 
other hand, have no perception of colour ; their perception of form is poor compared with 
that of the cones ; but in very weak lights their visual acuity is greater than that of the 
cones. In support of this theory may be mentioned the fact that the retine of nocturnal 
animals are more fully provided with rods than cones. 
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AMBLYOPIA. 


Amblyopia is the term applied to defective vision in which there is little or no evidence 
of any ocular condition which might account for the visual defect. It is not, therefore, 
employed where there is any obvious intra-ocular or intracranial lesion. The commoner 
forms of amblyopia are (1) Amblyopia ex anopsia ; (2) Uremic ; (8) W ith nystagmus ; (4) 
Due to alcohol, tobacco, lead, quinine, organic forms of arsenic such as atoxyl ; (5) Migraine ; 
(6) Cortical or crossed amblyopia ; (7) With hysteria. 

Amblyopia ex Anopsia, is usually associated with a squinting eye, which may or may 
not have been put straight by operation. It is still open to discussion whether the amblyopia 
in such conditions is due to the loss of use by reason of the squint, or whether the squint is 
due to the visual defect ; but the fact remains, that in many squinting eyes the visual acuity 
is very much below normal, though objectively the eye exhibits no abnormal symptoms. 

Uremic Amblyopia, or Amaurosis, may be recognized by its association with renal 
disease, whether complicated by pregnancy or not. It is characterized by its comparatively 
sudden onset, vision failing either partially or completely within a few hours. The failure 
of vision may be accompanied by well-marked retinitis in both eyes ; but in many cases 
this is absent and the discs appear quite normal. The failure of vision lasts for from thirty- 
six to forty-eight hours, and then slowly disappears, the whole attack lasting, as a rule, 
under a week. In the majority of cases, unless there is some definite injury to the optic 
nerve or retina as the result of retinitis, the vision recovers entirely. In some cases of 
uremia the blindness is complete. 

Amblyopia with Nystagmus is usually associated with evidence of visual affections 
in very early life. At birth, fixation is not developed, and the higher visual acuity is only 
acquired after the first few months of infant life. Any affection of the eyes, therefore, that 
obscures the vision during the earlier weeks or months of life, prevents the due development 
of central vision and leads to a permanent amblyopia, as a rule associated with nystagmus, 
Such affections are ophthalmia neonatorum, which leaves more or less corneal opacity ; 
perforation of the cornea with anterior polar cataract as the result of this ophthalmia ; con- 
genital defects, such as a persistent hyaloid artery or macular coloboma ; and any retinitis 
or choroiditis affecting the region of the yellow spot. 

The Amblyopia due to Lead, Alcohol, Tobacco, Quinine, or Atoxyl, is usually 
described as a toxic amblyopia, and the symptoms are somewhat similar in all the varieties. 
In tobacco amblyopia there is a central loss of vision for colours, green only in the earlier 
stages, subsequently green and red, and in extreme cases even a central scotoma for white ; 
total blindness is practically unknown. The patient also states that he sees better in a dull 
than in a bright light, and that he is incapable of reading or writing, or distinguishing silver 
from gold coins. The ocular signs are usually very slight, being limited to some redness 
and blurring of the optic disc in early cases, or pallor of the outer side of the disc in later 
stages. Alcoholic amblyopia resembles in most of its symptoms the amblyopia due to 
tobacco, though vision for red is usually lost before vision for green. Amblyopia due to 
lead or atoxyl is rare, but it is also usually characterized by a central scotoma associated 
with some slight optic neuritis or atrophy. In quinine amblyopia the retinal vessels are 
extremely constricted, the disc is pale and the field of vision is diminished peripherally. 

The Amblyopia of Migraine is usually transitory, and may occur either in the form 
of a central scotoma, hemianopia, or monocular blindness. It is more rarely seen in the 
form of a quadrant hemianopia or a ring scotoma. In all cases the diagnosis is compara- 
tively easy, as the amblyopia seldom lasts more than a few minutes, and is followed later 
by the characteristic headache and sickness of migraine. 

Amblyopia has also been described as due to disease of the Visual Cortex, and rare 
cases have been described of a Crossed Amblyopia or defect of vision in one eye due to 
disease of the visual cortex of the other. The loss of vision is, however, usually associated 
with some slight defect of vision in the opposite eye, and hemianopia is much more com- 
monly the symptom of disease of the visual cortex. 

Hysterical Amblyopia may, like other hysterical affections, take various forms, such 
as loss of visual acuity, a loss of colour vision, or diminution in the visual field. The charac- 
teristic form of the visual field in hysteria is either a spiral contraction or an extreme con- 
centric limitation. The symptoms, however, vary very much at different examinations, a 
point of much importance in diagnosis. In certain cases there may be a functional loss of 
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vision in one or both eyes, which can be recognized as hysterical by the employment of 
Snellen’s coloured types or some other device for deceiving the patient. 


PARTIAL BLINDNESS. 


This may be (1) Definite, or (2) Indefinite. 

1. Definite: (a) Hemianopia; (b) Central scotoma; (c) Peripheral constriction. 

(a). Hemianopia (see HEMIANOPSIA, p. 300). 

(b). Central Scotoma.—A scotoma is a local defect in the visual field, and, from its posi- 
tion, may be either central or peripheral ; it may also be negative or positive. A negative 
scotoma is one where the defect of vision exists, but where the patient notices nothing abnor- 
mal. The best example of a negative scotoma is the blind spot in the field of vision caused 
by the entrance of the optic nerve. This area is blind, but the individual is not conscious 
of any visual defect. . Scotomata of this character exist where there is some injury of the 
visual layers of the retina itself, or of the optic nerve or tract. 

A positive scotoma is one in which the visual defect is noticed as a black or coloured 
spot or cloud which obscures the vision in some part of the visual field. Such positive 
scotomata are due to lesions of the retina, such as hemorrhages or patches of pigment 
which do not destroy the visual layers. Vision still remains ; but it is obscured by some 
unusual opacity in the retina itself or in the adjacent portion of the vitreous. 

Scotomata frequently exist in the peripheral portion of the field of vision without 
being noticed, as they are of little importance in direct vision, and are not discovered unless 
looked for carefully. A central scotoma, on the other hand, is noticed at once, however 
minute, because it affects direct vision and produces a considerable defect in the visual 
acuity. A central scotoma may be either relative or absolute, and may exist for colours 
only or for objects. Central loss of vision for colours, more particularly red and green, is 
associated with tobacco and alcohol poisoning. The colours cannot be recognized in small 
objects when looked at directly, though a red or green object in the peripheral portion of 
the field of vision will be recognized as such. This scotoma is associated with greater or 
less diminution of the general visual acuity, and vision in such cases is generally better in a 
dull than in a bright light. 

Absolute central scotomata are met with in disseminated sclerosis, in certain forms of 
hereditary optic atrophy, and may persist after the acute affection of the optic nerve known 
as retrobulbar neuritis, or in rare cases after severe attacks of migraine. In nearly 25 per 
cent of all cases of disseminated sclerosis a central scotoma exists, and the diagnosis in such 
a case will be confirmed by its association with the general symptoms of the disease and 
with other ocular symptoms, such as optic atrophy, paralysis of accommodation, paralysis 
of the extrinsic ocular movements, or nystagmus. There is usually some pallor of the optic 
disc, though this is no indication as to the amount of visual defect. The diagnosis of a 
hereditary optic atrophy depends to a great extent upon the history of a similar affection 
among family relations and its usual period of incidence, namely, early adult life. It is 
associated with either neuritis or atrophy of the optic disc. Retrobulbar neuritis usually 
occurs in young adults, commonly attacks one eye only, and is sudden in its onset, vision 
failing from normal to no perception of light in a few hours. In the great majority of cases 
vision commences to return after the lapse of a day or two, and is ultimately restored in a 
fortnight or three weeks. If any defect remains it is usually central, and is due to some 
injury to those axial fibres of the optic nerve which supply the macular region. Central 
scotomata after migraine are rare, but may be ascribed to that cause when there is a definite 
history of sudden loss of sight associated with the characteristic hemicrania and vomiting. 
It is to be noted that central scotomata are not always easy to map out on a chart, owing to 
the patient’s loss of power of fixation ; a careful use of the perimeter by an experienced 
observer is necessary. A small central scotoma may cause considerable failure of vision, 
even though it is too small to chart on the ordinary perimeter. Scotomata may also be 
paracentral, in the immediate neighbourhood of the fixation point, but not actually upon 
it, or may take an annular or ring form. 

(c). Peripheral Constriction.—Peripheral constriction of the visual field occurs com- 
monly in affections such as acute or chronic glaucoma, optic atrophy, disseminate choroido- 
retinitis, retinitis pigmentosa, and various functional conditions. The constriction of the 
visual field in glaucoma is usually most marked on the nasal side, and can be recognized 
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from its association with the acute symptoms of glaucoma, the circumcorneal injection, 
steamy insensitive cornea, dilated fixed pupil, hazy vitreous, and general symptoms such 
as trigeminal neuralgia, headache, and sickness. In chronic glaucoma it will also be associ- 
ated with atrophy and cupping of the optic disc (Plate XX, Fig. V, p.418). Central vision 
may remain quite good, even though the field of vision is extremely limited. The field of 
vision is, as a rule, most limited in retinitis pigmentosa, where the failure of sight will be 
found to be associated with night-blindness and characteristic ophthalmoscopic appearances, 
a small, ill-defined, waxy-looking disc, slender vessels, and diffuse superficial pigmentation 
of the periphery, the retina in patches resembling Haversian bone corpuscles. This 
condition often occurs in two or more members of the same family, and may exist where the 
parents have been first cousins. <A limitation of the field similar to that of retinitis pig- 
mentosa is often met with in cases of disseminate choroido-retinitis (Plate XIX, Fig. G, p. 
416) and consequent optic atrophy ; but may be distinguished from it by abundant evidence 
in the eye of deeper changes in the retina and choroid. Constriction of the field of vision 
may also occur in certain functional states, but may, as a rule, be recognized by its variable 
character and the absence of all evidence of organic ocular or general nervous disease. 

2. Indefinite.—A defective visual acuity may exist with no evidence of any ocular 
or nervous disease (see AMBLYOPIA, p. 759). Defective vision may also be due to errors of 
refraction, to opacities of the cornea, aqueous, lens, or vitreous, to affections of the choroid 
and retina, and to lesions of the optic nerve. Opacities of the cornea can easily be recog- 
nized on illumination of the eye with a strong light concentrated by a lens, and intra-ocular 
causes of defective vision can be discovered by ophthalmoscopic examination. Detailed 
differential diagnosis of all the ocular causes of diminished vision requires a special know- 
ledge of ophthalmology. 


COMPLETE BLINDNESS. 


Total loss of vision, blindness, or amaurosis, may be (1) Bilateral, (2) Unilateral. 

Bilateral Blindness.—Total blindness in both eyes may be congenital or acquired. 
Congenital blindness may be due either to absence of the eyes themselves, congenital anoph- 
thalmos, or to congenital defects in the development of the eyes themselves. Nearly 90 per 
cent of all cases of total blindness in the United Kingdom are due to the ophthalmia neona- 
torum. Such cases can be recognized by the history of profuse inflammation or discharge 
shortly after birth, by the diffuse opacity on the surface of the cornea, associated, in some 
cases, with thinning and protrusion of the anterior part of the eye, and more or less nys- 
tagmus. There is a peculiar congenital malady known as amaurotic familial idiocy, in which 
several members of a family suffer from complete blindness owing to bilateral optic atrophy 
associated with idiocy due to slow development of the brain. The diagnosis is made from 
the family history and from the presence of optic atrophy dating from infancy. 

Total blindness may also be caused by bilateral inflammatory affections of the eyes, 
such as iritis with blockage of the pupils and consequent glaucoma, or ultimate shrinking 
of the eyes, bilateral primary glaucoma, optic atrophy, or lesions of the optic chiasma. It 
is seldom due to lesions of the optic tracts, as this would only be caused by a bilateral lesion 
totally destroying the optic tract on both sides. 

Total blindness of a transient nature may also occur in renal disease, and is termed 
uremic amaurosis. This condition is recognized by its association with the symptoms of 
renal disease, whether in pregnancy or not, and by its sudden onset and short duration, the 
whole attack as a rule lasting not more than four or five days. In the majority of cases 
there is some evidence of renal retinitis, though in others the eyes are normal. The pupils 
usually react to light, though occasionally the light reflex is absent. 

Another form of transient blindness occasionally met with, is apparently due to spasm 
of the retinal arteries. In these cases the loss of vision may last only a few hours, and during 
its continuance it will be found that the retinal arteries are of a very slender calibre. It is 
to be noted that no cataract ever causes total blindness. Provided that the rest of the eye 
is normal, a patient with the densest cataract can always perceive light, and also has the 
power of projection, or the recognition of the direction from which the ray of light is coming. 

Unilateral Blindness.—It is evident that unilateral blindness must be due to some 
lesion in the eye itself, or between the eye and the optic chiasma. Lesions of the optic 
tract above the chiasma do not cause monocular blindness, but HEMIANOPSIA (p. 300). 
Monocular blindness may be either sudden or gradual. 
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Gradual blindness may be due to any of the inflammatory affections of the eye men- 
tioned above, or to such progressive diseases as optic atrophy or glaucoma. 

Sudden blindness in one eye may be due to one of the following causes :— 

Detachment of the retina (Plate XX, Fig. T, p. 418) 

Embolism of the central artery (Plate XX, Fig. S) 

Thrombosis of the central vein (Plate XX, Fig. O) 

Vitreous hemorrhage 

Acute glaucoma (Plate XX, Pig. V) 

Injury to the optic nerve due to an accident or fracture of the base of the skull 
Compression of the optic nerve from hemorrhage or dilatation of the nasal sinuses 
Retrobulbar neuritis 

Migraine. 

The diagnosis of the majority of these causes is simple, owing to the characteristic ocular 
or ophthalmoscopic appearances. The only cases which present any obscurity are those in 
which there is sudden loss of vision without any visible ocular changes. ‘These cases are 
usually due to retrobulbar neuritis, an acute affection of the optic nerve of obscure origin, 
characterized by sudden loss of sight, with some pain and tenderness on movement of the 
eye. The loss of vision as a rule lasts for not more than twenty-four or thirty-six hours, 
and coincidently with the return of vision, more or less definite neuritis appears at the optic 
dise (Plate XIX, Fig. K, p. 416). In the majority of cases vision returns entirely, but if 
there is a permanent defect it usually takes the form of a central scotoma. 

Blindness due to compression of the optic nerve by dilatation of the accessory nasal 
sinuses can only be recognized after a thorough examination of the nasal passages ; sinus 
disease of any duration is always accompanied by certain well-defined appearances in the 
nose itself. 

Monocular blindness may also occur in migraine, but in these cases it is of extremely 
short duration, seldom more than ten minutes or a quarter of an hour, and is followed by 
the characteristic headache and sickness. 


COLOUR BLINDNESS. 


Defects in colour vision may be either congenital or acquired. In congenital colour 
blindness there is inability to. recognize in the spectrum the six or seven definitely distinct 
colours which may be apparent to a normal eye. The commoner cases of colour blindness 
are those who can only see three colours in varying shades of black and white, or people who 
can only distinguish two colours, the spectrum being made up of yellow and blue, the one 
gradually passing into the other. Red, orange, vellow, and green are seen as one colour, 
blue and violet as the other. Scarlet and grass-green appear very similar to these persons. 

Cases of congenital colour blindness can be recognized by examination with coloured 
wools, as in Holmgren’s test, or with much more precision and certainty in a dark room by 
means of a lantern with properly coloured glasses. 

Acquired loss of colour vision may also occur in tobacco blindness or in optic atrophy. 

Colour Defects. 

Rainbow Vision.—Objects, especially lights, may be seen surrounded by a ring con- 
taining the colours of the spectrum. The causes of this are, as a rule, either conjunctivitis— 
in which there is a thin film of mucus on the surface of the conjunctiva—or glaucoma. The 
diagnosis in the two cases should present no difficulty, because the rainbow vision of 
glaucoma will be associated with the other important symptoms of this disease, viz., steami- 
ness or lack of brilliancy in the cornea, a shallow anterior chamber, dilatation of the pupil, 
and some limitation of the field of vision, especially on the nasal side. 

Erythropsia, or red vision, occurs after prolonged exposure to white or violet light in 
conditions such as electric or snow blindness. It is accompanied by much inflammation 
and redness of the eyes, conjunctival discharge, and intolerance of light. It may also occur 
in slight vitreous or retinal haemorrhages, though in severe vitreous hemorrhages vision is 
abolished entirely. Erythropsia, and in some cases blue vision, may occur after cataract 
extraction, and appears to be due to some fatigue of the retina. 

Xanthopsia, or yellow vision, has been said to occur in jaundice or in poisoning by 
santonin, amyl nitrite, cannabis indica, or picric acid, but it is hardly ever met with in 
practice. 
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ABNORMAL SENSATIONS OF SIZE. 


‘Objects may appear rapidly to increase or diminish in size in the preliminary stages 
of an attack of epilepsy ; and this variation in size of objects is a fairly common symptom 
in the slight delirium of infantile febrile disorders. Micropsia, or abnormal diminution 
in the size of objects, also occurs to many normal people during the act of reading. The 
book appears suddenly to recede to a great distance, and it and the type appear extremely 
minute, though absolutely clear. No satisfactory cause has yet been adduced for this 
phenomenon. It may be relieved by a momentary rest, and is of no pathological signifi- 
cance. A similar condition may be produced by the use of certain drugs, particularly 
cannabis indica and its products. 


DAY-BLINDNESS AND NIGHT-BLINDNESS. 


Day-blindness, or hemeralopia, is caused most commonly by tobacco poisoning, it being 
probable that this condition is due to a direct poisoning of the retinal cones, which are 
endowed with the faculty of effective vision in lights of high brilliancy. In snow-blindness, 
also, vision improves directly the light begins to fail, and defective vision in bright light is 
a common symptom of albinism. Except in the case of albinos, the retina may show no 
abnormal signs. 

Night-blindness, or nyctalopia, occurs most frequently in retinitis pigmentosa, in which 
on ophthalmoscopic examination, the characteristic appearance of a small ill-defined optic 
disc, thin thready arteries and veins, and the characteristic spider-like pigment cells may 
be seen at the periphery of the fundus. It also occurs in cases of quinine amblyopia, xerosis 
of the conjunctiva, disseminate choroido-retinitis, and in scurvy. Patients suffering from 
high myopia may also suffer from defective vision in dim lights. Herbert L. Eason. 


VISION, DOUBLE.—(See Dirtorta, p. 174.) 
VOICE, ABNORMALITIES OF THE—(See Sreecu, ABNORMALITIES OF, p. 623.) 


VOMITING. Strictly speaking, the term vomiting implies the return and expulsion 
from the mouth of part or the whole of the stomach contents. There are several conditions 
in which vomiting may be simulated closely, although the vomited matter has never 
reached the stomach. It will be convenient to deal with these before discussing the 
causes and differential diagnosis of true vomiting or gastric regurgitation. 

In certain diseases of the wsophagus, food may be swallowed and, after a varying 
interval of time, brought up again. These conditions are :— 


Malignant disease Pressure from without, as by aneurysm, 
Fibrous stricture new growth, etc. 
Spasm * Idiopathic ’ dilatation 


Diverticula— pressure ’ pouches. 


If the obstruction be of long standing, and near the lower end of the cesophagus, the 
interval between taking food and its regurgitation may be prolonged considerably, especi- 
ally in cases in which the lumen has undergone much dilatation. This may occur with 
fibrous stricture, slow-growing carcinoma, or the very rare cases known as ‘ idiopathic ’ 
dilatation of the oesophagus. 

A ‘ pressure’ pouch produced by a hernia-like protrusion of the mucous membrane 
through the muscular coats of the upper part of the cesophagus, becomes filled gradually 
and, in addition to dysphagia caused by the pressure it exerts on the cesophagus below, 
may simulate vomiting when its contents are voided. 

The differential diagnosis of these cesophageal causes of vomiting, or rather regurgita- 
tion, is usually easy. The returned matter is practically unaltered, and is undigested. 
It may be diluted freely with mucus. Blood may be present, and even portions of growth 
in cases of carcinoma. In cesophageal pouches, food may be retained for long periods and 
returned unchanged. The most important point to recognize is, that in such cesophageal 
conditions the returned matter is alkaline or neutral in reaction. The diagnosis is con- 
firmed by examination with a bougie, or by the a-rays after administration of bismuth 
emulsion (fig. 96, p. 196). 
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Certain individuals may acquire the power of voluntarily regurgitating portions of 
the stomach contents into the mouth, which may be ejected or again swallowed. There 
is no accompanying nausea. This condition, known as ‘rumination’ or ‘ MERYCISM ’ 
(p. 388), must be distinguished from vomiting. 

Mention must also be made of conditions in fitted the mechanism of deglutition is 
deranged, and in which swallowing is interfered with to such an extent that the food or 
drink is returned. This may occur in cases of bulbar paralysis, myasthenia gravis, etc. 
Again, in diphtheritic paralysis the return of fluids through the nose, owing to the paralysis 
of the soft palate, may be mistaken for vomiting. A similar mistake has been made in 
cases the writer has met with of bronchiectasis in which, during the act of coughing, large 
quantities of pus have gushed up, not only from the mouth but also through the nose. 

The regurgitation of milk in healthy breast- or bottle-fed infants after a hearty meal 
is met with frequently, and is often wrongly regarded as vomiting. It is due to simple 
overfilling, or sometimes to too rapid feeding ; air that has been swallowed is belched up, 
and drives out some of the milk with it. 3 
| A brief account of the mechanism of vomiting will facilitate a classification of its causes. 
The parts concerned are the muscular coats of the stomach ; the sphincter at the cardiac 
orifice ; the diaphragm, and the abdominal muscles ; the vomiting centre situated in the 
medulla ; the efferent nerve fibres in the vagus supplying the musculature of the stomach, 
the phrenics the diaphragm, and the spinal nerves the abdominal muscles. 

In the act of vomiting, the walls of the stomach contract, the diaphragm is pushed 
violently downwards in full inspiratory position, while powerful contractions of the abdo- 
minal muscles take place. At the same time the cardiac sphincter is relaxed, and the 
gastric contents are expelled, chiefly as the result of the pressure thus exerted on the 
stomach by the diaphragm and the abdominal muscles, aided to some extent by reversed 
peristalsis. The pyloric sphincter is usually closed, but it may become relaxed, in which 
case bile and intestinal contents may enter the stomach and be found in the vomit. The 
vomiting centre may be excited to action by stimuli reaching it from the stomach itself, 
by afferent fibres in the vagus, or from other parts by many different afferent channels. 
The centre may also be thrown into action by toxic substances acting on it directly. 

In retching, forcible contraction of the stomach wall, and of the diaphragm and 
abdominal muscles takes place as in vomiting, but there is no relaxation of the sphincter. 
In the condition known as waterbrash or pyrosis, in which a quantity of clear fluid is brought 
up into the mouth, usually on rising in the morning, the complete act of vomiting does not 
occur ; relaxation of the cardiac sphincter takes place without attendant muscular con- 
traction of the diaphragm and the abdominal muscles. 

It is obvious from the above that the causes of vomiting must fall into two 
great groups: (I) Those acting directly on the vomiting centre, such as certain poisons, e.g., 
apomorphine ; (II) Those acting reflealy on the centre. The second group is a very large one, 
as it includes practically all the pathological states of the stomach, many visceral diseases, 
and disturbances of special senses. 


I. CENTRAL CAUSES. | 


Certain drugs— | Acute yellow atrophy of the liver 
Apomorphine Addison’s disease 
Tobacco Onset of acute infections, especially in children 
Anesthetics | Pregnancy 
. Uramia Recurrent, periodic or cyclical vomiting in 
Diabetes children. 


There may be some doubt as to whether Addison’s disease, pregnancy, and recurrent 
vomiting should be included in this group, as their pathology is not fully known. The 
vomiting of pregnancy may be partly reflex, but there is strong evidence that a toxic 
element exists, and is probably the chief exciting cause. The differential diagnosis of these 
conditions presents little difficulty. The examination of the urine will give evidence of 
the existence of renal disease in ureemic vomiting, and the onset of drowsiness and coma 
in a diabetic patient may be attended by vomiting. Persistent vomiting occurring in a 
case of jaundice of apparently the common catarrhal variety should arouse suspicion of its 
proving acute yellow atrophy. The size of the liver should be determined carefully, and 
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any diminution noted ; the urine should be examined for leucin (Fig. 147, p. 333) and 
tyrosin (Fig. 148, p. 333). Vomiting associated with asthenia, characteristic pigmentation 
of skin and buccal mucosa (Plate X_XJ, p. 526), and a persistent low blood-pressure, would be 
diagnostic of Addison’s disease. The form of vomiting met with in young children, termed 
* periodic,’ or * cyclical,’ is very severe, and is accompanied by great wasting. The sym- 
ptoms pass off after a few days, but tend to recur at intervals of months. The urine during 
the attacks often contains acetone and diacetic acid, and the condition may be regarded 
as an auto-intoxication, probably an acidosis (see ACETONURIA, p. 3). The vomiting so 
frequently met with as one of the earliest symptoms in specific fevers, especially in children, 
is chiefly due to the direct action of the specific toxin on the cerebral centre, though reflex 
action may also have a share in it. The diagnosis does not usually present difficulty ; the 
acute onset, vomiting, general malaise, headache, pyrexia, sore throat, rash, etc., speedily 
give the clue to the cause of the vomiting. In older patients, scarlet fever is the commonest 
specific fever to begin with nausea and vomiting. 
We must next consider the chief characteristics of the vomiting due to reflex causes. 


II. REFLEX VOMITING. 
1. Gastric Causes. 


Irritating articles of food (hard, indi- | Pyloric obstruction : 

gestible substances) Malignant disease 
Emetics, such as zine sulphate, Fibrous stricture 

mustard, etc. * Hypertrophic stenosis’ in infants 
Poisons : Corrosives, irritants | Pressure on pylorus from without 
Gastritis : Venous congestion, as in morbus_ cordis, 

iy simple; portal obstruction, cirrhosis of the liver 
(a) Acute: - : 
(ii) Phlegmonous Uleer 

(6) Chronic Malignant disease. 
Dilatation and ‘ hour-glass’ contrac- 

tion 


2. Intestinal, Peritoneal, and General Visceral Causes. 


Intestinal obstruction Phthisis—vomiting may be of central origin 
Appendicitis or due to irritation of the bronchi or fauces 
Intestinal worms Irritation of the fauces or bronchi by direct 
Following administration of enemata stimulation, or by severe coughing : 
Henoch’s purpura Pertussis 
Peritonitis Broncbiectasis 
Biliary colic Fibroid lung 
Renal colic—movable kidney (‘ Dietl’s | Shock—blows on the epigastrium, injury of a 
crises ’) testicle, a kick upon the internal semilunar 
Acute pancreatitis cartilage of the knee, etc. 
Certain conditions of the female genital 
organs : 
Pregnancy 
Retroversion of the uterus 
Ovarian disease | 
Extra-uterine gestation | 


3. Affections of the Central Nervous System. 


Special Senses :— 
Offensive smells, tastes, repulsive sights. 


Brain :— 
Concussion Cerebral haemorrhage Epilepsy 
Cerebral tumour or Thrombosis of cerebral sinuses Sea-sickness 
abscess Middle-ear disease ; Ménieére’s Functional or hysterical 
Meningitis disease vomiting. 
Hydrocephaly Migraine 


Spinal Cord :— 


Tabes dorsalis, gastric crises. 


Certain general lines may be laid down of great importance in the accurate diagnosis 
of the cause of vomiting. Attention should be paid to its relation to food, if any, and at 
what interval after a meal it occurs ; whether preceded or not by pain ; whether attended 
or not by nausea. The absence of nausea is a point of great significance ; this is usually 
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present in vomiting due to abnormal states of the alimentary tract and visceral organs, but 
is often absent in diseases of the brain. 

The vomited matter should be inspected carefully, and its quantity and general 
character noted. Alcohol, and certain poisons such as carbolic acid and prussic acid, may 
be recognized by their smell, or a feecal odour may be distinguished. Blood may be present, 
either dark or bright red, or dark brown, resembling coffee-grounds. Slight streaks of 
blood are common with severe vomiting, and are usually due to rupture of small vessels 
in the cesophagus or pharynx. In whooping-cough, blood is often mixed with mucus from 
the respiratory passages, and the contents of the stomach are ejected during the paroxysms. 
The condition of the food remains should be noted carefully ; the presence of substances, 
such as currants or seeds, taken it may be many hours or some days previously, would 
point to motor insufficiency of the stomach, either with or without pyloric obstruction ; 
shreds of meat returned unaltered some hours after a meal indicate deficient protein 
digestion. 

The reaction should be ascertained : in corrosive poisoning this may be strongly acid 
or alkaline according to the toxic agent. It need hardly be said that in any case of sus- 
pected poisoning the vomit should be kept for analysis. Microscopical examination may 
show sarcine (Fig. 121, p. 241), yeast cells, the Oppler-Boas bacilius, or cell elements from 
a malignant growth. Intestinal contents may be mixed with the vomit. Bile is often 
present in severe or protracted vomiting, and is recognized readily by its colour and the 
usual tests. Relaxation of the pyloric orifice in such cases allows of the return of 
the duodenal-contents into the stomach. Fecal matter, when present, is recognized by the 
characteristic odour and the brownish coloration it imparts to the vomit ; it usually occurs . 
as the result of intestinal obstruction. Gastro-colic fistula may give rise to feecal vomiting. 

Gastric Causes.—Most corrosive and irritant poisons cause vomiting immediately after 
swallowing, accompanied by intense burning pain in the epigastrium. The vomit contains 
food, blood, mucus, and may have the characteristic odour of the poison. With some 
irritant poisons, e.g., arsenic, or phosphorus, the vomiting may come on later and resemble 
that of an acute gastritis. The diagnosis will depend largely on the chemical analysis of 
the vomit, and the associated signs and symptoms. 

In acute gastritis there is repeated vomiting, usually very severe, and attended by 
nausea and abdominal pain.. Vomiting occurs shortly after taking food, and causes some 
relief of pain. The vomited matter consists at first of food ingested, later of mucus and 
bile. There are often accompanying diarrhoea and febrile disturbances, especially in 
children. In the phlegmonous form the constitutional symptoms are exceedingly grave ; 
pus is rarely found in the vomit, bile is often present. . 

In chronic gastritis the vomiting is associated with nausea and epigastric pain. There 
is usually much flatulence. The vomited matter consists of partially digested food, mucus, 
and a considerable quantity of sour-smelling fluid. Hydrochloric acid is usually reduced 
greatly in amount, or may be absent. When dilatation of the stomach is present, the 
quantity of fluid ejected is often very large ; portions of food taken many hours previously 
may be returned. Fermentation takes place in the stagnant gastric contents, so that the 
vomit, when collected in a glass vessel, often shows an uppermost layer of brown froth, a 
middle greenish-grey layer of fluid containing streaks of mucus, and below this a semi- 
solid deposit containing food remains, sarcine (Fig. 121, p. 241), yeast cells, and bacteria ; 
chemical tests show the presence of lactic acid and a diminution or absence of free or active 
hydrochloric acid. 

‘ Hour-glass’ contraction, due to transverse constriction of the stomach by fibrous 
tissue, may be a cause of vomiting which resembles in most respects that associated with 
dilatation. Examination with the a-rays after a bismuth meal will generally establish 
the diagnosis (Fig. 128, p. 268). 

The vomiting due to pyloric obstruction in adults presents no characteristics other than 
those associated with the dilatation of the stomach which usualiy results from it. The 
absence of free hydrochloric acid in the vomit would favour the diagnosis of carcinoma, 
the presence of free hydrochloric acid that of fibrous stricture ; the presence of the Oppler- 
Boas bacillus is regarded by many as diagnostic of carcinoma. Persistent vomiting in 
young infants, especially if breast-fed, attended with wasting and constipation, should 
always arouse suspicions of the existence of ‘ hypertrophic stenosis of the pylorus. The 
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vomiting in these cases is very forcible, the milk being pumped up violently, often very 
shortly after a feed, and with little alteration. Visible gastric peristalsis and the presence 
of a small tumour in the epigastrium would complete the diagnosis. 

Vomiting due to gastric ulcer (non-malignant) is very common. Pain occurs soon after 
taking food, and is relieved by vomiting, which usually occurs within an hour. The vomit 
consists of food, more or less digested, according to the time which has elapsed after a meal. 
It almost always contains at least the normal quantity of free hydrochloric acid, and blood 
may be present in varying quantity. 

With malignant disease—carcinoma of the stomach—though the general character of 
the vomit may be very similar to that in simple ulcer, there is usually a great diminution 
or complete absence of free hydrochloric acid, and lactic acid and the Oppler-Boas bacillus 
are often present. Sarcinze may be present also when there is accompanying dilatation. 
Occasionally portions of the growth may be found in the vomited matter. In both simple 
and malignant ulcer, blood may be detected in the vomit microscopically or spectro- 
scopically (see BLoopD PER ANuM, p. 75) when it is not recognizable by the naked eye. 
A bismuth and wv-ray examination is almost essential (47g. 130, p. 269, Fig. 131, p. 270, 
Fig. 182, p. 270). 

Intestinal, Peritoneal, and General Visceral Causes.—In intestinal obstruction 
vomiting sets in after an interval, the length of which may depend on the situation of the 
blocking. The vomiting is severe and persistent ; the contents of the stomach are returned 
first, and later, mucus, bile, and intestinal contents. Fecal vomiting should be recognized 
at once by its odour; obvious pieces of faecal matter are rarely distinguishable, but the 
vomit may have a brownish colour. The vomiting is more severe the higher the obstruc- 
tion is in the intestinal canal. 

Vomiting is commonly present in appendicitis, but in slight cases does not persist after 
the onset. In the severe forms of the disease the vomiting may be a prominent symptom, 
and resemble that met with in intestinal obstruction ; it is sometimes fzecal in character. 

Intestinal worms are a cause of vomiting in children, probably owing to the reflex 
irritation they set up. Occasionally a round-worm is found in the vomit. 

Enemaia in certain individuals cause vomiting, and rare cases have been described in 
which the fluid injected per rectum has been returned by the mouth. 

Vomiting is a common symptom in the condition known as Henoch’s purpura, and may 
be due to either gastric or intestinal stimulation. The vomit may contain blood due to 
hemorrhages from the mucous membrane of the stomach. It is usually accompanied by 
abdominal pain, sometimes of an acute and agonizing character closely simulating that 
occurring with intestinal obstruction, these symptoms being due to hemorrhage into the 
intestinal wall or the mesentery, which occasionally simulate or even give rise to intus- 
susception. Recurrent attacks of vomiting and abdominal pain associated with a -purpuric 
eruption in a boy or girl would point to the existence of this not uncommon disease. 

In acute peritonitis vomiting is an early symptom, and causes great pain; rarely the 
vomit may have a fecal odour. The history, together with the rigidity and immobility of 
the abdominal wall, generally indicates the need for early laparotomy. 

In biliary and renal colic the vomiting accompanying the attacks of agonizing pain 
presents no special features. The pain in the thorax and upper part of the abdomen, and 
the onset of jaundice, distinguish biliary colic from that due to renal calculus, in which the 
pain is in the loin or lower abdomen, shooting down towards the groin and testicle. 
Jaundice is absent if the stone is in the cystic duct. 

Acute pancreatitis may simuiate intestinal obstruction closely in that it is attended by 
nausea and vomiting, constipation, and severe abdominal pain. The vomit is not fecal 
in character ; there is usually localized tenderness over the region of the pancreas. The 
diagnosis is seldom made, however, until laparotomy is performed on account of the 
urgency of the symptoms, when typical fat necrosis will be found in the omentum. 

The other visceral causes of vomiting call for no special notice. 

Affections of the Central Nervous System.—lIt has been pointed out that in most. 
of the preceding conditions nausea accompanies vomiting, and this brings us to a most 
important distinction, namely, that in intracranial disease a special type of vomiting is 
met with, generally known as ‘ cerebral vomiting.’ In this, nausea is absent, vomiting 
occurs suddenly and often without warning, and bears no relation to the ingestion of food. 
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The whole or part of the stomach contents are returned. Vomiting of this type, especially 
if accompanied by headache or ocular changes, should arouse grave suspicion of the exist- 
ence of organic cerebral disease,—such as tumour, abscess, meningitis, or sinus thrombosis. 
‘ Cerebral vomiting ’ may also occur in hydrocephaly due to increased intracranial pressure. 
Optic neuritis (Plate XIX, p. 416) should be looked for in all cases of. vomiting associated 
with headache. 

Cerebral hemorrhage may be attended by vomiting, more often when the cerebellum 
is the part affected than when other parts of the brain are involved. 

In Méniére’s disease vomiting may follow the attack of vertigo. Nausea and vomiting 
frequently accompany the severe headache associated with attacks of migraine. 

Functional or hysterical vomiting is not attended by nausea or pain ; portions of a meal 
are brought up, usually fluids ; and although the vomiting may be a frequent occurrence, 
the general state of nutrition often remains good. Other hysterical manifestations are 
generally present in these patients (p. 465). Cases have been recorded in which the vomit 
contained fzcal matter. 

The gastric crises in tabes are attacks of vomiting accompanied by severe epigastric 
pain. The attacks usually last for several days, and tend to recur at intervals of weeks. 
Nausea may be absent. During the intervals digestion may be carried on normally. The 
diagnosis depends on the presence of the characteristic Argyll Robertson pupil and the loss 
of the knee-jerk. 

The influence of anaemia upon vomiting, and the manner in which gastric ulcer may 
be simulated thereby, have been discussed in the article on AN&MIA (p. 36). 

H. Morley Fletcher. 


(See H&MATEMESIS, p. 265.) 


VOMITING OF BLOOD. 


WALKING, PECULIARITY IN.—(See Garr, ABNORMALITIES OF, p. 251; and 


LIMPING IN CHILDREN, p. 362.) 
WATERBRASH.— (See Hrartpurn, p. 296.) 


WEIGHT, LOSS OF.—Loss of weight sooner or later accompanies all cases of cancer, 
phthisis, starvation from lack of food or from inability to swallow, and similar conditions ; 
but in most such cases there are other symptoms pointing to the diagnosis. The present 
article is concerned chiefly with those cases in which, without other definite symptoms, 
the patient has been losing weight. 

In the case of children, the commonest causes are malnutrition from injudicious — 
feeding, the eating of sweets between meals, gastro-intestinal infections, and latent 
tuberculosis (see MArasmus, p. 384). 

If the patient is an adult and the loss of weight has been considerable, the first 
suspicion will almost certainly be that there is either phthisis pulmonalis, deep-seated or 
latent carcinoma or sarcoma, tuberculosis other than pulmonary, or diabetes mellitus. All 
the systems, including the urine, the rectum, and, if need be, the vagina, will need careful 
routine examination. Any sputum that may be obtainable should be examined for 
tubercle bacilli; the physical signs at the apices of the lungs should be watched with 
extreme care, particularly if there is any difference in the amount of subcutaneous fat 
on the two sides in this region ; the aw-rays may be of value in detecting mottling (Aig. 70, 
p. 159) at one or other apex when the mischief is too far from the surface to give abnormal 
physical signs to percussion or auscultation. Those who believe that the opsonic index 
to tubercle bacilli is of diagnostic significance, would estimate it before and after inocula- 
tions with small or moderate doses of tuberculin ; the family history might be of assist- 
ance in indicating the likelihood of a lung lesion, whilst the personal history as to the 
drinking of much unsterilized milk would indicate the possibility of infection by so-called 
surgical tuberculosis in the lymphatic glands, abdomen, a joint, or the spinal column ; von 
Pirquet’s skin reaction (Plate XX XVII, p. 770), or, if it is thought advisable, Calmette’s 
ophthalmic reaction to tuberculin may be tested. Von Pirquet’s is nowadays preferred to 
Calmette’s reaction on account of the occasional ill-effects of the latter upon the eye. The 
test is performed upon the skin by a procedure analogous to that of ordinary vaccination, 
but using tuberculin in place of calf lymph; the degree of positivity of the von Pirquet’s test 
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TUBERCULIN REACTIONS 


is 


A, Control; B, Puncture through human old tuberculin : C, Puncture through bovine old tuberculin (positiy 


A puncture (A) is made through the epidermis with a small toothed lancet, to serve as,a control. 
(B) is made close by, through a drop of 25 per cent solution of old tuberculin (human), 
from the others, through a drop of 25 per cent solution of old tuberculin (bovine). 


production of a hyperemic area in twenty-four hours, which later becomes a definite 
distinet aureola of inflammatory reaction. 


‘ 
J 
’ E CUTANEOUS REACTION (Von Pirquct) 
e reaction), 


A similar puncture 
and a third puncture (C) equidistant 

A positive reaction consists in the 
papule, sometimes surrounded by a 


0 ee a en ea ease 


—S. a 


A B 


DERMAL REACTION (Woodcock) 
A, Area of skin denuded of epidermis by application of blister plaster (control) ; 
B, Similar area treated with old tuberculin—hypereemia and cedema (positive reaction). 


The epidermis is removed from two adjacent skin areas, by the application of small circles of blister plaster. Twenty- 
five per cent solution of old tuberculin is rubbed on to one of the denuded surfaces and allowed to dry—the other serves 
asacontrol. Hach circle is covered with a small piece of protective gauze. A positive reaction is indicated by the eedema 
and hyperemia of the inoculated area as contrasted with the control area, 
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is ascertained by using 5, 10, 15, 20 and 25 per cent strengths of tuberculin, supplied ready 
for the purpose by bacteriological laboratories ; any reaction shows itself within twenty-four 
hours (Plate XX XVII). A negative von Pirquet’s reaction is of more value in excluding 
tuberculosis, however, than is a positive one in proving that the patient’s symptoms are 
due to tubercle ; so many persons have latent tuberculous foci in glands or elsewhere that 
they may give a positive tuberculin reaction though their actual symptoms may be due 
to some entirely different malady which has developed—a colibacilluria for instance, or 
something else that is non-tuberculous. A positive von Pirquet reaction shows that the 
patient is the subject of tubercle, but it does not prove that the symptoms one is investi- 
gating in his case are due to the tuberculous infection so discovered. Sometimes, when 
there is doubt as to whether there is organic disease or not, the nails afford a clue; whereas 
longitudinal ridges on them matter little, a definite transverse ridge at the same level across 
all the nails is evidence of dystrophy due to illness at a time corresponding to that at which 
the ridged part was being produced from the matrix ; roughly speaking, it takes a nail 
between four and six months to grow from matrix to tip, and of this time about two-thirds 
applies to the visible nail, one-third to the part that is growing but not yet visible ; if, 
therefore, there is a definite transverse ridge on all the nails (Fig. 306) about half-way along 
each, the patient was in bad health between three and four months previously. There 
may have been a definite acute 
illness such as pneumonia ; but 
quite often the dystrophy is 
due to less definite illness, and 
particularly to the effects of 
developing phthisis. 

Notwithstanding the most 
careful investigations, however, 
doubt as to the cause of the 
loss of weight in not a few cases 
remains until, in the course of 
time, the patient either recovers 
the lost ground and gets quite 
well, or else develops other signs 
or symptoms of growth, tubercu- 
losis, or other definite disease. 

Fig. 306.—Transyerse ridging of nails due to lobar pneumonia four months 5 Young Page lose 

previously. weight as the result of change of 

surroundings, for instance from 

active out-door school life to work in a city office ; care and anxiety ; the undertaking 

of serious responsibilities ; sorrow; love; too strenuous a life of pleasure ; irregularity 

of meals ; too long hours of work; these are amongst the everyday causes of what at the 
time may appear to be serious loss of weight. 

Any affection of the alimentary tract interfering with proper digestion and absorption 
of food may produce loss of weight, especially if there is cause for sapramia at the same 
time; one may mention in this connection loss of appetite from too much smoking, 
excessive drinking, monotony of food or of existence, carious teeth, ill-fitting tooth plates, 
pyorrheea alveolaris, dyspepsia, flatulence, the abuse of purgatives, and the constipation 
which results therefrom; gastric or duodenal ulcer; colitis in its many forms. The 
wasting is seldom severe in any of these; but when gastric symptoms are prominent for 
instance, it may be very difficult, for the time being, to tell whether the mischief should be 
labelled merely dyspepsia, or actual carcinoma ventriculi. Analyses of the gastric juice 
were at one time thought to be valuable in deciding between simple and malignant 
affections of the stomach, but this is by no means always the case (p. 270). If, under 
observation and treatment, the patient succeeds in gaining weight, or even ceases from 
losing more over a period of some weeks, the argument is against carcinoma; but if 
doubt remains, and surgical measures are to be adopted before carcinoma has passed the 
stage of curability, it will often be wise not to postpone laparotomy too long as a means 
of settling the diagnosis. It is too late if one waits until there is a tumour. 

Any malady which produces sleeplessness or pain, or both, may lead to serious loss 
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of weight, and thus to difficulty in the diagnosis. A thoracic aneurysm, for instance, 
may erode the vertebre and produce severe intrathoracic pain, which in turn produces 
insomnia, and may thus cause so much loss of weight that neoplasm may be suspected. 

Chronic microbial infections may not be obvious in themselves, and yet they may 
produce loss of weight by interfering with the general nutrition ; one sees this in many 
persons who have returned from the tropics after infection there by dysentery, yellow 
fever, malaria, dengue, and so forth. At home, chronic infections of joints, of the skin, 
the alimentary tract, the uterus, and genital organs may produce loss of weight in a similar 
way. One would mention in particular a common malady that has been recognized only 
of recent years, namely, coli bacilluria (see BACTERIURIA, p. 69), the diagnosis of which 
is possible only on bacteriological examination of the urine, though it may be suggested 
by the discovery in the latter of a trace of albumin and, on microscopical examination, 
excess of leucocytes. 

Liver affections exert a prominent influence upon general nutrition, and the loss of 
weight exhibited by some sufferers from cirrhosis is familiar, though in the early stages’ 
the patient may be fat, and towards the end loss of weight may be masked by a 
false increase due to ascites. Pernicious anemia is diagnosable with certainty only by 
blood examination (see Anata, p. 24), though it may be suggested by the primrose- 
yellow colour of the skin; but one marked feature of the malady is, that although the 
patient does not at first decrease much in bulk, the tissues, from conversion into or replace- 
ment by fat, become of less specific gravity than normal, so that he diminishes materially 
in weight. 

The effect of alcohol upon body weight is variable, some persons becoming exceed- 
ingly stout, others not changing much, and others becoming extremely thin. Broadly 
speaking, it is spirit drinkers who decrease in weight, and in some cases serious doubts 
may arise as to whether the loss in such a patient is due to alcoholic habits only, or whether 
there is not some new growth or tuberculous affection as well. When alcoholism leads 
to peripheral neuritis there is rapid and extreme loss of weight as the result of the muscular 
atrophy, and the same applies to other conditions of multiple peripheral neuritis (p. 63). 

Certain drugs have the power, especially in certain individuals, of reducing weight 
materially, even though the diet remain the same; the best known of these is thyroid 
extract, whilst a long way second comes fucus vesiculosus. It will seldom happen that 
either of these is being taken accidentally, so that the diagnosis of loss of weight due to 
them is generally obvious. 

It is very difficult sometimes to be sure whether the loss of weight that may be 
complained of in a patient of sixty or seventy years of age is due merely to old age, or 
whether it is due to underlying growth or senile phthisis. 

Diabetes, especially diabetes mellitus in young subjects, may have loss of weight for 
its earliest and most prominent symptom ; but the diagnosis is easy when the urine has 
been examined. 

Addison’s disease is another affection in which, besides the progressive asthenia, loss 
of weight, though not essential, is sometimes marked. ‘There may or may not have been 
syncopal or gastric attacks ; the diagnosis depends almost entirely upon the discovery of 
abnormal pigment deposits in the form of patches or spots, not only upon the skin of the 
neck, limbs, and trunk, but also. beneath the mucous membranes, particularly of the 
mouth (Plate X XI, p. 526), where they are generally best seen inside the lips, or within the 
cheeks. The blood-pressure is sometimes very low in these cases, and if, on actual measure- 
ment, it is found to be 70 or 80 mm. Hg, this fact tends to confirm the diagnosis. 

Just as the administration of thyroid extract diminishes weight, so may loss of we:ght 
be a prominent feature in cases of Graves’s disease ; sometimes, indeed, it may be the first 
symptom to attract attention, especially in those cases in which there is no exophthalmos. 
Tachycardia, nervousness, fine tremor of the outstretched fingers, and symmetrical but 
not extreme enlargement of the thyroid gland, would confirm the diagnosis. 

Anorevia nervosa is a disease in which wasting from disinclination to eat any kind 
of food except in the smallest quantities is the most prominent symptom ; the patient 
is nearly always a female, between the ages of fifteen and twenty-five ; there may or may 
not be other evidence of functional nerve disorders. The patient, perfectly robust until 
puberty or shortly afterwards, begins to lose all appetite, the body wastes, and the weight 
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TUBER CULCIN®= REACTIONS 


DERMAL REACTION Cf oro) 
Papules resulting from inunction of old tuberculin incorporated with lanolin. 


Old tuberculin, incorporated with an equal bulk of lanolin, is thoroughly rubbed into the skin over an area of 1 or 
2em., by means of aglass spreader. A positive reaction is shown by the appearance, in from forty-eight to seventy-two 
hours, of hypers:nia over the treated area, and the subsequent appearance of a crop of small papules, which lasts for 
some days. 


Opposite eye after instillation of 1 per cent 
old tuberculin (glycerin-free) into coniunctival 
sac: hyperemia of caruncle and plica semilunaris 
(positive reaction). 


Normal control eye. 


Later stage with injection of conjunctival vessels. 


OPHTHALMO-TEST (Calmette) 


One or two drops of a 1 per cent solution of old tuberculin (glycerin-free), are instilled into the conjunctival sac of 
one eye. A positive reaction is indicated by the appearance, within twenty-four hours, of hyperzemia of the caruncle and 
plica semilunaris of the treated eye, as compared with the untreated or control eye. Later, injection of the conjunctival 
vessels may be noted, lachrymation and even mucopurulent exudation. 


(From Drawings illustrating Prof. J. W. H. Eyre’s Hunterian Lecture on Tuberculosis of the Conjunctiva.) 
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declines even to so little as four or three and a half stone. One sometimes sees girls of 
5 ft. 10 in. or more weighing less than five stone as the result, not of any organic disease, 
but of the simple functional absence of appetite—anorexia nervosa. In arriving at the 
diagnosis it is important to exclude the possibility of some deep-seated tuberculous lesion, 
especially phthisis pulmonalis or tabes mesenterica. One of the best means of excluding 
these is the thermometer, for,in anorexia nervosa there should be little if any pyrexia. 
Very careful examination of all the systems, including von Pirquet’s and perhaps Calmette’s 
tuberculin reactions, will lead to negative findings, and the diagnosis will be confirmed 
by the rapid increase in weight when measures for treatment by the Weir-Mitchell method 


are adopted. Herbert French. 


WHEALS.—The characteristic lesion of urticaria may be defined as a flattish, 
evanescent elevation of the skin, the result of an cedema of the derma. It may be regarded 
also as a special variety of the papule or the nodule. It is related to erythema, and is the 
expression of angioneurotic excitation, internal or external, which causes a dilatation of 
the vessels that permits an exudation of plasma. Wheals disappear rapidly as a rule 
without leaving any trace. They are usually pale in the centre, with a red periphery ; 
but they may be uniformly rose-red, or may have a whitish periphery ; or, as the result 
of hemorrhage into them, they may be purplish. In size they vary from a pin-head 
upwards. ‘The smaller ones may take the form of conical or acuminate papules, frequently 
surmounted by a tiny vesicle. As a rule, they are flat or very slightly raised ; but the 
larger ones, when not the result of coalescence, are hemispherical. They may also be 
linear, several inches in length, and by running together, may form roughly circular 
plaques. They usually appear suddenly, and last only a few hours, but may be succeeded 
by others. They are always accompanied by itching or burning, which may be intense. 
The commonest causes are dietetic ; some persons are more susceptible than others, but 
the kinds of food most likely to cause the symptoms are fried fish, crab, lobster, mussels 
and other shell-fish ; strawberries constantly produce an attack in certain individuals. 

It is not necessary to give a detailed description of the different forms of urticaria : 
the only other affection in which wheals appear is urticaria papulosa (strophulus), 
the differential diagnosis of which has been given elsewhere. The sudden onset, the 
presence of the wheals, the usually fugitive character of the eruption, the irregular 
distribution, and the severe itching, make up a clinical picture which is generally unmistak- 
able. In bullous urticaria, however, in which the wheal is crowned or is replaced by a 
bleb, the affection may be confused with pemphigus or with the erythematous stage of 
dermatitis herpetiformis ; but its true nature is indicated by the history of the case, the 
course of the eruption, and the almost invariable presence at some points of typical 
lesions. In cases in which the constitutional symptoms are pronounced, the rash may be 
mistaken at first for that of scarlet fever, or even for erysipelas ; but the course of the 
lesions will quickly correct the error. 

When wheals are due to such local and accidental causes as the bites of insects, or 
contact with the stinging-nettle, the diagnosis is furnished by the history, and in insect 
bites by the central punctum ; when due to drugs, knowledge of what the patient has 
been taking is the basis of the diagnosis ; the commoner remedies that may produce 
urticarial wheals are antipyrin, sulphonal, veronal, aspirin, salicylates, iodides, bromides, 
morphia, antimony, quinine, santonin, copaiba, and various normal or antitoxic sera. 


Malcolm Morris. 
WIND.—(See FiaTuLence, p. 240; and Merrorism, p. 388.) 


WORMS.—(Sce Parasires, INTESTINAL, p. 519.) 
WRIST-DROP.— (See Arropuy, Muscuanr, p. 59.) 
XANTHOPSIA.—(See Vision, DEFEcrs or, p. 762.) 
YELLOW VISION.—(Sce Vision, Derects or, p. 762.) 
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PAGE 
BDOMEN, cramps af- 
fecting ae 5 dea 
— eczema marginatum on 250 
— enlarged (see Abdominal 
distention) 
— erythrasma of .. 251 
— Jacquet’s erythema of. 401 
— lichen scrofulosorum on 488 
— lines albicantes on . 365 
— local fatness of, in Der- 
cum’s uisease . 410 
Abdomen, method of exam- 
ining the . 677 
— pediculosis of 401 
— pendulous 200 
— pityriasis rosea affecting 604 
— — rubra pilaris affecting 489 
— prominent, from  con- 
genital dislocation of 
hip Bs = al 
— — from lordosis . 156 
— prurigo affecting 489 
Abdomen, regional anat- 
omy of 659, 660 
— retracted, colic ‘with 115 
—--—in peritonitis 425 
— — tuberculous meningitis 566 
— rigid (see Rigidity of the 
~ Abdomen) 
— seabies of 401, 755 
— seborrhceic eczema of .. 401 
— small-pox affecting 757 
Abdomen, succussion 
sounds in, general 
account of . 652, 653 
— typhoid rash on 335 anee 636 
— typhus rash on. 335 
— varicella affecting 757 
Abdominal aorta, undue 
pulsation of (see Pul- 
sation) 
— colic (see Colic) 
— crises, in tabes . 515 
— cyst 44, 655 
— distention (and see Swell- 
ing, Abdominal) 
— — from acute dilatation 
of stomach os Lae, 
— —-— peritonitis .. Ae BSP, 
— — ascites é 43, 418 
— — bladder causing 45 
— — from carcinoma We 
— — cirrhosis 115 
Abdominal distention, con- 
ditions causing 44 
— — constipation with 5 Abs) 
— — incretinism ( Fig. Ee 233 
—— by cyst : .. 418 
— — from cystic kidneys sia | Us 
— — from enlarged spleen 628 
— — in Hirschsprung’s dis- 
CES. 127, ne 389 
— — hill diarrhoea wie) 
= — hysteria 418 
Abdominal distention, from 
intestinal obstruction 
-- 1165; 130, 316, 522 
— — malignant peritonitis 49 
— — meteorism - 388 
- — mitral regurgitation. . 211 
— — obesity : 45 
— — orthopnea from 418 
—--— from ovarian new 
growth .. 690 
— — pancreatitis .. 094 
— — peritonitis 115, 425 
— — phantom tumour caus- 
iia rae oh -. 45 
— — in pseudo-leukemia.. 37 
- — from strangulated 
hernia .. 452 


TENT Ds XS. 


Entries in large heavy letters, ihus—ASCITES—tefer to main articles. 
Entries ir small neavy letters, thus—Ahortion, tubal—refer to pages on which there is more than a mere note on the 
condition indicated. 


Finiries in small type, thus—Abdomen, scabies of—refer to pages on which the condition indicated is merely mentioned. 


Abdominal disten., contd. PAGE 

by tumour .. .. 418 

— — tympanites .. 418 

— — from volvulus . 452 

fullness, in typhoid fever 76 

— injury (see Injury, Ab- 
dominal) 9g dkhgs 

— muscles, lacerated - 993 

—-— paralysis of, from 

diphtheria .. 154. 

Abdominal neuralgias 425, 426 

— pain (See under Pain) 

— reflex (see Reflex, Ab- 
dominal) 

— rigidity (see Rigidity of 
the Abdomen) 

— section (see Laparotomy) 
— tenderness (see Tender- 
ness, Abdominal) 

— tumour (see Swelling, 
Abdominal, and 
Tumour, Abdominal) 

— veins, varicose (see Veins, 
Varicose Abdominal) 

— wall, loaded with fat 

Abdominal wall, swellings 

i or é . 655 
— — reddening of, from 

tuberculous perito- 

nitis.. ; 59 (Bil 

— — — liver abscess . 655 

— — tuberculous infiltration 


| 


45 


Abduetor hallucis, nerve 
supply of .. 498 
—minimi digiti, nerve 
supply of 498 504 
— paralysis (see Paralysis, 
Abductor) 
— pollicis, affected in ulnar 
paralysis i oo) aba) 
— — ape’s hand from 
atrophy of.. 5 MaKe) 
—-— nerve supply of 504 
— — wasted in progressive 
muscular atrophy. . 
Abortion, acute peritonitis 
after =. ats 66 AY 
—-— pain in the pelvis 


110 


from 
— from plumbism 
Abortion, threatened, dia- 
gnosis of ; . 393 
- — metrostaxis from b0 4 
Abortion, tubal .. 690 
(and see Ectopic Gesta- 


tion) 
Abrin hemoglobinuria from 284. 
Abscess, alveolar, actino- 
mycosis simulating .. 683 
— — bleeding gumsfrom.. 72 
— — face swollen from .. 674 
Abscess, alveolar, ee, 
account of .. 
— — gumboil and . a6) Wes} 
-- necrosis of jaw from.. 683 
— — sites of pointing of .. 683 
— — toothache with . 683 


— — trismus simulated by 729 
Abscess of antrum of High- 
more, general account 


of 180, 462 
- appendicular, acute as- 

cites from 47 
— — albumosuria with 16 
— — anzemia from 35 


bacillus coli in 652 , 653, 680 
bladder opened by 238. 

283, 575, 581, 582 
constipation with . 665 
erythema over ee Pe 
gall-bladder simulating 678 


Abscess, append., contd. PAGE 
= — as Ines F 652, 653 
— — infiltration of abdo- 
minal wall from . 655 
— — local rigidity over .. 592 
-- leucocy tosis with 360, 361 
—--— pain in right iliac 
fossa from. a OOO 
— — pelvic swelling due to 688 
— — phantom tumour simu- 
lating 3 659 
-- pyosalpinx simulating 678 
—— pyrexia from 582, 665 
— — pyuria from 283, 575, 582 
— — rigors from 582, 595 
— — rupture into cecum... 557 
— — simulating ryEhole 
fever 361 
— — succussion in. 652 
— — suppurative peritonitis 
from 47 
— -— swelling in Douglas’s 
pouch from . 587 
- — — right iliac fossa from 
582, 665 
— — ureteral calculus simu- 
lated by 582 
— — vomiting with 665 
— axillary, from empyema 666 
— — erythema over 222 
Abscess, axillary, general 
account of. 666 
— — from inflamed ‘glands 666 
— — lipoma simulating 666 
— — tuberculous 666 
— — from whitlow . 666 
- of back, from spinal 
caries .. 5 BG) 
— Bartholin . 474 
— of bone, sarcoma simu- 
lating in > O72 
— breast (see Abscess, 
Mammary) 
— broad ligament . . 678 
— cerebellar, ankle. clonus 
BROOD opi 50 5a aly 
— — ataxy from 517 
— — bradypnoea from 84 
— — from bronchiectasis .. 592 
— — cerebellar tumour 
simulating .. 517 
— — convulsions with 146 
— — disseminated sclerosis 
simulating . 517 
— — intention tremor from 577 
— — knee-jerk increased 
from #6 = 5 eles 
—-— nystagmus from 517 
— — from otitis media 517, 592 
— — paraplegia from 514 
— — pyrexia with. OL 
— — retracted head from. 
589, 592 
— — scanning speech from 6517 
— — sinus thrombosis simu- 
lating mec SLE 
— — slow pulse with 592 
— — vertigo from .. 752 
-- vomiting from on SIE 
— cerebral, aphasia from.. 626 
— — Babinski’s sign with 681 
— — brachial monoplegia 
from. 502 
-- bradycardia from 84, 502 
— — bradypnoea from 84, 502 
— — from bronchiectasis 
, 502 
— — causes of - 147 
— — choked disc from 306 
—-— coma from . 117 
— — — first sign of 118 
-- convulsions from 146, 147 


Abscess, cerebral, contd. PAGE 
Abscess, cerebral, distinc- 
tion from tumour 84 
—-— from frontal sinus 
disease : es JU, 
— — giddiness from 2. 306 
—-— headache from 147, 


306, 502, 626, 768 
hemianopsia from .. 301 
hemiplegia from 68, 
303, 306 

. 308 
309 


hyperacusis from 
hyperpyrexia from .. 
hypertension of cere- 
brospinal fluid with 304 
latent . .. 306 
leucocytosis with . 360 
from mastoid disease 502 
optic neuritis from 
84, 147, 306, 502, 626 
from otitis media 84, 306 
pupil small with .. 552 
pyrexia from 306, 563, 567 
— absent with 84, 306 
rigors from - 595 
rupture through ear. 423 
septicemia from . 567 
simulating trance . 120 
sinus thrombosis simu- 
lating z ae OST 
— softening round 306 
Abscess, cerebral, subnormal 
temperature with 502, 574 
from ulcerative endo- 


carditis AS ~. 002 
— — unilateral headache 

from .. 294 
— — — paresis from 5 ifs} 


85 
752 


uremia simulating .. 
vertigo from .. 
vomiting from 147, 306, 

502, 597, 626, 765, 768 
— of chest wall. 168, 169 
— cholecystic, pus in stools 


POTN | srs DDT 

— dental, bacteriuria from 69 

-= erythema over . 222 

— erythema round 222 
— above eye, from frontal 

sinus empyema ee LO 

— feeculent, bacillus coli in 238 

— femoral, ‘from sore toe .. 674 
- gas-containing ; 530, 

531, 651, 652, 653 

— in heart, in pyemia 212, 596 
— hepatic, acute congestion 

of liver simulating .. 334 

— — — peritonitis from .. 592 

— — age incidence of . 369 

— — albuminuria with 5 ST) 

— — albumosuria with 16 
— — amecebic, amcebse ab- 

sent from pus in .. 644 

— — amcebe in 69 

— — anzmia from 35 


anchovy sauce sputum 
from - 149, 291 

apyrexial intervals with 370 

ascites from .. - 330 


— — chocolate pus from .. 253 
— — from cholangitis eo e 
— — colour of pus in 332, 369 
—-— common site of 5 axl, 

— — dome-shaped dullness 
with. . 5 PRI le 

—-— after dysentery 253, 
291, 332, 369, 597 
—-— empyema from 104, 160 
— — erythema over . 160 
— — foul sputum from .. 644 
— — — taste from . a OD 
— — from gall-stone - 369 


774 

Abscess, hepatic, contd. 

Abscess, hepatic, general 
account of 369 


— — general wasting from 59 
— — from gumma.. 
— — gumma simulating 


ABSCESS, HEPATIC 


Beers 
Sook 


— — hemoptysis from 287, 291 | 


— — hiccough from 
— — from hydatid 253, 369, 376 
— — influenza simulated by 370 
— — from injury - 369 
— — interscapular pain 
from 461, 462 
—— jaundice from 325, 
326, 330, 332, 335, 370 
— laparotomy in diagnos- 
ing . 
leucocy tosis with 360, 


X 


. 308 | 


253 | 


361, 362, °370 | 


liver dullness increased 
upward with - 367 
— enlarged with 326, 
330, 369, 
malaise from 
malaria simulated by 
362, 
— simulating 335, 
Abscess, hepatic, multiple 
— — needling in diagnosis 
— — from new growth . 
Abscess, hepatic, notes on 
—cedema and redness 
over. ed 
pain in axilla from Pra 
— chest from 431, 
— epigastrium 437, 
—hypochondrium with 
450, 
— hypogastrium - -from 
— shoulder from 475, d 
from perinephric ab- 
scess 
— phantom tumour simu- 
lating : 
— pleural “effusion from. 
— pleurisy from Ls 
— pneumonia from 
— polymorphonuclear 
cells increased with 
— pus sterile in .. 291, 
from pylephlebitis 332, 5 
pyrexia with .. 369, 
race incidence of : 
redness of abdominal 
wall from . 
rigors from 291, 326, 
370, 595, 5 
— rupture into intestine 
Abscess, hepatic, rupture 
through lung 149, 287, 
291, 33”, °70, 644, 705 
— into "stomach Seyi) 
sallow complexion from 332 


— — sex incidence of = Oo 

—— simulating enlarged 
gall-bladder 252, 253 

——-— empyema .. - 103 


subdiaphragmatic ab- 
scess from.. 4ol, 

sweating from 370, 5 

swelling in right hypo- 


chondrium from .. 655 
—— tenderness in chest 
from : es 109 
— — tropical congestion 
simulating . . 369 
— — in Tropics 291, 332, 369 
— — tuberculous Say 
— — visible tumour due to 370 
— — wasting with. . 370 
— — g-rays in detecting eg Au 
— iliac $6 $id .. 575 
—-— psoas. distinguished 
from Ae 680 
—-—pyuriafrom . 57d 
— — rupture into bladder 
575, 581, 582 


— swelling in right iliac 


fossa from .. 665 

— — in typhoid fever 459 
— inguinal, from appendi- 

citis. .. 680 

-- erythema over re yy 
Abscess, inguinal, general 

account of .. -- 680 

— from hernia 680 


369 | 


skodaic resonance with 611 | 


| — periprostatic, 


Abscess, inguinal, contd, 
— from hip disease 
— sacro-iliac disease .. 
— spinal caries .. 
— suppurating glands. . 
ischiorectal, felt per 
rectum oF 
— from foreign body 
— tenesmus from 
of kidney (see Abscess, 
Renal) 
of liver (see Abscess, 
hepatic) 
of lung, from embolism 
— hemoptysis from .. 
— leucocytosis with 
— in pyemia .. : 
— in septic pneumonia 
— simulating empyema 
mammary, from mastitis 
mastoid, erythema over 
— meningitis from 
— from otitis media 
— otorrhcea from 3 
pain and tenderness 
over oe 
rapid pulse with 
rupture through ear.. 
simulated by inflamed 
mastoid gland 
mediastinal, pain in the 
chest from 
— tenderness 
from 
omental, 
ulcer .. 
of orbit, diplopia from 
- eyeball fixed by aa 
— proptosis from 
ovarian, obscure dies 
due to 
parametric, felt per rec- 
tum 
- Poupart’s ligament 
bulged by . 
— swelling in Douglas’s 
pouch from 
parotid, rupture through 
ear... 
pelvic, from appendicitis 
— bearing-down pain 
from : te 
— from diverticulitis 
— hip disease 
— hematuria from 273, 
— irritation of rectum by 
— pain in iliac fossa from 
452, 
mucus in stools due to 
pelvic swelling due to 
pus in stools from 
pyuria from .. 
rupture into bladder 
575, 
— from salpingo-odphor- 
This: 2 
— tenderness 
from 
pericolic : 
perigastric, pus in stools 
from .. 
— umbilicus 
with 
perineal, 
with 
perinephric, 
liver from 
— from appendicitis 
— carcinoma coli 
— empyema from 
— loin filled out by 352, 


spine 
(piles. 
from eeu 


of 


spine 
g13; 


of 


‘inflamed 
leucocytosis 


abscess of 


from 450, 
—-loinfrom .. 3 
‘— pus in stools from 
— — rigors from 
Seer, perinephric, signs 
— — from suppurating he- 

matoma 
— tenderness spine 

from 713, 
periosteal, from injury. . 
— osteomyelitis with . 
— typhoid bacilli from.. 
diverticu- 


of 


litis simulating 


— pain in hypochondrium 


369 


. BBB 
. 353 | 
"104 


451 
451 


. 451 
» 557 


595 
353 
353 


714 
668 


. 668 


670 


-- 453 


from. .. oe REL 
— — anemia from... 719 
— — anesthetic in diagnos- 
IDS ee 2 ae Tek, 
-- from carcinoma (ey 
— — carcinoma simulated 
Ve ee ie) 
— — diverticulitis simulat- 
ing er. is .. 453 
— — from foreign body .. 584 
_ Abscess, periproctal, general 
account of .. 585, 719 
—-lossofsleep from .. 719 
— — loss of weight from .. 719 
—-— pain in iliac fossa 
from . 452 
— — from piles 719 
— — polypus : 719 
— — retention of urine from 649 
— — strangury from .. 649 
— — suppurative perito- 
nitisfrom .. eT 
—-—tenesmus from 718, 719 
— peri-ureteral, from cal- 
culus: ¢ Are aie 
— — fistula from .. pe SY 
— peri-urethral, fistula 
from ai Oe oy 
—-—cdema of scrotum 
from <i 697 
— — pain in scrotum from 697 
— — scrotal fistula from .. 621 
Abscess, popliteal . . 692 | 
— — from periostitis 693 
— postpharyngeal, age inci- 
dence of 198, 616, 647 
— — cyanosis from ss 157 
— — dysphagia from sm abt hes 
— — dyspncea from 198, 616 
—- larynx obstructed by 
157, 418, 651 
—-— meningitis simulated 
by : Ee oo0 
-- orthopnoea from -- 418 
— — sore throat from 613, 616 
— — from spinal caries 647 
— — spinal caries simulat- 
Ine zis oe 616 
— — stertor from . 647 
— — stridor from .. .. 651 
— -— tenderness of spine 
from wie 113) 714 
— prostatic, aching in peri- 
neum from .. .. AT4 
— — acute ascites from 47 
— — arthritis from yer ABS, 
— — from calculus .. 581 
— — felt per rectum 182, 620 
Abscess, prostatic, general 
account of - . 581 
— — from gonorrhea 471 
— — hematuria from ta 983 
— — increased frequency of 
micturition from .. 470 
— — after instrumentation 620 
—-— pain on micturition 
with 182 
— —-— in penis from 469, 
470, 471, 473 
— — perineal sinus from -s 620 
— — prostate swollen in ., 182 


| Abscess, periprostatic, contd. 


| — — pain in iliac fossa from 452 
| — — retention of urine from 


— — strangury from ae 
— — tenesmus from : 
periproctal, acute ascites 


pyuria from .. 
rectal examination in 
diagnosing 470, 581, 
retention of urine ‘from 
182, 
rigors from 182, 581, 
rupture into bladder 


pyrexia from 182, 470, 5 


575, 581 

— — — rectum os DOL 

— — — urethra 581 
— — suppurative peritoni- 

tis from . ee AT 

— — tenderness with ¢s 182 

— — from tuberculosis 581 


after urethritis 182, 
470, 473, 
psoas, anemia with 


* 


urethral discharge from 620 


581 
35 


ABSCESS, SUBDIAPHRAGMATIC 


Abscess, psoas, contd. 
— — angular curvature with 675 
— — appendicitis simulated 
¥ te 5 -. 468 
— — bursa simulating . 676 
Abscess, psoas, general ac- 
count of ae -- 364 
in groin ..- 680 
hernia simulated by.. 680. 
— impulse on coughing 
in 674, 675, 680 
lameness from of fae 
lardaceous disease from 375 
leg movements with.. 63 
limping from - 36a 
pain in iliac fossa from 
452, 454 
—legfrom .. ae 
pointing in back nh Te 
— through chest -« 169 
position of leg with.. 364 
Pott’s curvature with 364 
pus in stoolsfrom .. 557 
pyuria from .. =a 
reducible 674, 675, 680 
rupture into bladder 
575, 581, 
— ureter 6 : 
simulating hip disease 
spinalcariesand 361, 
516, d82, 6SU, 
swelling in ilac tossa 
from 582, 
— inguinal region from 
ureteral calculus simu- 
lated by = 3 46h 
pulmonary (see Abscess 
of Lung) . 
renal, from infarct -- O76 
— injury - 576 
kidney enlarged trom 352 
leucocytosis with - 360 


te 


582 
582 
364 


713 


665 
582 


— — normal urine with .. 577 
— — peritonitis from «« 592 
— — from pyelonephritis... 576 
— — pyuriafrom .. -» 57) 
— — from renal calculus .. 279 
— retropharyngeal (see r 
Abscess, Postpharyn- 
geal) 
— atroot of nose, from fron- 
tal sinus empyema .. 181 
— sacral, felt per rectum.. 587 
— sacro-iliac, swelling in 


right iliac fossa from 665 
spinal, intercostal neural- 


gia simulated by .. 707 
— — in pyemia 713, 714 
—-— tenderness in spine 
from . 714 
— of spleen, acute. perito- 
nitis from .. . 592 
— — excessive rarity of .. 632 
— subcutaneous, gumma 
simulating 403 
— — from inflamed gland... 381 
— — leucocytosis with 360 


— pain in the back from 4 
—inpyemia .. P 
subdiaphragmatic, wae 
minal swelling from 
adhesions round 
albumosuria with 
from appendicitis 
103, 106, 451, 
bacillus coliin 651, 
— bismuth meal in dia- 
gnosing - 532 
— bronchiectasis from. 292 
bulging epigastrium. . 658 
from carcinoma of sto- 
mach ‘ 
eoin sound over 
— diaphragm raised by 
— from duodenal ulcer 
652, 
103, 


658 
652 


) San 
. 451 
658 
451, 
658 
104, 
658 
ve 292 
. 705 
531, 
658 
531 
658 


— empyema from 


— fibroid lung from 
— foul taste from ‘ 
— gas-containing 4951, 
532, 656, 652, 

— from gastric ulcer 103, 
451, 652, 

Abscess, subdiaphragmatic, 
general account of 451, 658 

— — heart displaced by 652, 659 


ABSCESS, SUBDIAPHRAGMATIC 


Abscess, subdiaphragm., contd. 
from hepatic abscess 451 
— — kidney sepsis. . 658 
— — leucocytosis with 451, 658 
—— liver depressed by .. 367 
——-— dullness increased 

upwards by Ap 
— — — not pushed down by 4651 
— — from liver suppuration 658 
—-— paininchestfrom .. 658 
— —— epigastrium from.. 658 
— — — hypochondrium from 


367 


450, 451 
— — physical signs of . 658 
——pleurisy from.. 4651, 658 
— — — simulated by aie ate} 


— — pleuritic effusion from 659 


— — pneumonia from . 370 
—-— pneumothorax from 531 
—-—-— simulated by 652, 658, 

659 


— — pointing through chest 169 


pyopneumopericar- 


dium from .: .. 652 
— pyrexia with 451, 658 
resonance over . 451 


—rigors from .. 595, 658 
— rub over és .. 658 
ruptured into lung .. 705 
septic look with .. 658 
shortness of breath 
PLOTS are 658 
simulating empyema. 103 
skodaic resonance with 611 


—-— succussion in.. 651, 652 
—-— tenderness of spine 
from 713, 714 


umbilicus inflamed with 656 
a-raysin diagnosing 451, 
532, 652, 658, 659 


- submammary a) O86 

— — pain from .. 429 

— subphrenic (see Abscess, 
Subdiaphragmatic) 


— temporosphenoidal, noises 
in the head from . 406 
— of testis, aching at exter- 


nal abdominal ring in 622 


— — fromchronictorsion 622 
-- enlarged prostate .. 622 
— — in fevers 622 
Abscess of testis, “general 
account of 621, 622 


—— from instrumentation 622 


—.— orchitis . 478 
— — pyrexia from . . 622 
—-rigorsfrom .. 622 
— — spermatic cord thick- 
ened with . . 622 


— — testis enlarged Dyula 
—- — ulcer of scrotum from 622 
— — from urethritis sie, Oe 
— tonsillar (see Quinsy) 
Abscess,tuberculous, of bone 669 
—-— lipoma simulated by 667 
— thyroid, in pyemia . 122 
— umbilical, in tuberculous 


peritonitis .. .. 483 
— urethral, aching in peri- 
neum from .. 474 


Abscesses, albumosuria with 16 


— metastatic, in pyzemia 596 
— in lungs, in pyeemia . 596 
— miliary, in newborn .. 557 
— in throat, prolonged PY" 
rexia from .. 567 
— — septicemia from . 567 
Absentmindedness in epi- 
lepsy .. an dtole 
Absinthe, coma, from Ace alle} 
— heart irregular from . 486 
— palpitation from 484, 486 
— tremor from 724, 726 
Academy headache . 296 
Acanthosis nigricans, fin- 
gers affected by . 240 
— prurigo and 489 


Acarus seabiei, burrows on 
wrists and fingers 

— = eosinophilia rare from 2 

(and see Scabies) 

ACCENTUATION of heart- 
sounds | 

— pulmonary second sound, 
with mitral regurgita- 
1100. =. 210 

=---- reduplication and 588 


Accessorius, nerve supply 495 
Accidental albuminuria .. 15 
Accommodation, defective, 
atter diphtheria 
— paralysis of, in dissemin- 
ated sclerosis 
— pupil constricted in... 
ACCOUCHEUR’S HAND 2 
Acetabulum, bulged into 
pelvis . 349 
Acetanilide, bulla ‘from .. 96 
— cyanosis from 157 
— methemoglobinuria after 157 
- polycythzemia TrOM eee OoO 
— reducing substances in 
urine after .. 6 aliay/ 
Acetate of cellulose, in aero- 


760 


plane varnish .. 334 
= of lead, in Cammidge’s 

reaction ee LOM 
— — test for cystin 5 gy JUGAL 
— sodium, in ep bas 

zine test . 262 
— zinc, in urobilin ‘test .. 325 


Acetic acid (see Acid, Acetic) 
Aceto-acetic acid (see Acid, 


Diacetic) : 
Acetone, in aeroplane var- 
nish 60 oot 
— breath .. 264 
— diabetes .. 261, 264 
Acetone, test for 3 
— — (Plate XX XIV) 748 
ACETONURIA ; 3 
— in cyclical vomiting 384, 765 
— diabetes mellitus 536 
— diaceturia and . 170 
— relation to coma. Z 3 
Acetonuria, various causes 
of en ae 
— without glycosuria 4 
Achalazia .. 198 
Aches and poms blue brain 
and 163 
Achillis-jerk (see " Ankle- 
jerk) 
Aching all over, in Kirk- 
land’s disease . 616 
—-—-— from serum injec- 
tions .. 223 
— in back, in phosphatic 
diabetes vs . 523 
— general in paralysis agi- 
tans 725 
— in groin, from spermato- 
Cele ties. .. 481 
— — syphilitic testis 479 


— kidney, from carcinoma 

of bladder .. .. 980 
— loins from bacteriuria . 
— — from movable ae 280 


— — oxaluria ses eho 

-- pyelonephritis | 576 

— — renal calculus se ahs) 

— — — new growth -e 218 

— — stone in kidney 577 
— — tuberculous kidney 

Hh RIVET 

— — ureteric calculus 578 
— lumbar region, from 

spermatocele 481 

— — — syphilitic testis 479 


— — — yesical growth Sp PALL 
— lumbosacral region, from 
PVOFAaAlpTN . 
— perineum (see Pain in 
the Perineum) 
— shoulder (see Pain in the 
Shoulder) 
— in testicular abscess 
— testis, from spermatocele 
Acholurie jaundice 324, 325, 
332, 333, 744 
— — inacute yellow atrophy 333 


O22 
481 


— — in cirrhosis v0 DOL 
Rone jaundice, Uri 

: , 634 
-- Plage XVID) ~ 8a2 
— — — spleen enlarged in 631 
— — from septicaemia + 335 


Achondroplasia (Jig. 117) 237 
Achondroplasia, general 


account of (fig 86) 187 
Achorion schonleinii, favus 

due to. : .- 246 
Achylia, diarrhoea from Ke A 
— dyspepsia from 318 


Achylia, conld. 


ACID, 


— gastric contents with .. 319 
— — HCl deficient in nO) 

Acid, amido - a 
acetone with . 3 
— acetic, in acetone test . 3 

Acid, acetic, in boiling 
test for albumin 4, 424 

—-— carbonates dissolved 
Ae oe oie, | de 

——in clearing up phos- 
phates 4, 108, 183, 524, 574 

— — effervescence of urine 
with 4 
— — in extracting blood . 81 
— — gastric contents 320 
— — Hofmeister’s test 16 
— — melanuria test -. 746 

— — nucleoproteid nee 
tated by . 4 
— — in occult blood Teste Ck 
— — stool examinations .. 170 
— — urobilin test . o2 20 
— benzoic, erythema from 222 
-- glycuronic acid from 261 

—-— reduction by urine 
after : SL ZOL 
— boric, erythema from .. 222 
—-in ‘lavage of bladder. .575 
-- urethral irrigation 581 

— butyric, in gastric con- 
tents .. 5g BO) 
— carbolic, bulle from 97 
—-in carbol- fuchsin 641 
—-—comafrom .. 118 
— — diazo reaction from. 173 
— — erythema from .. 222 

— — ferric chloride reaction 
after : 170 
— — glycuronic acid from 261 
— — hematuria from 275 
— — hemoglobinuria from 284 
—— hypothermia from .. 311 
— — ochronosis from 528, 746 

—-— reduction by urine 
after 261 
— — seales from 602 

— — tinea circinata simu- 
lated by = 223 
— — in treating pediculosis 746 
— — — ulcers .. 7146 
— — — ulcus serpens 734 
— — Uffelmann’s test 320 
— — urine after 170 
— — in vomit 766 

- chromic, heemoglobin- 

uria from j 284 

| — chrysophanic, alkali test 
for Be 744. 
-- pink urine from .. 745 
— = in rhubarb 744, 745 
—-— senna . 744, 745 
— — yellow urine from 744. 

— diacetic, association with 
acetone 4 Sind 3 

—— in cyclical vomiting 
384, 765 
— — diabetes 261, 264, 536 
— — test for Sey ED) 
—— — (Plate XXXIV) 748 
— — in urine 170 
— — — from starvation 4 
— gallic, black urine from 745 
—-—thirstfrom .. 5a AW 

— glycuronic, Bial’s test 
(0) ee oe ao 

— — bismuth salts reduced 
Va bane eae ne PAY 

— — Fehling’s solution re- 
duced Dyeu ass 261 
— — osazone crystals from 262 

— — phenylhydrazine pin 
tals from 100 
-- phloroglucin test for. 261 
— — in urine after drugs .. 261 

— hematin spectrum (fig. 
BA) = ee : pies eh) 

— hippuric, Fehling’s solu- 
tion reduced by Deol 

— homogentisic, alkapton- 
uria and 746 

— — estimation by silver 
nitrate 746 
— — reducing power of .. 746 

— hydrochloric, in Bial’s 
best; 7. : aa e20 
-- Cammidge’s ‘reaction 100 


URIC Vis 
Acid, hydrochloric, contd. 

— — earboluria and G47 
— — in diazo reaction 173 


gastric, deficient with 
carcinoma of stomach 
316, 436, 630, 653, 


766, 767 
—-—-—-—in gastrectasis.. 766 
———-— gastritis .. A fel 
— — — in duodenal ulcer .. 451 
— — gastric ulcer and .. 767 
Acid, hydrochloric, in gas- 
tric juice 270, 316, 318, 766 
Acid, hydrochloric, in gas- 
tric juice, absence of.. 33 
—---— (PlateXXXV) .. 750 
— — hematoporphyrin and 744 


hemoglobinuria from 284. 


— — indican and 745 
— — in Perl’s test . 24 
— — phloroglucin test for 
pentose ae Be fone 
— — tests for free .. Ag val 
— hydroquinone-acetic, al- 
kaptonuria and mee OS 
— indoxylglycuronic, plue 
urine from 747 


— lactic, in gastric contents 318, 


320, 7166 
— — — — with carcinoma of 
stomach .. 316, 767 
— — test for 5k 2 320 
— — in vaginal secretion. 185 
= methylsalicylic, erythe- 
ma from 223 


Acid, nitric, albumin test 
wit 


Ai ee ring with 15, 16 
brown ring in urine 
with ; 

bulle from 96, 97, 
hemoglobinuria from "984 


— — indican and 5, 745 
— — melanuria and .. 745 
—— nucleoproteidand 5, 424 
— — test for bile pigment. . 743 3 
—— urea decomposed by 
—osmic, in staining fat 108 
— oxalic, anuria from 40 
— — from vegetables . 424 
— — coma from ser alays: 
Acid, oxalic, exogenous 
sources of 424 
— — hemoglobinuria from 284 
— — hypothermia from .. 311 
-- nephritis from P 9 
— — poisoning by, oxaluria 
after 268 
— — strangury from 649, 650 
— oxybutyric, association 
with acetone .. aie 3 
—-— indiabetes .. .. 264 
— phosphotungstic, albu- 
mose test 16 


— picric, creatinin and .. 262 


— — lactose and 262 
Acid, picric, test for sugar. 262 
-—- kanthopsia from oe at hoy 
— — yellow skin fron 28 O29 
— prussic, in vomit Ae {het 
— pyrogallic, haemoglobin 

uria from AN 284 
— salicylic, purpura fr om 553 
— succinic, “leacocytosis | 

from .. 360 
— sulphanilic, in diazo re- 

action. 173 
— sulphuric, in bile test . 744 


— — hemoglobinuria from 284. 
— — in Ziehl-Neelsen stain- 


ing 641 
— tannic, thirst from 720 
— tartaric, in inflating sto- 

mach .. sits Biltohs axl) 
— uric de Si seh 2G 
— — in birds A 742 
— — calculus and .. 142 


the clinker of the body 742 


—— crystals 9 (Mig. 302) 741 
— — diminished, in acute 

yellow atrophy 333 
— — Fehling’s solution re- 

duced by 261, 745 
— — in fevers 3 -- 142 
—— frequent micturition 

and . TA2 
-- glycosuria simulated by 742 


776 


Acid, ur ic, contd. 


Acid, uric, gout and de 742 
- gravel due to . 741 
— — in heart disease . 742 
— — leukemia we Ae, 
— — life insurance and .. 743 


— — oxalate crystals with 424 
— irom 44, 742 
— of lime and .. 742 
— in pernicious aneemia 742 
Acid, uric, sources of -. (42 
~ — urethritis and. . ~. (42 
Acid-last bacilll .. 641 
Acidity, gastrle, estimation 
of - 320 
Acidity of normal urine, 
general account of .. 523 
— sense of, from dyspepsia 319 
— of stool, from fermenta- 
Hikoyaly OM 170 
— urine, excessive, ‘frequent 
micturition from . 742 
— yaginal secretion . 185 
Acidosis, in cyclical vomit- 
ing . 3884, 765 
Acidosis, general account of 3 
— relation of hepatic BI 
gen to 3 
Acids, fatty, bacillus aero- 
genes capsulatus pro- 


ducing ae . 256 
— gangrene from .. at PAB) 
— hematemesis from . 265 


mineral, cystin dissolved 
y ee & a, AH 
— — dermatitis from . 758 
— — erythema from .. 222 
— strong, sore throat from 613 
— ulcerative stomatitis from 740 
Acne, from bromides” .. 98 
— decalvans 
— from iodides .. oe aS 
— papules in 487, 489 
— rosacea (see Rosacea) 
— septicemia from . 637 
— tenderness of scalp from 710 
— vulgaris, age incidence of 559 
comedones in 241, 489, 
559, 560, 563 
Acne vulgaris, general ac- 
count of - 489 
milium in 
parts affected by 489, 
puberty and . 489 
pustules in 489, 557, 559 
rosacea distinguished 
from 241 


— — sebaceous glands and 489 
—-— small-pox simulated 9562 
— — sycosis simulating 559 
— — syphilide simulating 560 
—-— xanthoma simuluting 733 
Aconite, bradypncea from 84 
= ptyalism front J2. 542 
Acoumeter, Politzer’s (Fig. 
73) : 164 
Acromegaly, amenorrhcea 
in 18 
Acromegaly, bone changes 
06, €85 
- diabetes insipidus and.. 537 
— enlarged feet in.. 537 
— — fingers in eles 
— — forehead in 204 
— — hands in 537 
-— — — and feet in . 204 
— — head in -. ,302, O37 
— — jaw in - .- 204 
— — skull processes in 237 
— — tongue in ne 251,8008 
— facies in .. 352 
AcroregAly, facies of (Fig. 
116) 5 PRI 
Acromegaly, general ac- 
count of - 2af 
— hemianopsia in .. 302 
— irritability in 323 
— noises in the head from 406 
— pituitary body and 409 
— from pituitary tumour 
302, 537 


— polyuria in 536, 537 
— pulmonary osteothro- 
pathy simulating .. 352 
— teeth wide apart in 
~— type carée ae APH 
~ x-rays in diagnosing .. 537 


ACID, URIC 


Acroparesthesia, general 


accountof . 
Actinomyces, lung affected 

by A -. 290 
— occupation and.. f 645 
— (Plate XXVIII) 614. 
— in sputum 645 


Actinomycosis of appendix 
— black granules in 
— bleeding gum from see 2 
Actinomycosis of caecum 
458, 677 
appendicitis simulated 
b 


Ms se 2 408 

—— carcinoma simulated 
fac ee “fe .. 458 
— — laparotomy for 458 


— — pain in iliac fossa from 
swelling in iliac fossa 


from 677 
— chest wall affected by . 458 
— from cotton 74 
— hemoptysis from 287 
Actinomycosis of jaw 683 
Actinomycosis of jaw, 
gum, chee 74 
Actinomscoste of liver 375, 458 


— madura foot simulating 
microscope in diagnosing 


| 


74, 458 
— mycelium in . 683 
— parts affected by 736 
— pleura affected by 458 
— potassium iodide for 458 
— ray fungi in 458 
— sinuses in neck from 683 
— of spine . SA AEA: 
— from straw ae aeo TA: 
— streptothrix in .. 677 


- sulphur coloured gr anules 

in ; oe 

— tongue swollen from 

— yellow granules in 677, 

— ulceration of cheek from 

— — jaw from : F 

— vaccine treatment 

Acute anterior poliomyeli- 
tis (see Poliomyelitis) 

— cerebellar ataxia 58 

— conjunctivitis (Plate XD 230 

— fevers (see Fevers) 

— inflammations of the eye 
(Plates XI, XII) 230, 232 

— iritis (Plate XD 

— rheumatism (See Rheum- 
atism, Acute) 

— rheumatoid arthritis (see 
Arthritis, Rheumatoid) 

— yellow atrophy, in aero- 
plane varnishers 

age incidence of 

albumosuria with.. 16 

bleeding gumsin.. 72 

catarrhal jaundice 

simulated by .. 273 
from chloride of sul- 
phur 
delirium in 


— — — from dinitrobenzene 334 
— — — drowsiness in Ale PACKS) 
— — — epistaxis in Bo oles 

— + fright and . > 2h 


Acute yellow atrophy, gen- 
eral account of 273, 333 
— heematemesis in 265, 273 
from high explosives 334 
hyperpyrexia from 309 
jaundice in 273, e233 764 
leucin in: .. 273, 765 
liver dullness dimi- 
nished in 273, 366 
loss of appetite in.. 273 
malaise in .. 5 PHS} 
melena in .. oi Pe) 
nausea in .. . 273 
phosphorus poison- 
ing simulating... 336 
pregnancy and .. 273 
purpura in.. . 23 
restlessness in ce He: 
in rubber workers. . 
sex incidence of .. 273 


—-—-— sordesin .. Ree ih 
— — — from tetrachlore- 
thane 334 
— —-— tongue dry and 
brown in.. 273 


AGE, 


Acute yellow atrophy, contd. 
—-—-— from  trinitrotoluol 334 


-—-tyrosinin .. 273, 765 
——-— ureain 5 Ais P1083 
— — — vomiting in 273, 764 
— —— yellow fever simu- 
lating 356 
Adamson, on bullous im- 
petigo . 401 
- pemphigus neonatorum 401 
— seborrheeic dermatitis of 
infaney 401 


Adder bite, general account 
337 


0 
Addison’s anzemia (see Per- 
nicious Anzemia) 
— disease, amenorrhea in 18 
— — asthenia in 33, 526, 765, 770 


— — cachexia simulating 527 
— — coma in a Ly 
— — diarrhea with py 
— — eosinophilia in 5 PAY 
— — fainting in -- 526 
— — gastric attacks in .. 770 
— — headache from . 296 
— — hypothermia in ole 
— — loss of weight in .. 770 


low blood-pressure in 
33, 82, 526, 752, 765, 770 
negro blood simulating 526 

pernicious anemia 

simulating (Plate 
AXTIT) aoe nb PAS! 
pigmentation in 82, 
526, 765, 
— of the mouth in 33, 
528, 770 

(Plate XXI) . 

simulated by amyloid 


disease i 5 B37 
— — — effects of arsenic an 64 
— — — in Graves’s disease 722 


pernicious anemia 526 


— — — syphilis Ao UPUE 
—-— syncope in .. By (Ocal) 
— — tuberculin reactions in 34 
— — vertigo from .. 752 


vomiting in 
33, 526, 764, 765 
Adductor brevis, nerve 
supply of .. 498 
— longus, nerve supply of 498 
— — ossification of tendon of 693 
— magnus, nerve supply of 498 
— obliquus hallucis, nerve 
supply of .. 498 
— — pollicis, nerve supply of 504 
— transversus hallucis, 
nerve supply of .. 498 
-— — pollicis, nerve supply of 504 
Adductores temoris, nerve 
supply of -. 499 
Adenin, uric acid from .. 742 
Adenitis, cervical, epidemic, 


general account of .. 616 
— — — sore throat in sols 
— from scarlet fever 5 PH 
— suppurative 379 


Adenoides cysticum, skin 


tumours from alow 
Adenoids, anosmia from .. 612 
— in children As (GAN) 
- earache from a OZ, 
— epistaxis from ... 220, 221 
— headache from .. ws 294 
— from hypertrophic rhin- 

itis at Be AUS) 
— insomnia from .. 321 
— large tonsils with 615 
— nightmare and .. 402 
— otitis media from 202 
— paralysis of palate after 

removal of 589 


— removal of, enuresis cured 


Y 218 
— sniffing tic from 136 
— snoring due to . 613 
— sore throat with 613 
— stertor from 647 
— taste impairment fr om.. 706 
— — loss from PAs 705 
Adenoma of liver, simu- 
lating hydatid -» S14 
— prostate (see Prostate, 
Enlarged) , 
Adenoma of rectum ss allt 
— — tenesmus from 718 


Adenoma, contd. 
— thyroid gland, goitre from 721 
— — — hemorrhage into .. 721 
—-—-— malignant disease 
simulated by » 20 
Adherent pericardium (see 
Pericardium, Adherent) 
Adhesions, appendicular.. 130 
— — dysmenorrhcea from.. 457 
— — pain in iliac fossa from 
454, 457 
— — operation in diagnosing 458 
— from caseous mesenteric 


glands.. : 2 Lm 
— constipation from 126 
— from gall-stones 254, 326 


— iritic xe fuel by BOD L st Hoos 
— pelvic, dyspareunia from 
— — intestinal obstruction 
130, 
—-— pain from .. 
— — rectal examination for 
— — from ii eae She ie 
GIS aeeus - 195 
— — vaginismus from ao Loe 
— perigastric, epigastric 
pain from 
— peritoneal from appendi- 
ig Bs 
— — bile-duct obstruction 
from caseous mesen- 
terie glands 5 
encysted ascites from 
intestinal obstruction 
from 130, 388, 
jaundice from 
tr om tuberculous peri- 
tonitis F 
— pleural, apical pyopneu- 
mothorax from 45 
— — from empyema -- 032 
— — pain in back from 
— chest from. 
partial pneumothorax 
due to 
in phthisis 
— — tenderness from 
— pleuro-pericardial 
— pyloric 
— round subdiaphragmatic 
abscess AS 
— in shoulder-joint .. 506 
— from tuberculous bok 
nitis - 5 
Adiposis dolorosa, age inci- 
dence of a an 43 
— — alcohol and 
— — fat deposits in 
Adiposis dolorosa, oaveral 
account of .. - 410 
— — obesity in Ai 
pain in arm from 
— chest from 
sex ineidence of .. 
Adolescence, albuminuria of 15 
Adrenalin, asthma relieved 


432, 


y he ue Bs 
— in irrigating bladder .. 277 
— as vesical styptic .. 580 
AHgophony over tags 
effusion : 
— with pleuritic effusion . 
Aerophagy . 
— age and sex incidence of 240 
— borborygmi with BR eh 
— flatus from os oe 
— indicated by rapidly 
repeated eructations 245 


— indigestion simulated by 316 
— from sense of fullness .. 245 
— w-rays in diagnosing 245 


Aeroplane varnishers, acute 
yellow atrophy in .. 334 
Aistivo-autumnal malaria 31 
Africa, Kala-azar in ne Ose 
— South, bilharzia in - 282 
— — Mediterranean fever in 566 
— West Coast of, malaria on 31 
After-pains as . 468 
Agar-agar, for greedy colon 125 
Age, accentuated aortic 
second sound with .. Ll 


— atrophy of testis in 66 

— baldness in old .. ae HE 

— blood-pressure changes 
Wills vate ae =the 


AGE, BRADYPNCGA 


Age, contd. 


— bradypnoea from 85 
— constipation from 123 
— dementia from .. 308) 


— effect on plantar reflex 69 
—— pulmonary second sound 1 
and functional albumin- 


uria cel 
— hearing variations with 165 
— hypoplasia of bowelfrom 123 
Age incidence o: acne 489, 559 
— — — rosacea 242, 489 
— — of acroparesthesia 444 
— — acute encephalitis 120 
— — — pancreatitis Pao 
— — — rheumatoid arthritis 342 
— — — yellow atrophy 273, 333 
— — adiposis dolorosa 431 
—-—aerophagy .. .. 240 
— — aneurysm 196, 437 
— — angioma aa ates 
— — anorexia nervosa 770 
—— aortic disease 14, 93, 
209, 210 
— — apoplexy : sag 
— — asthenic dyspepsia .. 319 
— — bacteriuria je 8S) 
— — bath pruritus .. 540 


bronchopneumonia .. 289 


— — bulbar paralysis 589 
— — carcinoma of bladder 
472, 580 
— — — breast ae RO SIH 
—--—-ocoli.. LAG SBN eee 
——— csophagus.. 195, 380 
— — — rectum 495 129-80 
— — — stomach 269, 316, 653 
— — — testis : 51096 
— — — thyroid gland 721 
— — — tongue ‘ Bon (ets: 
— — caseous bronchial 
glands ae -. 385 
— — catarrhal jaundice .. 329 
— — cerebral embolism 
LUO S38. a7 
— — — hemorrhage 
84, 119, 147, 303 
--- thrombosis. 133 
— — Cheyne-Stokes breath- 
ing . ae OT 
-- chorea. 3 : se Las 
— — chloroma net .. 556 
— — chlorosis é 36 
— — chronic mediastinitis 435 
— — — nephritis aes LO) 
— — cirrhosis 371 
— — celiac disease pby(al 
— — congenital syphilitic 
deafness ‘ 166 
— — cough . 149 
——— cystic epididymis 697 
~— — — kidneys Be 
-- farmatiic herpeti- 
formis : ve GN) 
— — diabetes mellitus -» 264 
— — diplegia eee 
— — diverticula coli 125, 130 
— — diverticulitis .. 453 
— — embryoma testis 696 
— — encephalitis 132 
— — endocarditis . 93 
— — enlarged prostate 
8, 281, 394, 396, 742 
== epistaxis : 221 
— — epithelioma of bladder 281 
— — — penis 5.6 SUS) 
— — erythema nodosum. . . 404 
— — erythromelalgia 441 
— — familial acholuric jaun- 
dice. S00 BY! 
— — fibro- adenoma of 
breast -. 687 
— — filariasis : 109 
— — fragilitas ossium 242 
— — Friedreich’s ataxy 
60, 113, 140, 513 


functional albuminuria 15 


— — — hiccough 307 
-- fungating endocarditis 304. 
-- eall- “stone L163 Slo, 328 
— — gastralgia .. 437 
— — gastric ulcer . 36, 268 
— — gastrostaxis .. -. 266 
— — glaucoma - a BY) 
— ~ gout ae oe O44 
— — Graves’s disease Ee, 


— hematuria 


Age 


Age 


— impacted feces 


incidence, contd. 
Hanot’s cirrhosis 
heart disease. . 0 
incidence of hemiplegia 
03, 304 

Henoch’s purpura 

76, 343, 556 
hepatoptosis . . 368 
Hirschsprung’s disease 130 
Huntingdon’s chorea 134 
hypersthenic dyspepsia 319 
ale: 


. 372 
14 


incidence of insomnia 


321, 322 
intermittent claudica- . 
OMe 306, 440, 441 
— hydrarthrosis So Be a 
intestinal obstruction 
UPA NBO 
intussusception 
78, 585, 678, 717 
kraurosis vulvee ae TOU 
lateral sclerosis .. 140 
leukoplakia vulvee 701 
lichen scrofulosorum 488 
lupus 179, 402 735, 738 
— erythematosus ato) | 
lymphatic leukemia 25 
macular choroiditis .. 416 
malignant peritonitis 49 
meningococcal menin- 
aise. 3 .. 304 
menstruation. . ri 
mitral stenosis 96 
myocardial affections 
14, 53, 90 | 
myopathies j 60 
myxcedema 414 
nightmares 402 
noises in the head 407 
osteitis deformans 670 
oxaluria 424 
oxyuris vermicularis 520 
Paget’s disease . 430 
papilloma recti 79 


parenchymatous goitre 721 
paroxysmal hamo- 


globinuria . .. 284 
peliosis rheumatica .. 556 | 
perléche 360) 
pernicious anemia 24 
phantom tumour 2 GO 


pneumococcal arthritis 340 | 


poliomyelitis acuta . 61 
— chronica . 140 
polycystic kidney 280 


post-hemiplegic chorea 134 


| Albumin, 


postpharyngeal ab- 

scess 198, 616, 647 
primary athetosis .. 132 | 
progressive muscular 

atrophy . 61 | 
pseudo-bulbar "paraly- 

sis ao Bestg) 
pseudo- -leukzemia 37 
pupil sizes . 551 
pyometra . 186 
Raynaud’s disease .. 441 
rectal polypi.. 78 
renal calculus 5 2 
rhabdomyoma . 306 


rheumatic nodules 338, 405 
— pleurisy 105 


— purpura .. 343 
rhinoscleroma Sates 
rickets 154, 242, 364.) 
Riedel’s lobe.. OG 
retrobulbar neuritis 760 
rodent ulcer 179, 735 


Rose Bradford kidneys 11 


sarcoma of breast .. 687 
— testis . 696 
serofula 5 HONE 
- serofulodermia . 999 
— scurvy rickets . 670 


incidence of sleep 
requirements . . .. 320 
spasmophilia .. oie FEO 
spinal caries .. Bray tells) 
splenomegalic cirrhosis 


| — — dysentery 


Age incidence, contd. 


— — Tooth’s peroneal palsy 60 
— — tropical abscess 369 
— — tuberculosis 300 
— — tuberculous bladder. 
: 282, 397, 471 
— — — dactylitis .. 668 
— — - glands 380 
— — — kidney 279 
— — — joints 3 347 
--- Serge: - .. 590 
— — = peritonitis . 48, 483 
— — — tongue : -- 740 
-- umbilical hernia 483 
— — undue abdominal 
aortic pulsation .. 542 


urethral calculus ... 283 
urticaria : 


— — vesical calculus 471 
— — Weil’s disease 336 
— old, insomnia from 322 


— nocturnal mania from 
cedema of legs from 


414, 415 

— — pupils small in 551 

— — sterility from 646 

— — tremor in ae wan ae 

— — ulcer of leg from Sc, ewe 
— — varieties of Bright's 

disease in .. A 


weight, loss in , 
rise of blood - pressure 
WLU Este wg a 1 


Ageustia_ .. 705 
Agglutination test, in dia- 
gnosing paratyphoid 565 


— for Gaertner’s ; bacillus 
— in Mediterranean fever 
— paratyphoid (and see 


Widal’s Test) 637 
Agraphia .. 626 
Ague (see Malaria) 

Ague- cake spleen .. -- 632 
Air, bad, shortness of 
breath from .. see ROK, 
Air-cells, ethmoidal, etc., 
(see Sinus, Ethmoidal, 
etc.) 
Air - hunger, Daa ab ae 
with 84 
— in diabetes 84 
Airmen, noises in head in 406 
Air-swallowing (see Aéro- 
phagy) 
Albinism, distinction from 
leucodermia .. YAS) 
— hemeralopia from 765 
— nystagmus from .. 407 


Albumin in ascitic fluid 48, 50 
boiling test for, 
precautions in ng eB 


— in cerebrospinal fluid .. 305 
— ear discharge ae al 
— and globulin, relative 


proportions in urine.. 4 
in liquor cotunnii -. 421 
phosphates mistaken for 524 


— in pleuritic fluid - 102 
— sputum .. : .. 644 
Albumin, tests for. eee 4, 


-ALBUMINURIA .. acy 


332, 633 | 


spondylitis deformans 715 


Stokes-Adams disease 146 | 


syphilitic aortic disease 210 


— pseudoparalysis .. 348 
tetany. . ate = chal 
tic douloureux 447 


— from abdominal aneur- 

AV STI. 7 
— in acute nephritis 42, 281 
—-— rheumatism .. Se alist 
— of adolescence .. Be aI 
— albumose with . 15, 16 
— from alcoholism a 3 
— in angioneurotic cedema 13 
— ankylostomiasis 13 
— arsenical poisoning .. 13 
— — arteriosclerosis 1, 406, 537 


— from ascites P as 
Albuminuria of athletes .. bi 


— from bacilluria .. 770 
— bacteriuria 70 
— blistering ae 14 
— in blood diseases 7 
— from bothriocephalus 
latus os fone LS 
- bronchopneumonia 13 


Bright’s disease 55, 105, 412 


— burns or sealds . 13 | 

Albuminuria. in cachexias. 13 | 

— cachexia with .. 99 
_— effect of calcium salts on 


15 


ALBUMINURIA 


ae 

| Albuminuria, contd. 
— from cantharides 14 
— carcinoma coli .. 354 
— — of kidney 750 
— — rectum 5 a vg 
— cancerous cachexia £3 


| 


cerebral hemorrhage and 
84, 119, 303, 515 
in cholera é set BES 


— chlorosis - sek mend 
— from chronic ascending 
nephritis ac 
— inchronic nephritis 76,191, 
212, 274, 298, 408 
— — peritonitis «2 47 
— chyluria with 109 
— from cirrhosis 13 
— cold and 15 
— from coli. bacilluria 455, 530 
— convulsions and. .. 144 
— fro n corrosives. .- 268 
Scale” — 15 
Albuminuria from cystic 
kidneys :3 (2p sit 
— from cystitis se) Baie} 
— in diabetes ee ae 3 
— diphtheria Nei, Te! 
— dysentery 13 
— eclampsia 146 
— after eggs - ava LD 
— effect of exerciseon .. 15 
— from emphysema erally; 
— with empyema . 13 


from enlarged prostate 8, 13 


— in epilepsy ae 144 
— erysipelas eck 
— essential t 15 
— in exophthalmic goitre. . 3 


Albuminuria, febrile, Ben: 


eral account ae 13 
— from fibroid lung 14 
— follicular tonsillitis 13 
— functional 15 
Albuminuria, functional . . 537 


— in fungating endocarditis 7 


— German measles iS 

— and glycosuria, associ- 
ated és 12 

— from gonorrhoea 13 


— from granular kidney 1, 406 
Albuminuria from heart 
failure .. 14, 53, 55 
hiccough with .. 308 
with high blood-pressure 
212, 406, 485 


— in Hodgkin’s disease 13 
— influenza 13 
— intermittent 15 

in Kirkland’s disease 616 


Albuminuria in lardaceous 
disease 7, 8, 35, 537, 636 
laryngeal paralysis with 495 
and lite insurance 15 
with liver abscess a8 ey 


— in lymphadenorha to 
— malaria .. s13nal, ts 
— measles . : een Lc 
— from meningitis 13 
— in mercurialism ae tS 
- microscopic examination 
essentialin .. 5 
— trom mitral regurgitation 
210, 211 
— movable kidney - 460 
— with myocardial affec- 
tions aut is 4 
— in myxcedema.. 58, 414 
— nephritis . 10, 109, 420 
— from new growth of kid- 
ney if 
— after nocturnal emission 15 
— noises in the head with.. 406 
— nucleoproteid aE in 
testing for : . 424 
— with oedema of legs 412 
— orthostatic 15 
— orthotic .. 15 
— from ovarian cyst Pee 3) 
— pale granular kidney 537 
- parasites 13 


with paroxysmal hemo- 
globinuria .. eed 

from pelvic tumour 

in pemphigus we 

pernicious anzmia a oe! 
phosphorus poisoning .. 1 

— phthisis .. he ; 1 
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Albuminuria, contd. 
Albuminuria, physiological 

15, 537 
— pleural effusionand .. 104 
— from plumbism 34 
— in-pneumonia .. 13, 14 


polycystic disease 2) Ex 
from portal obstruction 272 


— postural . 15 
— in pregnancy 9, 13 
— of puberty ee ats) 
— from pyelitis 576, 578° 
— pyelonephritis Sy the: 
— in pyuria a) 
— with raised plood- -pres- 
sure... aerane Al 
— in Raynaud’s disease 13 


— from red granular kidney 537 
— renal calculus .. an 7 
— — infarct. nets) 
— — new growth 
—-— thrombosis .. 7, 749 
— — tumour 51 
— rosaniline in treating 744 
Albuminuria ofrowingmen 15 


Albuminuria scarlet 
fever 


— scarlet fever 14, 224, 227, 617 


— secondary syphilis . 334 
Albuminuria in -severe 
anemia Sri, oly 
— slight when due to blood 12 
——-— pus. eed Le 
~- from snake-bite. . 2 413 
— with sore throat 14 
— in splenic anemia 13 
— from stricture 1635 
— sugar testing and 261 
— in syphilis Bee Vat bes} 
— tube casts.and .. aay Beil 
Albuminuria with tube 
casts and no. pus, 
causes of At BenOs 
in tuberculosis .. ; 


— from tuberculous kidney 
i ae) oe 
— in typhoid fever 


— with uremia 85, 146, 318, 
417, 594 
Albuminutia, uterine causes 8 


— from uterine fibromyoma 7 
Albuminuria, various causes 


of sligh t 
— in variola he en ABs 
— vasomotor neuroses 13 
— from vena caval obstruc- 

iON Meee F 750 
--- thrombosis the ia: 52 
— in Weil’s disease 13 
— yellow fever 13, 273, 336 


Albuminurie retinitis (see 
Retinitis, Albuminuric) 
Albumose, association with 


albumin : pen ee 8) 
— deutero-. - oe KG 
— mistaken for albumin aes 
— tests for . tn 5 
Albumose, tests for 15, 16 
ALBUMOSURIA ze so 15 
— in acute rheumatism 16 
— with albuminuria ae 6, 
— Bence-Jones’s 4 


Albumosuria, Bence- Jones’s, 
general account of 
Albu mosun i, various causes 
0 ne Bh e 
Alcohol (and see Alco- 
holism). 
Alcohol, absolute, in treat- 


ing dendritic uleer .. 734 
— acne rosacea from Fe 26 
— acute gastritis from .. 267 
—- acroparesthesia and .. 444 
— amblyopia from zato9 
— aneurysm and Je 196 
— loss of appetite from 43, 51 
in bile test 3 ce fest 
Alcohol, body weight and. . 770 
- bradypnoea from 84 
— catarrh of small intestine 
from ; = EY 
— central scotoma from .+ 760 


cirrhosis from 51, 266, 

272, 332, 370, 555 
colour blindness from 759,760 
coma from 85, 118, 144, 310 
congestion of liver from 


ALBUMINURIA 


| Alcohol, contiuued. 


369 | 


. 140 


— contractures from 

— convulsions from 144, 
145, 146 

—crampsfrom .. 51, 66 

— deafness from L6G 

— dehydration with peg 

— delirium from 169, 170 


Dercum’s - disease from 
410, 431, 732 


— diarrhoea from . aie 
— dyspepsia from .. 319 
— emaciation from 66 
— erythema from .. 222 
— fatty liver from. . sa BUS 
— furred tonguefrom 48, 51 
— gastritis from 43, 317 


— in hematoporphyrin test 744 
— headache from .. .. 295 
— heart irregular from 486 
— hiccough from . 307 
— hypothermia from a 
— in indican test .. 745 
— infantilism from 189 
— insomnia from .. 726 
— jumpiness from. 726 
— leucopenia from soo 
— liver lobe dwarfed by . 366 
— medulla oblongata de- 
generation from 197 
~ mental deterioration 
from’ ~: 726 
— moral deterioration from 726 
— morning -sickness from 
51, 267 
— muscular twitching from 726 
— myocardial change from 704 
— nervousness from 726 
— neuritis from 140 
— noises in ears and 723 
— cdema from .. 412 
— pain in the limbs from Be 466 
— palpitation from 484, 486 
— paresthesia from 50 (18 
Alcohol, pevoneral neuritis 
from 56, 61, 66, 113, 
256, 443, 465, 505, 
ee 770 
— polyuria from 534 
— priapism from .. 538 
— pupils dilated and fixed 
from . 170 
— restlessness fr om aa 26 
— retention ofurineand .. 395 
— rosacea from 51, 241, 726 
— tachycardia from. 703, 704 
— tremor from 146, 233, 
724, 726 
— effect on urethritis . 184 
— venous stigmata from.. 726 
— vertigo from se 102 
— in vomit va (66 
— vomiting from . AL (PAS) 
— weakness from .. 726 


Alcoholic heart, primary, 
symptoms of (and see 
Heart, Primary Alco- 


Nolic\re. . 14, 46, 418 
Alcoholism (and see Alco- 
hol). 
Aleoholism, - albuminuria 
from; So ols 
— acute, Babinski’. $ sien in -69 


- congestion of liver from 334 


— — pancreatitis and 5 esi 
— amenorrhcea from 18 
— aneurysm from . -. 291 
— aortic disease from 209, 210 
— ataxy from 56 
— brachial neuralgia and.. 449 
— chronic, bottle nose from 51 
-- distended umbilical 
veins from 51 
— — epistaxis from 51 


Alcoholism, chronic, general 
51 


account of 
— — inco-ordination from 146 | 
— — liver large from ail 
— — memory illusions in.. 146 
— — nausea from .. Ye 
— — paramnesia in 146 
— — piles from 51 


sensory perversion in 146 
telangiectases from. 51 
— tremor of tongue from 51 
colic from aA Peon ANT 
congenital diplegia and 132 


Alcoholism, contd. 


— diabetes simulated by.. 85 
— disseminated sclerosis 
Slnulating .. Ae Oly 
— fatty heart trom 210, 212 
— fibroid heart from 5A PAK 
— flushing from .. .. 241 
— foot-drop from . Shs 
— gangrene of lungin .. 259 
— glycosuria from 85, 264 
— heart changes from 53, 
54, 206, 210, 214 
— heat stroke simulating... 310 
— hippus in 2 .- 902 
— insomnia from .. . 322 
— irritability from 323 
Alcoholism, Korsakow’s 
syndrome from 20, 465 
— memory defects from .. 20 
Alcoholism, mental sym- 
ptoms from -- 465 


nervousness simulating 

pachymeningitis from.. 

pancreatitis with 

pontine hemorrhage si- 
mulating 

pupil not reacting to con- 
vergencein .. 


— purpura from 553, 
— rubicund complexion 
from as 


from secret drinking 
speech loss from <a 
simulated by cerebellar 
lesions aie 
stertor from : 
temperature low in 
tricuspid regurgitation 
from 
vacant facies of.. 
Alexia, general account of 
Algidity in malaria 
Alimentary albumosuria. . 


Alkali, alkapton and 
— test for chrysophanic 
acid a6 se 
— — santonin ay 
—-— uroerythrin .. a5 
Alkalies, aneamia from .. 
— appendicular dyspepsia 
relieved by. .. a 
— bad health from <> 
— breathlessness from 
— dermatitis from.. oe 
— in diabetes ar 
— emaciation from Ay 


erythema from .. 
gangrene from .. 
hematemesis from 
pallor from 

sore throat from 


mitral regurgitation from 214 
myocardial affection from 14 


726 
516 


5 LOO 


- 613 


— ulcerative stomatitis fr om 740 


Alkaline hematin, 
trum of (Fig. 33) 

Alkalinity of stool, 
putrefaction .. 

— uterine secretion 3 

Alkapton, Fehling’s solu- 
tion reduced by 

— Moore’s test and 

— optically inactive 

— reducing power -of 

Alkapton, tests for 

— dark urine from 

Alkaptonuria, general ac- 
count of 

— joint lesions with 

— ochronosis and .. 

ALLOCHEIRIA 

— intabes.. 

Brats bodies, list of 

ALOPECIA 

- nites billiard- ball bald- 


spec- 


from 


528, 


ness in ne 

— — distinguished ~ from 
tinea “4 eas 

— — favus distinguished 
from ; 


hair changes in 

note - of - exclamation 
hairs in 

pseudo-pelade ‘and 

simulating pseudo- 
pelade ie 

— ringworm 
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AMYOTROPHIC LATERAL SCLEROSIS 


| Alopecia, contd. 


— premature om, ae 
— from syphilis +. 403 
Altitude, high, noises in the 
head from .. -- 406 
—-— polycythemia from 
532, 533 
Alum, thirst from . 720 
Alveolar abscess (see Ab- 
scess, Alveolar) 
— echinococcus diséase 376 
Amaurosis, from severe 
hemorrhage .. s. L2G 
Amaurosis, uremic 759, 761 
Amaurotic familial idiocy 761 
Amblyopia, from alcohol... 759 
Amblyopia, Laila account 
of . 759 
AMENORRHEA . Gea Jy 
Amenorrhea, causes of .. 18 


— in chlorosis ¥s 37, 274 
from deficient ovarian 


activity 5 646 
— with hydrops amnii .. 46 
— from hyperinvolution .. 646 
— internal secretions and.. 19 
— in myxcedema .. 388 
— from ovarian cysts .. 386 
— — tumour Se (Bs, Gel! 
— phantom tumour and.. 691 


from pregnancy 19, 393, 688, 

689 

— primary .. ove steel 
Amenorrhea, relation of 

ovarian diseases to 19 
America, Central, yellow 

fever in te OOO 

— South, hydatid disease i in 658 

-- yellow fever in 336 
Amido-oxybutyric acid, 


association with ace- 
tone .. é 3 


Ammonia in acetone test. 3 
— anosmia from .. Be Gis 
— cystin dissolved by .. 161 
— in diazo-reaction peeeldees 
— erythema from .. . 222 
— nasal discharge from .. 178 
— in normal urine. . 2 O24 
— Parry’s test 261 
— sore throat from 613 
— stridor from 650 
— in urine, in phosphorus 
poisoning 336 
Ammoniacal urine 524 
Ammonio-magnesic phos- 
phate .. 
Ammonium phosphate, s0- 
lubility of 


— sulphate in acetone test g 

— sulphide, in reducing Oxy 
hemoglobin .. 

— — test for lead .. ins "85 


AMNESIA .. ve aa A 
- (and see Memory) 
Amniotic bands, cedema 
from =: 410 
Amoeba coli (Fig. 25) tt 
— — in dysentery . 172 
— dysenteriz, disappear- 
ance after emetine ra 
— dysentery from.. 716 
— histolytica (Fig. 25) dh 
Amoebee, in hepatic pus .. 369 
Amocbe, method of search - 
ing for 
ke palonen) rhus toxicoden- 
dron in place of a» 224 
, Amphoric breathing, over 
fibroid lung 216 
Amphoteric reaction 523 


Ampulla of Vater, carcino- 
ma invading ss DOU 
— — gall-stone in .. 
— — jaundice from obstruc- 
tion of : 
Amputation, in error 
— for hysterical swelling .. 
Amyl alcohol in urobilin 
eSh ee awe as 
— nitrite, angina pectoris 
relieved by 
— — xanthopsia from é 
Amyloid disease (see Larda- 
ceous Disease) 
Amyotrophic lateral sclero- 
sis, ankle-clonus in 62, 517 


AMYOTROPHIC LATERAL SCLEROSIS 


Amyotrophic lat. sclerosis, contd. | 
— — — electrical reactions in 508 
\- — — extensor plantar re- 
flex in 62, 68, 517 
--- “ines contractions 
135, 508 
Amyotrophic lateral sclero- 
sis, general account of 508 
- knee-jerks increased 


ations J 62, 517 

~ — — lesions in cord in .. 508 
—-—- muscle wasting in 

615 62, 517 

—-—-—nopainin.. .. 508 

—-—-—  paraplegiafrom .. 514 
—-—-— penile erection ab- 

sentin .. fe ols 

——-—-— R.D. in 61, 135, 517 

— —-— reflexes in .. - 508 


no sensory loss in 
508, 517 
Amyotrophic lateral sclero- 


sis, signs of .. 62 

— — — simulated by syrin- 
gomyelia Sa OY 

— — — — transverse ye, 
litis 62 
— — — sphincter trouble in 62 
ANEMIA .. 5¢ 20 
— from acute rheumatism 34 
— alkalies .. ‘ 99 


— amenorrhcea from F 
— from ankylostomiasis ae 81 


— in aortic regurgitation. "201 
Anemia, aplastic, blood 
changesin .. ear 
— — ascites in 46, 55 
—-— bleeding gumsin .. 72 
— — fatty heart from 53 
— — leucopenia in.. 361 
— — low colour index in. 55 


myelocytes in 23 


— — unnamed anzmias and 37 
— from appendicular ab- 
scess  .. ais om oD 
SRarsenic is oe ie oo 
— with arthritis .. it ey 
— from beri-beri F 33 
— blood examination in dia- 
gnosing a AOL. 
— from bothriocephalus . 33 
— with bronchiectasis .. 35 
— bruit de diable in 90, 91, 
92, 723 
— due to cachexia 21, 33, 99 
— capillary pulsation in .. 93 


— due to carcinoma 21, 33, 


L2G eee LO eee dee dG. 
317, 569, 630, 661 
— caseous glands .. rik er 
— chloroma ae 32, 39 
— chlorosis 32 


Anemia, chlorotic, ‘general 
account of _ .. = 
— (and see Chlorosis) 
— from chronic nephritis 11, 
34, 76, 274 


— — tubal es tap Ao ow 
— eirrhosis » 332, 635 
— from colitis 34 
— constipation 32, 412 
— in convalescence we. os 
— from deficient ovarian 
activity ae .. 646 
— definitions of 20 
— delirium from 169 
— different types of 20 
— dilated heart from 36 
— from drugs ee 33 


— duodenal ulcer .. 36, 271 
— indysentery .. a. 34 


— from elephantiasis ee 2g 
— empyema aS 32, 34 
— endometritis .. a5 ee 
— epistaxis te oe oe 
— exercise and 487 
— in familial acholuric 
jaundice -« 332, 634 
— fatty heart from «» 212 
— functional bruit. with Tea 
—-— thrill with .. 7M 


— from fungating endocar- 
ditis 7, 21, 34, 569, 640 
‘— gastric ulcer 36, 269 
— gastric ulcer simulated in 768 
— from hematemesis 32, 36 
— hemic aortic bruit with 92 


Anemia, contd. 

Anemia from hemophilia pee 
— hemoptysis «6 

Anemia from hemorrhage 


21, 32, 413 
— headache from . reieerento. 
— with heart disease 34 


— from hepatic abscess 35, 370 
— in. Hodgkin’s disease 37, 
55, 64, 635, 679 


— severe, hyperzesthesia 

from a er on 
— indigestion and.. Ne ae 
— in indoor workers se 32 
— in infantile scurvy 99 
— infective synovitis « 32 
— insomnia from .. 321, 323 


— intestinal neuralgia and 115 


— intratropical fe a 
— with lardaceous disease 

35, 636 
— lateral sclerosis .. er SAD) 
— in lead poisoning 32, 34 
— leukemia 24, 99, 283, 723 
— lymphadenoma.. 64, 679 
— lymphatic leukemia 25, 556 
— due to malaria 21, 29, 33, 
637 
— mediastinal growth 434, 435 
— with melena 36 


— from menorrhagia fe) 132 


— menorrhagia from 387 
— from mercury .. 33, 726 
— metrostaxis ae me 
— myxcedema ee 38 
— noises in the head from 295 
— from obesity .. 32 
— cedema, from 412, 413 


— from csophageal stenosis 33 
— oral sepsis ae eos 
— ovarian disease. . a2. oe 
— pallor distinct from .. 21 
— palpitation from 484, 487 
— from parasites .. 26, 33, 413 


— with parenchymatous 


goitre .. 722 
— from paroxysmal heemo- 

globinuria .. -. 285 
— pediculosis 378 


— periproctitis 
Anemia pernicious 
Pernicisus Anzmia) 
— due to phthisis 
21, 32, 


(see 


ey, 572 

— pica 

— pleuritic effusion With . 

— profound, from various 
parasites 

— prolonged pyrexia with 

— in pseudoleukemia 37, 


634 
— psoas abscess .. 35 
- ets systolic bruit 
in és eee OIL: 
— from purpura Sn Si le) 
— — pyorrhcea 74 
— pyosalpinx a oD 
— rectal blood loss : 32 
— in rheumatoid arthritis 35 
— from ange 34 
— inscurvy. Store 4a, Pas! 
— — rickets. 670 
~ secondary - v. primary . 21 
— in septicemia 597 


- severe, aches and pains in 467 
-- albuminuria in 
from amyloid disease 527 
ankylostomiasis Soaeal 
ascites with .. 
Babinski’s sign in 
blood changes common 

1D eas es eee al: 
from bothriocephalus 

latus : 
cord degenerations in 
diazo-reaction in 
fatty liver from Sc SIG, 


— — after hemorrhage 406 
— — from hyperlactation.. 35 
— — in kala-azar .. Sete PS, 
-- leucopenia in. 361 
— — noises in the head with 406 
— — pain in limbs in 463 
— — photophobia from 25 
— — poikolocytosis in 572 


polyorrhomenitis with 1.07 
— — pyrexia in 25, 572 


Anemia, severe, contd. 


— — some causes of 8 

—- spinal cord changes 
from <4 trol) 

— — from syphilis . 527 


— — tenderness of bones in 467 
Anemia, severe, unnamed 
types of 37 


— shortness of breath from 87 
— with sinus discharges .. 35 
— specks before eyes in 72 
Anemia, splenic (see 
Splenic Anemia) 

— in splenomegalic cirrho- 

sis se Sc 6 Odd 
— starvation 33 
— sterility from . 646 
— in Still’s disease 35, 378 
— with suppuration 34, 35 


— due to syphilis 21, 33, 560 
— systolic apical bruitfrom 90 
—— pulmonary bruit from 90 


— intabes.. 650 
— tachycardia from 703, 704 
— in thymic infantilism .. 189 
— tinnitus from 123 


— from toxic conditions .. 32 


— in tuberculosis 382, 33, 569 

— with tuberculous joints 35 

— — peritonitis 657 
— with undue abdominal 

aortic pulsation 543 

— in uremia a ae L46 

— from urethral nzeyus .. 283 

— uterine disease .. 32, 302 
Anemia, various types of 

simple . a 32 

— vertigo from 752 


— vomiting due to. 36, 412, 7 


— from worms 519 
Anesthesia from cauda 
equina tumour 62 
— cerebellar artery lesions 58 
— cervical rib 444, 508 
— combined scleroses .. 140 
— cord compression ls 


— of cornea, in glaucoma.. 233 


— cotton-wool in testing. . 605 
Anesthesia, definition of 
605, 606 
— in diabetes ee ee 6s 
— dissociative, from he- 
matomyelia 509, 608 
—-— post.. inf. cerebellar 
artery thrombosis 
(Fig. 264) .. 610 
— — syringomyelia 
110, 257, 508, 516 
Anesthesia, dissociative, in 
syringomyelia 08 
— in Erb’s palsy .. 507 
— of face, from fifth ner ve 
lesion 3 ae 106 
— — mid-brain tumour re) 
— from fracture of sacrum 
(Fig. 259) +=, 608 
— fracture-dislocation of 
spine .. 608 
Anesthesia, general notes 
on 605 
— glove or " stocking type 
56, 134, 465, 606, 609 
— from heematomyelia . 140 
— hemi- (see Hemianzs- 
thesia). 
— hyperalgesia with os 606 
— from hysteria 134, 468, 
498, 503, 716 
— in Klumpke’s palsy . 507 


Anesthesia in leprosy 63, 

383, 404, 529 
— local, in examining larynx 199 
— in musculospiral paraly- 


sis 506 

— from myelitis .. 608 

| — in neurasthenia. LLG 
— from neurosis 518 | 


ANEURYSM 


— from new a spine 714 | 


— paralysis of sciatic nerve 499 
— peripheral neuritis 

56, 465, 514, 606, 607 
- sciatica .. . 438 
— severe pain with . 427 
— of soles, vertigo and 751 
— in spastic paraplegia - 512 
— from spinal injury re UD 
— in tabes «. 466, 514, 609 | 
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Anesthesia, contd. 
— of .tongue, in bulbar 
paralysis a7 vs 106 
— — fifth nerve lesion .. 706 
— from transverse myelitis 
62, 140, 516 
— tumour of fifth nerve .. 71L 
- ulnar nerve division .. 6U6 
Anesthetic in diagnosis .. 18 
— — of abdominal tumour 664 
— — carcinoma coli 126 
— — cause of analspasm .. 128 
— — gastric carcinoma .. 271 
— — hysteria 114, 142, 351 
— — hysterical contracture 141 
— — pancreas tumour 661 
— — phantom tumour 
45, 390, 659, 691 
— — simple colitis eS 
— — subphrenic abscess 658 
Anesthetics, acetonuria 
after ite sts 4 
— aspiration pneumonia 
after ae . 259 
— Babinski’s sign during. 69 
- bronchopneumonia after 289 
— coma from me ee io’ 
— for curettage 390 
— death from 382 
— delirium from 169 
— erythema from .. 222 
— hypothermia from sll 
— status lymphaticus and 382 
— tinnitus from sen dae 
— vomiting .from .. 764 
Anal canal, congenital nar- 
rowness of 129 
Analgesia, in Brown-Sé- 
quard paralysis A497 
— from cerebellar artery 
lesions 7 Se 58 
— cervical rib Soe 110 
— cord lesions and 607 
Analgesia, definition of 606 
— of muscles, in tabes 56 
— pin in testing 606 
— from post. inf. cerebellar 
artery thrombosis (F797. 
264) . os 610 
— in syringomyelia 62, Bae 
97, 508, 516, 608 
— tabes (Fig. 263) 440, 607, 609 
— ulnar, in tabes . 444 
Anangioplastic infantilism 
(Fig. 91) ; 190 
Anaphylaxis 223 
Anarthria .. 626 
Anasarca, in ankylosto- 
miasis. aaa 
— chronic mediastinitis in 430 
— heart disease .. 104, 701 
— pleural effusion with .. 104 
— from renal disease 42, 
46, 54, 104, 701 


— vulval swelling from 700, 7 


(and see Gidema) 
Ee ageas clavicles ab- 
sent in. ‘ 
— face small ; in : 
Anatomy of axillary lymph 
glands. . 
Anatomy of inguinal glands 
— regional, of abdomen .. 
Anchovy paste pus 
— sauce sputum, from he- 
patic abscess . 
Anconeus, nerve supply of 
Aneurysm, abdominal, age 
and sex incidence of 
albuminuria from 
bruit over . 
earcinoma of stomach 
simulating (fig. 288) 
chronic nephritis from 
colic simulated by 
epigastric tumour from 
271, 544, 
heematemesis - from 
265, 
hematoma from 
— - jaundice from Be 
leaking =), 6315 
pain in the abdomen 
from 27-1, 331, 
— back from 271, 437, 
pulsatile tumour from 
271, 


660 
369 


291 
505 


437 
70 
331 


694 


i 
. 115 


664 
Py 


. 631 


331 
664 


437 
664 


437 


780 


Aneurysm, abdominal, contd. 
— — rarity in women . 544 
renal tube casts dueto 7 
rupture of, peritonitis 
simulated by HA 
— into stomach 265, 
sex incidence of 437, 
simulated by undue 
_. pulsation of aorta.. 
syphilis and 271, 437, 
vertebree eroded by.. 
— g-rays in diagnosing... 
acute cyanosis from 
— dyspnoea from ae 
— pain on perforation of 
acute, in fungating endo- 
carditis Ae 
age incidence of 196, 
alcohol and 196, 
angina pectoris from 434, 
arteriovenous, exophthal- 
mos from Be 


454 


640 
437 
291 
709 


— of orbit : 
arthritis simulated by.. 
— asthma simulated by . 
Aneurysm of adie ar- 
er ° 
Bienes ‘due to” 434, 631 
bloated facies from 
blood per.anum from .. 
brachial Se pressed 
on by . ae 
brassy cough fr om 
Bright’s disease 
lated by a 
Dioncniaumets from -. 292 
bronchus. stenosed by 
195, 208, 259, 291, 
bruit over 92, 208, 381, 
bulging of chest by .. 208 


simu- 


— — — due to 168 
— carotid pulses unequal. . 208 
— cerebral . 640 
—— convulsions with 146 


— headache from 294, 295 
— noises in the head with 295 
cervical sympathetic af- 
fected by 
cirsoid (Plate XX) 
clotin .. -. 258 
chibbed fingers from 
collapse from rupture of 
cough from Seg 149: 
cyanosis from 159, 208 
danger of bougie ruptur- 
ing 
of descending aorta, few- 
ness of signs of . 
diastolic bruit TOM 0S 
dilated pupil from 
dissecting, acute pain 
due to 
— pain in the chest from 
— peritonitis simulated 


Dyn ae $5 as 
dullness over 92, 93, 208, 7 
dysphagia from 195, 
egg-shell crackling with 
embolus from - 
enlarged mediastinal | 

glands simulating 
erosion of bone by. 434, 

483, 516, 693, 713, 
of external iliac artery. . 
— — — sarcoma simulated 

y os Ee 
— femoral .. .- 640, 674 
— fibroid lung from 
Aneurysm of first part of 

aorta, symptoms ane 

signs of 
— fusiform. = 
— gangrene from r 255, 259 
Aneurysm, general account 

of 5 st -- 434 
— girdle pain from . 4384 
growth of lung simulat- 

ryates = ie 3 Poe iit) 
of heart .. ks Walle: 
— systolic apical bruit 

from 89 
hard work and ‘196, 291, 516 
of hepatic artery, ascites 

from Sis 46, 51 
-— — — from embolism P "331 
—-—-— in fungating endo- 
carditis .. aye Beal 


ANEURYSM 


| Aneurysm oy hep. artery, conid. 


—-—-—jaundicetrom 61, 
25, 331 
— — — portal vein obstruc- 
tion by 46, 51 | 


hematemesis from 265, 267 
hemoptysis from 149, 

287, ag 292 

— first signof .. 291 

of iliac artery 

— — expansile tumour 

from 5 .. 460 

— felt per rectum . 587 
— pain in iliac fossa 

from 452, 454, 460 

— — thigh from .. 460 

indigestion simulated by 

316, 

insomnia from .. si 

intercostal nerves irri- 

tated by é 432 

_ eee simulated by 

456, 


429 
770 


707 
— — suggesting .. 431 
internal haemorrhage 
fVOM. ays 
intracranial, bruit with 
large heart fr om 206, 
leaking, blanching from 
— coma from . 120 
— into mediastinum 
— retroperitoneal tissues 120 
loss of weight from 4 8) 
lung compressed by 195, 434 
malingering simulated by 
2, 467 
mediastinal fibrosis simu- 
lating . 
— new growth simulating 
267, 435 
neoplasm simulated by 770 
new growth of spine simu- 
lating .. 5 .. 714 
oedema from 411, 415 
— face and arms from 
159, 
cesophageal obstruction 
from ao Os 
Aneurysm, orbital, account 
of és sin .. 230 
orthopnoea from 418, 
419, 
— pain in the arms from .. 
— — back from 195, 290, 


720 
123 
208 
120 


159 


413 


428, 429, 461, 716. 


— chest from 290, 430, 
Aneurysm, pain in tne chest 


from 434, 435, 770 
— — neck from : .. 434 
— — shoulder from A474, 476 
— — testis from -. 483 
— palpitation from 485 
— paraplegia from 514 


peripheral, from fungat- 
ing endocarditis .. 34 
phthisis simulated by .. 291 
pneumogastric irritation 
by ee bs, 
Aneurysm of popliteal ar- 
tery 640, (Plate X XX) 
-- — ligature of femoral 
artery for 5 
— — obstruction of veins 


y on 2 
— — oedema of leg from 
presenting through back 
168, 
— through chest : 
pulmonary, in phthisis. . 
pulsatile aorta mistaken 
for 
pulsatile | ‘tumour from 
76, -92, 93, 168, 208, 
27 i 331, 
‘437, 460, 


428 


, 429, 
516, 


693, 
714, 720 
one pulse delayed by .. 550 
regurgitation dus to 93, 
196, 207, 208, 209 
ribs eroded by . .. 484 
rigidity of back from .. 461 
rupture into air passages 434 


— — bowel .. ae AA 
— bronchus 120, 287, 290, 292 
—-—comafrom .. LS 


— — fatal hemoptysis from 287 
— — into heart .. 434 


Rone 


. 678 


Aneurysm, rupture, conta, 


— — into intestine aLG 
——lung .. E28 76290 
-- mediastinum .. oie ee k20) 
— — cesophagus 120, 265, 
267, 434 
— — pericardium 93,120, 443 
— — peritoneum .. 434 


pleura = Efe 
pulmonary artery Soe ty 
pulmonary veins 
spinal canal ,. 
stomach 76, 120, 265, 271. 
superior vena cava 92, 
trachea 120, 
sex incidence of.. 435, 
simulated by atheroma 
of brachial artery .. 551 
simulating carcinoma of 
cesophagus .. 
skiagram of (Fig. 100) 
209, 435 
spinal caries simulated by 516 
— — simulating .. 714 
— curvature from 714 
spine eroded by 434, 
483, 516, 713, 770 
sternumeroded by .. 434 
stridor from ao, [aint 
of subclavian artery, ac- 
cessory rib simulating 694 
— — clubbed fingers from 111 
— — oedema of arm from 411 
— — osteo-arthropathy 
from 5 
— — pain in arm from .. 
sudden death from rup- 
ture of 93, 120, 434 
syphilis and 196, 291, 
331, 435, 516, 714 
systolic thrill from . 720 
tachycardia from 703, 704 
tenderness of spine from 713 
— sternum from 708 
tracheal obstruction by 
418, 419, 651 


352 
443 


— transverse myelitis from 
389, 516 

Aneurysm, HURTME pulses 
from .. 0, 551, 692 

— unilateral Seaver of 
face from OO 

— yaricose thoracic veins 
from 2.208 


veins of neck dilated from 208 
— seldom occluded by .. 750 
vena cava obstruction 
by (fig. 69) 158, 159, 
(Fig.99) 208, 413, 415, 
673, 751 
— — opened by . 6 dURe 
vocal cord paralysis from 495 
vomiting due to on, thes} 
Wassermann test and 435, 714 
wasting of arm from 61, 63 
aw-rays in diagnosing 63, 
92, 93, 150, 159, 195, 
208; 209,’ 210, 290, 
291, 411, 419, 429, 
435, 437, 461, 476, 
681, 708, 714, 720 
Angina abdominalis 5 LBV 
— abdominal pain from 316 
from arteriosclerosis.. 115 
diuretin in relieving 


316, 438 
— — flatulence with nL OLG 
— — from gout aie LLS 
— — hematemesis from .. 316 


nitroglycerin relieving 115 


— — therapeutic test for .. 316 
— — vomiting from - 316 
— ludovici, angioneurotic 
cedema simulating .. 699 
— — asphyxia in = TADE 
— — bacteriological diagno- 
sis of Cocke 
— — brawny swelling of 
neck from .. Ano: fate 
— — cyanosis from . 158 
— — dysphagia from . 198 
— — dyspnceea from oe LOS 
Angina Ludovici, general 
account of =» 699 
— — cedema from .. . 415 | 
— — — of glottis in .. 699 | 


— — — face and neck from 413 | 


— ANIMAL INOCULATION 


Angina Ludovict, contd. 


— — rigor in - -699 
— — stomatitis with . 542 ~ 
— — streptococci in ~ 699 
— — stridor from .. . 651 


tongue swollen from 
198, 698, 699 
trismus simulated by 729 
maligna .. 2 25 ORG 

pectoris, from adherent 
pericardium 709 
amyl nitrite relieving 476 
from aneurysm 434, 709 
with aortic lesion - 535 

from aortic regurgita- 


tion ..53, 207, 433, 709 
— — aortitis 433, 709 
— — arteriosclerosis 434‘ 535, 709 
— — atheroma z .+ 939 
—-— coronary artery ob- 

struction .. 434 
— — — sclerosis ~ £098 


dissecting aneurysm .. 434 
distribution of pain in 433 


— — electrocardiogram in 
diagnosing . 476 
— — emotion causing . 434 


exertion causing 316, 
433, 434 
. 434 
53 

241, 
316, 709 

pene 


Angina pectoris, false 
— — fibroid heart with 
— — flatulence with 


Angina pectoris, 
account of .. 
— — heart as if caught in 
vice in : ~ 433 
— high blood- -pressure and — 
316, 535, 
— indigestion simulated 
by ate Sa 
_ juvenile 
with myocardial affec- 
tions ae 
nitroglycerine 
les Ae 
Angina pectoris, notes on 
pain of 
pain in the chest from 
— distribution in 535, 
— in left arm with 316, 
— precordia from .. 
shoulder from 474, 
pale abundant urine 


709 


316 
191 
14 
reliev- 


after... : 2H aid33 
— — pericarditis causing 
pain like 433 


polyuria from Bs 
precordial tenderness 


after Se AOS 
—-— sense of impending 

dissolution in 433 
— — sex incidence of 7432 
— — from syphilis 53, 210 


— Vincent’s, sore throat in 
Angiokeratoma, fingers af- 
fected by 


Angioma of Kidney, heema- 


turia from ~.. 275, °278 
— larynx 287, 293 
— liver -» ol4& 
— nose, epistaxis from Be ARAt, 
— tongue 698, 699 
- vulval swelling ‘from 700 


Angioneurosis, cedema from 415 
Angioneurotic edema (see 
(Edema, Angioneurotic) 


Angiosarcoma, hyperne- 
phroma and... 356 
— of tongue ve = 699 
Anglo-Indians, hypother- 
mia in. 312 
Angular gyrus, alexia from 
lesion of .. 625 
| — — speech centre in 624 
Anidrosis .. 654 
ANiuuhe, metheenoglobin- 
eemia from « 16% 
- sulphhamogiobinzemia 
fromiese Boa iki | 
— dyes, bulls from ee 
— —-erythema from 222 
—— hematuria simulated 
Dy: 4 = 744 


Animal! inoculation in dia- ao 
gnosing tubercle 48, 
104, 105, 577 


ANIMALS 


Animals, experimental 

_. heemoglobinuria in 284 
— trypanosomes in 65 te 
ANKLE-CLONUS . 39 


— in -amyotrophic "lateral 


sclerosis as 517 

'— ‘with brachial mono- 
plegia .. « 502 

— in Brown- Séquard para- 
lysis” .. .- 497 
_ Ephellar abscess 517 
— — tumour Dat 

- pemueb ict sclerosis 

307, 517 
-— in Remialesa 39, 139, 303 
— in hysteria 141 


— with increased knee- -jerk 
39, 358 

— lateral column lesions and 510 
— from lateral. sclerosis.. 517 
_— method of eliciting 39 
— from new growth in spine 714 


— in paraplegia .. 39 
— physiological 136 
a significance of 39 


— in spastic paraplegia ie 512 
— ‘tendency: to’ .. 
— from transverse myelitis 62 


Ankle-jerk, absent in tabes 515 
— exaggerated, in hemi- 
plegia. . -- 303 
— — in hysteria 497 
— — syringomyelia .- 508 
— lost, in intermittent 
claudication St 441 
— — in peripheral neuritis 440 
— — seiatica .. 438 
—-—tabes .. me =e OLD 
Ankle-joint, disease of, 
rickets simulating 364 
— fracture into, talipes 
from. 114 
heamophilic arthritis of 350 
— hemorrhage into 362 
- osteo-arthritis of 347 
— sprained, talipes from .. 114 
— suppurative arthritis of 362 
— tuberculous disease of .. 347 
— — limping from 362 
— — pain in foot from 362 
— — talipes: from .. 114 
— yaws affecting .. .. 403 
Ankles, large, in rickets 
(Fig. 85) 186 


— oedema of (see (Edema) 

— paralysis of (See Para- 
lysis, and Foot-drop) 

— position in tetany ne 2 

— puffiness of, in nephritis 42 


Ankylosis, from arthritis 
142, 341, 648 
- ilomsen's disease ‘simu- 
lating .. 584 
Ankylostomiasis, albumin- 
uria in: a3 
— anzemia from 33, ‘81, 413, 521 
— anasarca from Retie a! 
— asthenia from O21 
Ankylostomiasis, blood 
changes with . 26 
— picture in -- O21 
— boils from a5 5c Oras 
— in Brazil 521 
— cachexia from . so BE 
— colour index high in .. 521 
— in Cornwall -. 920 


—~Eeypt .. ». B21 


_ eosinophilia from 219, 521 
* flowers’ of i os. O21 
Ankyloctomiasis, general 
account of as Del 
— in India 81, 521 
— Jamaica eee eral 
— lead miners 520 
— no leucocytosis in 521 
— melzena from coy 
— in mines and tunnels . atest 
— mode of infection with 521 
— occult blood from 81 


— oedema of legs from 
413, 415, 521 
— parasites infeecesin .. 521 
— pernicious anemia simu- 
lated by -. . 
in St. Gothard Tunnel - 521 
— severe ansmia from 
— shortness of breath from 521 


CE duodenale 520 
79 


- — (fig 

—-— ova (Figs. 28, 29) 80, Se 
— — — in feces 
—-—thymolfor . oe 521 
— — in situ (Pig. 220) 521 
Anode er. 583 


Anophthalmos, congenital 761 
Anorexia (and see Appetite, 
Loss of) 


— from bacteriuria 70 
— in bullous dermatoses .. 99 
— from carcinoma coli 126 


— gastric carcinoma ae LO 
— nervosa .. ‘ 
— — amenorrhea in 
— — carcinoma of stomach 
simulating . 
Anorexia nervosa, " general 
account of .. ae 
— — general wasting from 59 
— from polymyositis . 464 
— after serum injection .. 554 
— in tuberculosis .. . 566 
— typhoid fever . 636 
Anasteoplasia, dentition de- 
layed in We 
— dwarfism from 
— skullin .. 
Anosmia, list of causes of 
Anterior chamber, shallow, 
from dislocated lens.. 
— — — glaucoma 233, 
— cornual cell changes in 
syringomyelia 
— transverse myelitis 
cells, in amyotrophic 
lateral sclerosis.. 5 
— lesion of, in Tooth’s 


467 


186, 187 
187 
612 


palsy 61, 513 
— — — poliomyelitis affect- 
ing ue oe 


— crural nerve (see Nerve, 
Anterior Crural) 


Anteri-r crural neuralgia.. 439 
Anterior cruritis .. - 439 
— poliomyelitis (See Polio- 
myelitis) 
— thoracic nerve .. 004 
Anteversion of uterus, 
from pendulous belly 200 
Anthelmintics, for anky- 
lostomiasis .. oe. aya 
Anthracosis -. 288 
Anthrax, bacilli in. 559, 674 
~ bacteriological diagnosis 
of i 413, 559 
— gangrene from .. . 295 
— hemoglobinuria from .. 284 
— of leg Bren ABO 
- mallaant pustule of . 559 
— occupation and 559, 674 
— oedema from 415, 674 


— — of face and neck from 413 


— rigor rare in 595 
= ‘scab in :. 674 
— vaccinia simulating 674 
— vesicles in 674 
Antiformin, in detecting 
tubercle bacilli 385, 
488, 642 


Antimoniuretted hydrogen, 

jaundice from 325 
Antimony, bradypnoea from 84 
— catarrh of small intes- 


tine from pints 
— diarrhcea from .. nee Le 
— hematemesis from ee 268 
— ptyalism from .. 542 
— urticaria from .. 771 
Antipyrin, erythema from 222 
— purpura from A383 
— tinnitus from » (23 
— urticaria from .. 771 

Antitonxic sera (see Serum) 
Antrum of Highmore, car- : 
cinoma of a 180 

— — disease of, pus from 
nose in me 

Antrum of Highmore, em- 
pyema of 462 

— — infection, foul taste 
from 705 

— — lesions. plood- -spitting 
from ~. 285 
— — neoplasm in. 463 
— — sarcoma of 685 


Antrum of Highmore, contd. 
— — suppuration in, menin- 


gitis from .. Sey EAL) 
— —- subjective smells 
from s. 612 
— — transillumination of 
(Fig. 84) 180, 463 
— — tumours: of ey OSD 
ANURIA .. entoso 
— aching in loin with ee) 
Anuria from calculus 39, 40 
— from cantharides 40 
— from carcinoma recti 7 
—-— uteri .. 5 39 
Anuria from carcinoma 
vesice ‘ , 4i 
— after catheterization 42, 396 
— — in enlarged prostate.. 396 
Anuria, causes of.. , 40 
— hiccough with 42 
— malingerer simulating . 42 
Anuria, non-obstructive 41, bis 
— from phosphorus Ard 
— restlessness with ms 
— retention of urine dis- 
tinet from 395 
— twitchings with 42 
— uremia with 4) 
— without other symptoms 4() 
Anus, carcinoma of 381,620, 679 
— coli  bacilluria after 
operations on Acre Ae 
— condylomata of 400, 620, 700 
— epithelioma of (See Car- 
cinoma of Anus) 
— fissure of (see Ilissure, 
Anal) 
— fistula of 48, 193 
- glands draining 679 


- haemorrhage through (see 
Blood per Anum) 

— imperforate (figs. 
252) .. 

- intussusception ‘protrud- 
ing through : 

— irritation round, from 
oxyuris vermicularis 

- pigmentation of, in Addi- 
son’s disease .. 

— pityriasis rosea affecting 

— pruritus of ; 

— retention of urine after 
operations on . 

— syphilitic papules round 


249, 


— ulcer of (see Ulcer, Anal) 


Anxiety, dyspepsia from. 

— occupation cramp from 

Aorta, aneurysm of (see 
Aneurysm) 

— atheroma of (see Athe- 
roma) 

— dilated, aortic regurgita- 
tion from Bi as 

— — from syphilis... 


— — systolic bruit from 
— — — thrillfrom .. : 
— opened by foreign nody 
265, 2 
— — mediastinal new 
growth 265, 
— pulmonary artery arising 
from dee 


— site of bifurcation of 

— systolic bruit over abdo- 
minal . 

Aorta, undue pulsation of 
abdominal! : 

Aortic area, bruits in (see 
Bruit) 

— — definition of .. 

disease, after acute rheu- 

matism é 

age incidence of 

from alcohol . 

anzemia with . 

angina pectoris Ww ith. 

capillary pulsation in 

cardiac impulse dis- 

placedin . 

Aortic disease, causes of . 

— — after chorea .. 

— — from congenital mal- 

formation .. ree 
— — endocarditis . 


14, 
209, 


Aoriic disease, general ac- ie 


count of 
— — from hard work 


337 
151 


AORTIC REGURGITATION 


Aortic disease, 
— — heart failure from 


conid. 

. 418 

hypereesthesia of arm 
from 

left ventricle "enlarged 
‘from 90, 94, 206, 

211, 212 

mitral regurgitation 
from 2,90, 211, 212, 368 

nutmeg liver with .. 368 

orthopnea from . 418 

pain in left arm from 445 


445 


— shoulder from . 474 
rheumatic, age inci- 
dence of .. se 209 
after scarlet fever .. 209 
from sclerosis 2 209 
sex and 14 


site of impulse with.. 299 
splashing pulse in 
from strain 
syphilitic 

— age incidence of .. 210 


— — sex incidence of 210 
— after tonsillitis 209 
regurgitation, age inci- 
dence of .. A 
— anemia with . Ae eAUrs 


aneurysm with 196, 207, 
208, 209 
angina pectoris with 53, 
207, 210, 433, 709 

from aortic valve rup-: 


ture 210 
apical diastolic bruit 

from 93 
arteries forcibly pul- 

sating in Ee WANT 
ascites from - o= 46 
from atheroma 207 
back pressure from .. 46 


mo ula regurgitation, bruit 


Se ee 93, 207 
without bruit : 
capillary pulsation 
with we ans 
cardiac impulse dis- 
placed in .. : 94 
collapsing pulse with 
217, 485 
due to congenital mal- 
formation Sy 93 
diastolic bruit from 
209, 406, 
— thrill with . 
from dilated aortic ring 
93, 
dilatation of left yen- 


790 
720 


210 


tricle with .. 95 
dizziness from 207 
Duroziez’s sign in 93 
dyspnoea from 207 
excessive pulsation 

from 543 


exercise bringing out 


bruit of ae BAD 
faintness from 207 
femoral bruits in 93 


fibroid heart with .. 3 
Flint’s bruit with .. 207 
due to fungating endo- 


carditis eis ere 3 
hemoptysis from .. 288 
headache from Se eA 


heart failure from 
hypertrophy of left 
ventricle from 90, 94, 206 
insomnia from 
irregular heart from.. 207 
mitral disease with .. 209 
— regurgitation from 
46, 99, 288 
noises in the head with 406 
cedema from .. = 207 
pain in arm from 207, 433 
— back from .. . 433 
— precordia from 207, 433 
— shoulder from oe 207 
palpitation from 207, 484 
presystolic bruit with 95 
pulmonary incompe- 
tence simulating .. 217 
pulsatile arteries with 217 
rheumatic 46, 95 
due to rupture of valve 
segment 93, 209 
sclerosis of valves 93 


782 


Aortic regurgilatian, contd. 
— — simulating pericarditis 93 
syphilitic 46, 53, 93, 207, 
210 
- 208 | 
. 207 
207 
723 
93 


systolic bruit with 
thrill with “ 
throbbing from ae 
tinnitus from Ay 
to-and-fro bruit in 
violent arterial ps 
tion with AN E 
waterhammer pulse in 
207, 208, 
ring, dilatation of eg 
second sound, accen- 
tuated 
— — from high plood- 
pressure os 
— relation of ather- 
oma to 
loud, in arterio- 
sclerosis : 
— chronic nephritis 
ringing in chronic 
nephritis 
— with raised blood- 
pressure 
stenosis, ascites from 
— atheroma simulating 
— back pressure from .. 
— — bradveardia from 
Aortic stenosis, bruit of 92, 
— — bruits simulating 
hemoptysis from 
heart failurefrom .. 
hypertrophy of left 
ventricle from 90, 92, 
large heart with ~-'.. 2 
mitral regurgitation 
from 3, 90; 
palpitation from... 
pulse in 
—— rheumatic . 
Aortic stenosis, signs of 92. 
— — syphilitic ae 
— — thrill with 92, 93, 207, 
208, 720 


694 
94, 

720 
93 


1 


oe 


— valve, rupture of : 
Aortic valve, rupture of, 
general account of 
Aortitis. acute, angina pec- 

toris from 435, 709 
pain in the backfrom .. 
— chest from 430, 
from rheumatism we 
syphilis .. : as 
Apathy, in myxcedema 
Aperients, chrysophanic 

acid in =e -. 745 
— eolic from oe 
— constipation from 124, 7 
— incontinence of feces 
after . 
— intestinal constipation. . 
— pink urine after.. ih 
— tenesmus from .. efi bs: 
Ape’s_ hand, in progressive 
muscular atrophy 
— — syringomyelia : 
Aphasia, Broca’s area and 
— cerebral lesions causing 
— from cerebral syphilis. . 
— definition of .. 
— in disseminated sclerosis 
Aphasia, dysarthria dis- 
tinguished from 302, 
2 >) 
— epilepsy represented by 6 
Aphasia, general account of 
— in general paralysis .. 
-- hemiplegia with 303, 
Aphasia, lesions end: 
— in migraine : 
Aphasia, motor .. 
Broca’s area and 
— mutism distinguished 
front aie 
Aphasia, sensory . 625, 
Aphonia, functional oe 
—-— cured by electrical 
treatment .. Se 
— -— —- suggestion .. Ae 
— globus hystericus with.. 
— from hysteria 197, 
Aphonia, in hysteria 628, 
— from laryngeal paralysis 
yocal cord paralysis .. 


| 
| — furred tongue with .. 


be general peritonitis from 


Aphrodisiac drugs as 


_ Aphthous stomatitis . 740 
Aplastic anzemia (see Anwe- 
mia, Aplastic) 


Apneea, in Biot’s breathing 107 


— Cheyne-Stokes _ breath- 
pgp A ee w= LOZ 
Apomorphine, vomiting 


from. 3, .. 764 
Apoplexy, age incidence of 147 


— from arteriosclerosis ipe 

— athetosis after .. 133 

— due to cerebral hzemor- 
rhage ., > ead 


coma in.. ~. 144, 147 
convulsions with 144, 147,148 
dizziness before. . Sa 1Az, 
— due to embolism pre: 
Apoplexy, general account 

f 147 


fi) Ns ah ai 
(and see Hemorrhage, 
Cerebral) 
from granular kidney .. 11 
headache before ay LAT 
from high blood-pressure 81 
onset of . 5 moe ano 
pancreatic (see Heemor- 
rhage into the Pancreas) 
pulmonary, from mitral 
stenosis 
short thick neck with . 
simulating epilepsy .. 148 
in Stokes-Adams disease 146 
due to thrombosis eel AT 
tingling before .. a5 
weakness before 
Appearance (see Facies) 
Appendicitis, | abdominal 
pain from =: 
abscess in groin from .. 
acute abdominal pain 
TEOMA Gros 
— peritonitis from 131, 
adhesions from .. 130 
alkalies relieving pain of 316 
atypical in children . 316 
bands from F .. 130 
colic simulated by ae Wa i 
collapse from -- 436 
congested circumflex iliac 
vein with .. 454 
constipation after . 126 
— with... SESS GT 7, 
diarrhea with . ial LY 
distention of caecum .. 457 
duodenal ulcer simulated 
by <P ae .. 450 
dyspepsia from .. «5 2908 
empyema from . 104, 106 
- frequent micturition from 
394, 582, 


289 
167 


116 


592 


677 
— gall-stones simulating .. 451 
— gangrenous 
Appendicitis, 
count of 


general ac- 


88, 


us 


— hematemesis from 
hematuria from 
heartburn from. 
hunger-pains from 316, 
indicanuria from 314, 
indigestion simulated by 
intestinal obstruction 

irom 7.2 wip 5 
— jaundice after 
Appendicitis, tate tumour 

- 304 


= 279, 


538 | 
Aphthous patches in mouth 74 | 


147 | 
Haz 4 


680 | 
193 | 


: 677 | 
436 
454 | 


AORTIC REGURGITATION 


simulated by 
— left-sided . . 452 
— leg drawn up from 2 OCH | 
- leucocy tosis che ees be: Bi7 | 
— operation in 436, 450, 454 
— ovaritis simulated by .. 678 
— pain in the back from .. 428 
— — epigastrium from - 436 


hypochondrium from 


450, 451 

— — iliac fossa from 352, 454, 
677 

— — left iliac fossa from .. 452 
— — lumbar region from.. 354 
—-— pelvis from .. . 468 
— — penis from A474 


— — right iliac fossa from 


. 116, 124, 283 | 


ARMS 


Appendicitis, contd. 


pain in testisfrom  .. 483 


— painful micturition from 


582, 677 
pelvic abscess from . 474 
— lesion simulated by .. 468 
— swelling due to <enOSS 
perinephric abscess from 353 


» Appetite, contd. 


— pleurisy from 106, 460 | 
— pneumaturia from aa ODO 
— portal vein thrombosis 
from .. ae soto ud: 
— in pregnancy a 6oL 


prolonged pyrexia from 567 
— pylephlebitis after 326, 


pulse-rate raised in 454, 677 | 


333, 567 | 


— pyrexiain 115, 283, 454, 

460, 567, 677 
Appendicitis, pyuria from. Doe 
— rectal examination in re- 


cognizing 116, 283, 454, 
677 
— recurrent on pains 
from .. 
— rigidity with 454, 677 
— rigors after Fe ads 
— septicemia from on OT 
— sex incidence of . 451 
— shock from -. 436 
-- simulated by actinomy- 
cosis . 458 
— — coli bacilluria . 455 
— — Dietl’s crisis . 665 
— — dysmenorrhea s° 193 | 
— — ectopic testis 482, 681 | 
— — ileoceecal kink . 457 | 
— — inflamed glands - 459 | 
Te Ovary. simulating .. 456 | 
— — injury .- 457 
— — movable kidney 460, 665 
— — ovarian neuralgia .. 665 
— — ovaritis . 665 
— — periostitis of ilium .. 454 
— — plevrisy -- 432 
= — pneumonia . 460 
— — pylephlebitis .. . 567 
— — renal colic . 451 | 
— — retained testis . 457 
— — salpingitis . 456 
— — scybala .. 665 
— — spastic constipation ... 124 
— — spinal lesions.. . 461 
— — stercoral ulcers - 459 | 
- - stitch . .. 457 
-- suppurative nephritis 594 | 


tuberculous cecum 458, 677 
— glands wie Gls. 
twisted ovarian pedicle 


Appetite, increased, one 


account of 
— — from hyperchlorhydria’ 42 
— — hysteria 92 ile 
—-— pregnancy .. ~. 264 
—-— tape-worms .. iv, he 
— loss of, in acute yellow 
atrophy .. 273, 333 
— — bad ventilation .-. o2l 
— — carcinoma of stomach 
43, 316 
— — catarrhal jaundice .. 329 
— -— chronic alcoholism .. 51 
— — cirrhosis ay 43, 51 
— — from defective teeth.. 43 
—-— dyspepsia .. sie ites 
—- erythema scarlatini- 
forme Ps ps oud 
— — gastritis ae 43, 317 
—-— hip disease .. -. 363 
— — hysteria ok owt es 
— — with insanity.. 43 
— — leukemia oe s- 20 
— — mitral disease re: 
— — nephritis = hes hye 
— — phthisis ne 7.288 
— - renal lesions .. 42 
— - rheumatoid arthritis 35 
— — from serum injections 223 
— — tetrachorethane - eno 
— - tobacco = x 4S 
— — tuberculosis .. ge ahs 
— — uremia 40, 315 
— perverted, in children ~-- 43 
— — insanity ae a se 
—-pica .. oe ae 
— — pregnancy - 43 
— yoracious, in hypopitui- 
turism. 2s 410 
— — from worms .. 519 
Apple -jelly nodules, in 
lupus 179, 402, 601, 
735, 738 
Apples, colic from ee Fi a Ee 


— unripe, diarrhcea from.. 7 
Apprehension, sense of, as 
an aura of epilepsy .. 
Aqueous humour, partie 
in : ston 
— turbid, in iritis . as 
Arachnoid hemorrhage, 
convulsions from 
Aran-Duchenne type of 
amyotrophic lateral 


sclerosis 5 -. 908 


| Arcus senilis, hiccough with 308 


456, 691 | 


typhoid fever . 459 
undue abdominal aor- 

tic pulsation . 543 
ureteral calculus 281, 578 


— - - colic.. . 454 | 
— — ureteritis . 455 
— subdiaphragmatic  ab- 


scess from 103, 106, 451, 658 
suppurative pylephlebitis 
from ». 096 
swelling with 


— - iliac fossa from 354, 677 
Appendicitis, symptoms of 677 
— tenderness with -. 454 
— in iliac fossa from .. 677 

— over M’Burney’s spot 
with 451, 454 

thrombosis of iliac veins 
from ba A a6 gL OG 
tongue coated in . 454 
vomiting in 454, 677, 765, 
767 


Appendicular abscess (see 
Abscess, Appendicu- 
lar, and Appendicitis) 
— colic (see Colic, Appen- 
dicular) 
Appendix, felt per rectum 587 
— in hernia. ae 683 
= vermiformis, actinomy- 
cosis of BEA fe 
APPETITE, ABNORMAL 42 
— — in diabetes - 260 
— deficient, from worms . 
= increased, in diabetes 


. 454, 


| — contracture of 


Argyll Robertson 
(see Pupil, 
Robertson ) 

Argyria .. a8 -. 529 

Arm, athetoses of.. -. 133 

61, 141, 520 


pupil, 
Argyll 


| — muscles of, root imner- 


vation of +e ~= OOS 
|— myopathy of .. -. ol4 
Arm, nerve supply of 
muscles of .. 2 OU: 
— pain in (see Pain in the 
Arm), _ 
— paralysis of (see Paralysis 
of Arm) 


— in left iliac fossa from 452 | 


519 ) 
43, 260, 264. 


sores on, inflamed axil- 


lary glands from .. 380 
— spasticity in .. - 502 
— wasting of, from aneu- 

rysm .. ae ie aes 
—-— cervical rib .. os, ~ 10m 
— — elbow joint disease 61 
— — thoracic new growth.. 63 
Armpit (see Axilla) 
Arms, chorea affecting .. 133 
~ diplegia affecting ee Ae, 
— epilepsy co. fined to .. 145 
— intermittent claudication 163 
— local fatness of, in Der- 

cum’s disease 410 


multiple benign sareoid 
affecting ae .. 405 


— myoma cutis of oe doe 
— edema of (see C&dema 
of Arms) 
— position in tetany 2, 151 
— short, from achondro- 
plasia .. a ee le 
— swelling from aneurysm 
opening yena caya.. 159 


Arms, conid. 
— syringomyelia affecting 


of A 
diarrhoea ‘from | 64, 73, 
heise: Lipa ANZA 
erythema from .. 222, 
fatty heart from 
in food .. ie ae 
foul taste from .. 
gastritis simulated after 
heematemesis from é 
in hair 34, 66, 73, 529, 
headache from BP, a5 
herpes zoster from 
hyperkeratosis from 34, 


criminal administration 


608 


— tremor of, from mercury 65 
Arnica, bulle from 96 
Arnica montana, dermatitis 
from 755 
— — erythema from 222 
— — sore fingers from 239 
Arnold’s nerve... 148 
Arrhythmia of heart, trom 
auricular fibrillation. - 545 
— — alternuting pulse type 545 
—— excitement and - 045 
— — extrasystoles .. -. 945 
— — heart-block type . 545 
— holding of breath and 545 
Arrhythmia of heart, sinus 
type of do -. 545 
-— — swallowing and .. 045 
Arrhythmia of heart, total 548 
— — (and see Pulse, Lrregu- 
far) 
Arsenic, Addison’s disease 
simulated from . 64 
— albuminuria from 5a bey 
— amblyopia from oe (ax) 
— anemia from 33, 612 
— in atoxyl 224 
— beer me fees 526, oa 
— bleeding gums from 72 
— blood per anum from .. “i 
— in blood diseases 64 
— catarrh of small intestine 
from . 2 
— chemical analysis in dia- 
gnosing F no fille) 
- choleraic. diarrhea from 717 
— in chorea 66, 717 
— clammy skin from .. 78 
— cold simulated by Ary ants) 
— colic from ats .. 64 
— collapse from .. (aby 
— contractions from 140 
— coryza from 64 


533 
224 


705 
766 


. 265 


ARMS 


718 | 


64 


64, 73 


hysterical administration 
of 65 
leucopenia from 
lichen planus relieved by 
in Manchester epidemic 
526, 
Marsh’s test for 
mucus in stools from 
nasal catarrh from 
— discharge from 
neuritis from 
noises in the head from 
cedema from .. $5 
— of face from .. 
pain in epigastrium from 
— limbs from .. 64, 
pareesthesiz from are 
peripheral neuritis from 
34, 61, 64, 65, 66, 73, 
256, 443, 465, 466, 
505, 
in pernicious anzemia 33, 
> 026, 


— photophobia from 5 
— pigmentation of the 
mouth from .. 335 

— — skin from 33, 64, 73, 
526, 

Arsenic, .pigmentation of 
the skin due to (Plate 
Pity. ie 
Arsenic poisoning, acute, 
symptoms of .. oe 
Arsenic poisoning, general 
ACCOUNT Of een Clic, 
Arsenic poisoning, sym- 
ptoms of : 64, 

— polycythemia from 


oe 


718 | 


- 533 


Arsenic, contd. 


— ptyalism from .. 542 
— pulse irregular from 78 
— purpura from .. 5d3 
— Reinsch’s test for 78 
— in salvarsan .. .. 224 
— in sodium cacodylate .. 224 
— suicide by Fic ve As 
— syphilis and .. 960 
— tenderness in abdomen 
POM eye si ee ales) 
— tenesmus from .. eet eat 
— in vomit. 78 
— vomiting from Mili 73, 78, 
ial 766, UAL 
— in water.. Ar an. Hille! 
Arseniuretted hydrogen, 
hemoglobinuria from 284 


— — jaundice from 325, 337 

Arterial tension (see Blood- 

pressure) 

Arteries, cerebral, atheroma 
of (see Atheroma of 
Cerebral Arteries) 

forcibly pulsatile, in 
Graves’s disease A 

sensitiveness of 
thickened, in 
nephritis 
tortuous, 
nephritis A 
visibly pulsating, with 
aortic regurgitation .. 

Arteriosclerosis, accentu- 
ated aortic second 
sound in % 

albuminuria from 406, 

— first sign of : 

anyzina abdominalis from 

- pectoris from 434, 535, 

apical systolic bruit in.. 

apcplexy from .. 

ascites from ee 

and atheroma, associ- 
ation between one 

back pressure from 46, 

cerebral hemorrhage 
from 12, 147, 

— tumour simulated by 

Cheyne-Stokes breath- 
-ing from ae 

cyanosis from Ag 

dead fingers from 162, 

diabetes with .. ae 

epistaxis from . oes 

— first symptom of .. 

gangrene from .. a6 

Arteriosclerosis, general 
ciagnosis of .. 56 

giddiness in . ae 

and granular kidney, 
close relationship be- 
tween .. Sie Medak 

hematemesis from .. 2 


chronic 


in chronic 


— hematuria from 275 
— hemoptysis with a2 287 
— headache from 294, 295, 296 
— heart enlarged in 2, iit, 
54, 206, 211, 212, 588 
— — failure from 14, 46,161,418 
—- sounds with .. 11 
— high blood-pressure with 
2, 11, 14, 46, 90, 81, 
TGS, TUS, AE 
296, 406, 418, 484, 543, 588 
- hyperacusis THEN) A ~2 309 
— hypothermia in.. Soe lel 
— insomnia from .. 321, 323 
— juvenile .. i 
— menorrhagia from 386, 388 
= metrorrhagia TrOMes 0) 390 
— mitral regurgitation from 
Pa. got GOS Pala 2H 
— with nephritis .. we) AZ 
— nocturnal micturition 
With <. 3 al Ae; 
— noises in the head in .. 406 
— non-concentration of 
mind in se are 
— with normal radial artery 
— nutmeg liver from 368 
- orthopnea from .. 418 
— pain in the back from .. 716 
— palpitation from 484 
— pancreatitis with 100 
— pericarditis with ie 
— peritonitis with 11 


a | 


ARTHRITIS, HASMOPHILIC 


Arteriosclerosis, contd. 


sound with ooo: | 
— — second sound trom .. 588 
— retinitis in 90 
— senile gangrene and 258 
— ringing in ears in 11 
— tinnitus from .. 723 
- Stukes- Adams disease 

VON 146 
Arteriosclerosis, symptoms 

ana signs of stonils 
— tube casts from. D384 | 


pleuritic effusion with.. 11 
with polycystic kidneys 

42, 357 
polyuria with 12, 90, 536, 537 
precordial pain in eel 
ptyalorrhoa from . 543 
radial artery thickened in 90 
reduplication of first 


uterine vessels affected 


by 388 


vertigo from 407, 752, 7d3 


vessels aftected by. 


vomiting Irom .. - 295 


Arterlovenous aueurysm of 


| Artery, brachial, atheroma 


orbit 
of 5 551 
~ forcibly ‘pulsating, with 
aortic regurgitation 207 
carotid, forcibly pulsat- 
ing, with aortic regur- 
gitation 
coeliac axis, aneurysm of 331 


comes nervi mediani, 
collaterally enlarged.. 850 | 
coronary, atheroma of 
— — heart-block with .. 83 | 
— — heart thumpings 
from ae 
— fibroid heart from ob- 
struction of . 213 | 
— obstruction, angina 
pectoris from .. 434 | 
—-— pain in the chest | 
from .. 434 
— sclerosed, angina pec- 
toris from 434, 709 | 
— — extrasystoles from 547 | 
—-— pain in the back 
from 56 rious 
— — — chest from . 434 
— — rheumatism of shoul- 
der simulated by 708 | 
_ CA obstruction 
ae 2 213 
dorsalis pedis, cessation ory 
of pulsation in aie 4 
femoral, bruit over, in 
aortic regurgitation... 93 
— ligature of, aera 
“from 258 
— — for popliteal aneu- 
rysm - Bg wAitey | 


hepatic, aneurysm of 325, 331 | 


hyaloid, persistent, nys- 
tagmus from,. 
iliac, aneurysm of, (See 
Aneurysm of Iliac 
Artery) 
innominate, aneurysm of 
(Fig. 184) c 
intercostal, replacing pul- 
monary ‘ 
internal carotid, commu- 
nicating with caver- 
nous sinus a 
— — erosion of . 
middle cerebral, " embol- 
ism of (see Embolism, 
Cerebral) 
— endarteritis of 304, 
— hemianopsia from 
lesion of.. 
— hemiplegia 
lesion of.. exe 
— speech centres sup- 
plied by : 
ophthalmic, communica- 
ting with cavernous 
sinus ot ss oe 
pancreatic, opened by 
gastric ulcer .. 
popliteal, aneurysm of, 
(see Aneurysm of Po- 
pliteal Artery) | 


435 
111 


421 


from 


694 | 


Ao) CADE | 


ibe 


ED 


. 694 | 


6 | — — nodules with .. 


Artery, contd. 

— posterior cerebral, hemi- 
anopsia from lesion 
. of Ap we 

-- infericr cerebellar, 
thrombosis of 58, 
— pulmonary, aortic aneur- 
| ysm opening into .. 
arising from aorta . 
atheroma of .. 287, 
— from mitral stenosis 
embolism of (see Hm- 
| bolism, Pulmonary) 


radial, abnormal 
— cessation of sail oki 
Md ac 5 
embolism of - 
thick and tortuous, 
| with chronic mephak 
Lisa 
— — high plood- -pres- 
sure 
thickened in arterio- 
| sclerosis 
| = — — cerebral 
with : 
— in interstitial nephri- 
tis 
retinal, embolism of (see 
Embolism, Retinal) 
— spasm of, blindness 
from ae 
spinal, thrombosis of (see 
Thrombosis, Spinal) 
splenic, opened oy gas- 
tric ulcer 7 
subclavian, aneurysm of 
(see Aneurysm of Sub- 
clavian Artery) 
— atheroma of . 
— stenosed by cervical 
LID a 
| — — stenosis of cesophagus 
by 
tibial, cessation ‘of pulsa- 
tion in 
temporal, tortuous, cere- 
bral atheroma with . 
Aryteno-epiglottidean folds, 
pallid swelling of 
Arytenoid cartilage, peri- 
chondritis of .. é 
_-— fixed, simulating laryn- 
geal paralysis 
ARTHRITIS (and see 
JOINTS, AFFECTIONS 
OF THE) 
Arthritis, acute ea 
— adhesions from 
alkaptonuria and 
ankylosis from . 
Charcot’s (see Charcot’ P 
Disease of Joints) .. 
in congenital syphilis .. 
contractures simulating 
crepitus from 
deformans 
diphtheria with 
dysentery with .. a 
ecchondroses from 
exostoses from .. 5 
septic, fixation of oe 
aiter .. On0 
glanders with 
— gonococcal deformity 
from 142, 
Arthritis, gonococcal, 
general account of 
joints chiefly affected 
b 


atheroma 


Hie 


gh aa a 
overlooked in women 
mistaken for acute 
rheumatism 338, 
— progressive muscular 
atrophy 

— tuberculous joint .. 
muscle atrophy with 


pain in the limbs in .. 
salicylates ineffectual 
in (Fig. 150) 338, 
suppuration rare in .. 
tendons and _ fascize 
affected in .. 
— gouty (see Gout) 
Arthritis, hemophilic 


610 


92 


5 Alay 


291 
215 


— supplied by intercostals 111 


550 


. BSL 


406 
90 


761 


406 


5 UD 
- 613 
. 494 


341 


339 


. 340 


341 


.. 340 
. 340 


340 
340 


. 340 


341 
340 


. 338 


463 


341 
341 


. 340 
. 380 


784 


Arthritis, hemoptysis and 287 
— hemorrhagic, in Henoch’s. 


purpura Aan aia) fhe) 
— hysterical E ba ON) 
— infective, anmmia with. 32 
-- ankylosis from - 648 
— — after diphtheria 648 
~ — epitrochlear gland en- 
-larged from 381 
— — fibrositis and A475 
—— myositis and .. 475 
— — from pyorrhcea 74 
— — after scarlet fever 648 
Arthritis, infective, of spine 648 
——-— pain in iliac fossa 
from 452, 454 
— — — interscapular pain 
from é .. 461 
— — after tonsillitis 648 
— — stiff neck from 648 
— influence of salicylates : 
on pains of ae oat) 
— influenza with .. 340 
— from injury .. 476 
— in Malta fever.. 340, 466 
— measles with ». 340 
with meningococcal me- 
ningitis 340 
= muscle atrophy ‘with él, 
340, 351, 363, 583 
— needling of joint in dia- 
gnosing . 340 
— neuritis simulated by . .. 506 
— occupation neuroses si- 
mulating . 476 
— ochronosis and . 746 


— osteo- (see Osteo-arthritis) 

— pain in the shoulder from 474 

— paralysis simulated by.. 501 
— with peliosis rheumatica 556 

— pigmentation in - 027 


Arthritis, pneumococcal, 
general account of .. 339 
Arthritis, in rheumatic 


fever, poner a aoe 


0 
- rheumatoid, anemia in 35 
-- appendicitis simulated 
Dyess Nie .. 461 
appetite impaired with 


35 

Arthritis, rheumatoid, bac- 
teria causing .. 38 30 

—-— absence of bony 

changes in.. . 343 

— — age incidence of 342 

— — bacteriuria with 1 G9 

— — in children (ee Still’s 
Disease) 

Arthritis, rheumatoid, con- 
stitutional symptoms 
with .. ae hs 

— — contractures from .. 142 

— — distinctions from 

acute rheumatism 343 

Arthritis, rheumatoid, 
general account of 341, ve 

—-—gratingin .. oe 

— — joints affected in "343 

— — loss of weight in 35 


lymphatic glands en- 
larged in 35, 343, 358 
massage in . 343 
muscular atrophy in 
43, 346 
osteo-arthritis con- 
fused with . 343 
Arthritis, rheumatoid, osteo- 
arthritis distinguished 
from . 
pain in the back from 
— hand from .; 
— limbs in 
passive movements in 
pigmented skin in 35, 
pulse rate in 341, 
342, 
from pyorrhoea alveo- 
laris ads 555 
pyrexia with .. 35, 3 
rarefaction of bone 
in (Fig. 156) 343, 


recurrent 
tions of . 
salicylates ineffectual 
in. ae eos 
sex incidence of 


exacerba- 
343 


341 


. 342 


ARTHRITIS, 


Arthritis, rheumatoid, contd. 


—-— spindled fingers in 
(fig. 153) 342, 


— — spindle-jcints in 35 
— — spleen enlarged in 35 
— — stiff neck trom .. 648 
— — Still’s type of. 35 
— -— sweating hands and 
feet in - 342 | 
—— temperature chart in 341 
— — Thomsen’s disease si- 
mulating ae O08 | 
—-— ulnar deflection in 
(Fig. 154) 342, 343 
— — ureteral calculus simu- 
lated by . 461 
— — writer’s cramp simu- 
lated by 5 Alsat 
— — x-rays in diagnosing. . 343 
- Beanie rined ; 340 
Artnrius, septic, general 
account of 3 339 
— septic, leucocytosis with 339 
— — mistaken for rheuma- 
tic fever Se. Bey 
—-—pyrexiaof .. -- 309 
—— sources of infection 
causing ssi a00 
— — sweats due to se aed) 
— of shoulder, aneurysm 
simulating .. 476 
— — hydatid cyst simulat- 
ing . 476 
-—- mediastinal new erowth 
simulating .. .. 476 
— small-pox with 50 340 
— spinal, rigidity of back 
from)y . 461 
— — “-rays in diagncsing. . 461 
— suppurative, “albumos- 
uria with a5 L2eelG 
— — of ankle Bs 362 
— — limping from .. 56) OZ) 
—-— mistaken for acute 
rheumatism 338 
— — — rheumatic fever 341 
— — from osteomyelitis 341 
— — pain in foot from 362 
— septiceemia from .. 341 
Arthritis, syphilitic, general 
account of .. 348 
Arthritis, in syringomyelia 349 
— talipes from te oe hid. 
— temporomawxillary, tris- 
mus simulated by 729 
— traumatic, mistaken for 
acute rheumatism 338 
— — tubercle and .. Sh Gre) 
- tuberculous, age  inci- 
dence of 347 
— — anemia from 35 
— — Baker’s cyst with 692 
— — Charcot’s joint simu- 
lating -. 349 
-- contractures from 142 
Arthritis, tuberculous, gen- 
eral account of .. 347 
— = gonocoeceal arthritis 
. mistaken for 341 
Arthritis, tuberculous, of 
hip, general account of 363 
— — hysteria simulating .. 142 
— — injury preceding 348 
— — joints affected by 347 
— — lardaceous disease with 
8, 348 
— — limping from fue B62 
—-— mistaken for acute 
rheumatism ae alate! 
— — muscle wasting with.. 348 
— — pallor with 348 
— — phthisis rare with 348 
~—.— syphilitic joint simu- 
lating 348 
Arthritis, typhoidal, “general 
account of .. .. 340 
— — streptococci in BAL 
Arthritism, pruritus from. 540 
Arthropathy, pulmonary 
(see Pulmonary Osteo- 
arthropathy) 
Artichokes, oxalate from.. 424 
Articulation, cerebellar 59 


defective, in bulbar para- 
lysis de 

- at clinton of . 

— (and see Speech) 


HAIMOPTYSIS 


378 


| Ascaris lumbricoides 


Asafoetida, foul taste from 705 
. 520 
—— appetite increased by 48 | 
bile - duct obstructed 

y 325, 
no blood changes with 26 
eosinophilia rare from 219 


— — jaundice from 325 
— = length of . 328 
— — ovum of (fig. 217) . 520 
— — passed per rectum 520 
— — in vomit 767 


| — — without symptoms mi 520 


Ascending cerebellar tracts, 


role in co-ordination.. 55 
— nephritis (See under 
| Nephritis) 
— nephritis, causes of 
chronic a BY 4 
ASCITES Poe Blots} 
— abdominal distention 
from 43, 418, 655, 656 
— from abdominal tubercle 171 
— abdominal veins distend- 
ed from = 5 Ae 
| — from abscess of liver 330 | 
| — acute peritonitis se OY 
— acute, from twisted 
ovarian pedicle .. 456 
— from adherent pericar- 
dium é ay “29 
— albuminuria from 13 


~ from aortic disease 


— aplastic anaemia 46, 55 


— with arteriosclerosis 11, 46 
~ back pressure 46, 52, 212 
— Bright’s disease .. 46 
Ascites with  Bright’s 
Disease . 54, 55, 105 
— bronchiectasis from 2 292 
— from bronchitis 46 


— earcinoma of colon 49, 51, 329 


—-— duodenum .. ae aigll 
— — liver .. 46, 52, 330, 373 
—- ovary .. , ep iS) 
— — peritoneum - 657 
— — rectum wen ae 
— — stomach 49, d1, 329 
— — suprarenal 51 
— cardiac impulse displaced 44 
| Ascites, causes of.. 45, 46 
— from chronic mediastini- 
tis oe 3 Be. ey) 
— — nephritis ee Le 
— — peritonitis 11: 47, 373, 425 
Ascites, chylous, charac- 


ters of fluid’ in .- 50 
— — chylous fluid in chest 
with eis ae LOG 


— — chyluria with 7) 09 
— — from elephantiasis 50 | 
— — filariasis as oe, 1X0) 
Ascites, chylous, general 

account of .. 49, 50 
— — from injury .. oeo.0) 
— — — to thoracic duct .. 106 
— — leukemia 50, 106 
— — malignant disease 50 
— — nephritis 


new growth 

obstructed receptacu- 
lum chyli ... aa 

— — — thoracic duct 50 

— from cirrhosis 35, 46, 51, 52, 
Bol, OL, Ol Om Oso OU semi) 


— due to colon tumours ere) 46 
Ascites, conditions simu- 
lating . ae : 

- constipation with sen AHS 


Ascites, differential ciagno- 
sis of causes .. 46-5 

— dipping in : 

— distended bladder simu- 


lating .. 665 
Ascites, ‘distinction from 
ovarian cyst . 44, 45 


— from distoma hepaticum 328 
— dullness with 5 opncket) 
— — due to, distribution of 
— due to duodenal tumours 
—in Egyptian splenome- 
paly) 

— from emphysema 
Ascites, encysted . 

— — ovarian cyst simulated 


46, 


Ay 
— — pelvic swelling due to 6 


|— fibroid heart .. 


Y ere eo : 
— due to hepatic aneurysm 


| — from high blood-pressure 


| — jaundice with 


50, 106, 109 | 
-. 108 | 


ASCITES, SIMULATED 


Ascites, contd. 

— with enlarged liver 46 

— — portal glands 2. O20 

— epigastric angle widened 
by a3 are os” 4 

— from fatty heart- 46, 53 

wot es 


|/—--—lung .. 2 w«° 46 
— fibroid lung from . 292 
— fluid of (see Fluid, Ascitic) 

— foetal, dystocia from .. 200 


| — — recognition in uterus 201 


— in fungating endocarditis 7,51 


| — with granular kidney 11, 46 


— guinea-pig inoculation in 
diagnosing tuberculous 657 

— from gumma of liver .. 330 

— in Hanot’s cirrhosis - 312 


_— from heart failure 46, 52, 105, 


694 
— heart impulse displaced 
+ 299 


46, 51 


— in Hodgkin’s disease 46, 55 


| — due to hydatid cyst 45, 


46, 49, 330, 358 


_— hydramnios simulating 689 


. 46, 50, 52 


— dueto kidney tumours.. 46 
— knee-elbow position in 
detecting 44. 


| — in leukeemia 45, 46, ‘al, 55 
| — lines albicantes from. 43, "365 
| — liver pushed up by 


. 367 


50 


— due to liver tumours .. 46 
— from local enlargement 
of liver : seo) 
— loculated: 44, 48 
| — from lung affections .. 46 
— due to lymphadenoma 
SMO 
| — in malaria 46 
| — due to malignant disease 45 
| —- liver .. 
Ascites, from malignant 
peritonitis id 49 
— — portal glands.. seo 
— mediastinal growth .. 46 
— mediastinitis . 46 
— mensuration in .. . 44 
— from mitral disease .. 46 
— — regurgitation SIO sid 
-- stenosis aoe 8: 
— myocardial changes 46 
— nephritis... : 42 
— nutmeg liver Ave 334, 368 
| — with cedema of legs 52, 415 
— orthopnoea from : "418 
|— with ovarian cyst 45, 689 
—-— from ovarian new 
growth ..- 690 
| — — tumour 5 331, 355 
| — palpitation from .. 485 
- due to pancreatic tu- 
mours .. ae HAS 
paracentesis for «OZ 
— trom perihepatitis 46, 52 


— peritonitis 5 45 
— in pernicious anemia 46, 5d 
Ascites, physical signs of 43, a 
— with polycystic kidneys 


— in polyorrhomenitis F 106 
from portal vein ob- 

struction 51, 272, 330 

— — — thrombosis.. 45, 272 
— proliferating papilloma- 

tous ovarian cyst 49 

| Ascites, pseudochylous 50 
|/— in pseudoleukemia 37, 

46, 59 


— rectal examination in 
detecting ce 49, 587 

— respiratory movements 
deficient with we 


— ribs pushed out by ..’ 43 
— from sarcoma 46; 52, 330 
— with severe anzemias 55 
— sigmoidoscope in 49 


— simulated by abdominal 


eyst NE .. 44 
— — — tumour He 44 
| — — distended bladder 44 


hydatid cyst .. ns 5) 
hydronephrosis 


ASCITES, SIMULATED 


Agsrites, simulated, contd. 


— — by hydrops amnii 44 
— — hysteria 390 
— — obesity 2 . 44 
— — ovarian cyst .. 44 689 
— — pancreatic cyst 45 
—-— phantom tumour .. 44 
— — tympanites 44 
— skin tense and shining 
from .. es Sie 4S 


skodaic resonance from. 611 
in splenic anemia 46, 55, 372 


— splenomegalic cirrhosis 633 
— syphilis .. : 52 
— — of liver 3 46 
— thrill with Bf 44 
— tuberculous 45 
Ascites, with tuberculous 
peritonitis 48, 150, 631 
— — portal glands.. 51 


— twisted ovarian pedicle 689 
Ascites, tympanites distin- 

guished from 44 
umbilicus and ae: art: 
— uterus in 


from vena cava inferior 


obstruction 46 | 
— vena cava inferior ob- 
structed by 415, 749 
— from vena cava throm- 
bosis .. : 52, 749 
Ascitic fluid (see Fluid, 
Ascitic) 
Aspergillosis, haemoptysis 
from 
Aspergillus flavus, ‘in spu- 
tum: a5 .. 645 
— fumigatus, in sputum .. 645 
— Madura foot from 736 


— niger, lung affected by.. . 290 


—-— in sputum 645 
Asphyxia, from abductor 

paralysis -. 158 
— acute laryngitis 616 
— angina Ludovici 699 
— borborygmi from 82 
— coma in.. ae 144 
— convulsions in .. 144 
— in epilepsy ons 145 
— fatal, from tooth-plate 

in ‘larynx 195 
— in heart -disease 146 


high blood-pressure from 

14, 81 
from Landry’s paralysis. 518 
paralysis of diaphragm 518 


— — intercostal muscles .. 518 
— partial, shortness of 
breath from .. eo 
— retracted head from 589 
— from syphilis .. .. 158 
— tetanus .. ae cig, LEIS) 
— whooping-cough 145 
Aspiration, in diagnosing 
bursa. . 676 | 
— (and see N eedling) 
Aspirin, angioneurotic 


cedema simulated after 673 
— erythema from .. ss 222, 
— noises in the head from 406 
— edema from 410, 413, 415 


vaginal examination and me 


urticaria from .. 413, 771 
Assam, Kala-azar in 29, 633 
Astereognosis axa 58 
— in tabes. op ahs . 609 
— disseminated sclerosis .. 609 
Asthma, aneurysm simu- 
lating .. as -. 535 | 
— bronchitic, spasmodic 
distinguished from by 
eosinophilia ee a) 
— bronchitis with 153, 420 | 
— — simulating 420, 535 | 
—-— and emphysema from 160 | 
— — — simulating . oe GOR 
— cardiac dyspnoea simu- 
lating .. 56. DBI 
— — from fatty heart 5 alls} 


— — spasmodic distinguished 
from by eosinophilia 219 
— Charcot-Leyden crystals 
in ee LOZ 153 
— clubbed fingers from 
— constipation from 
~ OO S spirals in 
102, 153 
13) 


Asthma, contd. 


— cyanosis from 6 
— dyspnoea from .. 322, 420 
— — not cough the essen- 
tial symptom of 535 
— emphysema from G5 ANB} 
— — simulating 160, 535 


— eosinophilia in 153, 219, 535 
— eosinophile cells in spu- 
tum in 102, 219 
foreign body simulating 
Asthma, general account 


of oo GRE 
— goitre simulating 535 
— hysteria simulating 535 
— insomnia from - 3821, 322 


mediastinal new growths 


simulating 5385 
— nasal discharge from .. 178 
— orthopnea from 323, 418 


papilloma of larynx simu- 


lating . 535 
- polycythemia from 532, 533 
— polyuria from .. 535 
— renal, spasmodic distin- 
guished from A 
eosinophilia .. 219 
— syphilis of bronchus 
simulating 535 
— therapeutic tests for 535 
— thymic 535 
— uremia simulating 535 
— x-rays in diagnosing 535 


Astigmatism, diplopia from 
— eye-strain from 446, 
headache from... 449, 
hypermetropia with 


— neuralgia from .. 449 
Astigmatism, optic disc in 417 
— — — (Plate. XX) 18 
— pain in the eye from , 446 
— photophobia from .. 524 


— tenderness of scalp from 
Astley Cooper, on hernia 


of bladder So (otele} 
Astley Cooper, irritable 
breast of : 431 


Astringents, thirst from ti 
Astronomers, vision and.. 


pois erection absent 


33a} 

ATAXY c 55 

Ataxy, acute cerebellar 58 

— from alcoholism 56, 146 

— astereognosis with 58 

| — from ataxic paraplegia.. 251 
— athetosis with 


Ataxy, from cerebellar le- 
sions 58, 59, 251, 517, 
592 610, 728 
— cerebellar, intention tre- 
mor in as ate 
— -— from post. inf. cere- 
bellar artery throm- 
bosis (Wig. 264) .. 610 
— — tremor in ea aE 
Ataxy, cerebral causes of.. 58 
— chorea distinguished from 133 
— in combined degenera- 
tion of cord 57, 251 
from. diphtheria Aen 1X0) 
in disseminated sclerosis 
57, 307, 517 
due to loss of sensory 
impulses 
— encephalitis are 
eye-closure in detecting 56 
familial, intention tremor 


morning headache from 294 | 


Asylum dysentery Sree 
| Ataxic Pee ataxy 
with Sas Pal || 
| — — Babinski’s sien in 68 | 
— — lesions of 517 
— — neurasthenia simulated 
y 313 
-— parapleia from 514 


in 728 | 


Friedreich’s (see Fried- 
reich’s Ataxy) 


—hemi- .. 58 
— after hemiplegia Ais aye) 
— hereditary, tremor in .. 724 
— hysterical ore 59 
— in infantile hemiplegia. . 58 
— influence of eye- -closure 

on 57 


ATROPHY, MUSCULAR 785 
Ataxy, contd. | Athetosis, contd. 
Ataxy from lesions of | — after polio-encephalitis 132 
brain stem . 58 | — post-hemiplegic 133 
= ot lips ss 59 | + shock causing 132 
— from ocular paralysis .» 251 | — in spastic paraplegia 132 
— of palate By | Athletes, albuminuria of .. 15 
— para.ysis simulated by.. 500 — aortic disease in 5 AU, 
Ataxy, trom peripneral | — enlarged heart in 214, 299 
nerve lesions 56 | — — popliteal bursa in .. 692 
= posterior cerebellar ar- — heart changes in . 15 
tery lesions ws 58 | — left ventricle enlarged in 206 
Ataxy from oie cord | — stitch in. yo Glee TAO 
lasions.. .. 572 | Atkinson, Dr. Reuell ao 
- spino-verebellar, "tremor | Atmospheric conditions, 
aah | shortness of ‘preath 
- in ‘tabes dorsalis 57, LG, | iL ONLS tere 89 
251, 466, 515 | Atony of bladder 395 
— of tongue oe .. 59 | — stomach, dyspepsia from 319 
— vertigo with 58 | — — flatulence with w» 242 
— of vocal cords . 59 | — — gastrectasis from 174, 653 
— writing movements in | — — sense of fullness from 244 
(Fig. 296) .. 728 | — — succussion with 241, 244 
Atelectasis, congenital, Atoxyl, amblyopia from .. 759 
bronchiectasis from .. 292 | — erythema from . 222, 224 
Ateliosis, general account of 191 — central scotoma from .. 759 
Atheroma, abdominal an- | — optic atrophy from 759 
gina from . 437 | — — neuritis from. ess OD 
— angina pectoris with .. 535 | Atresia cervicis (see Cervix 
— of aorta, clot upon . 258 Uteri) 
— — embolus from .. 258 | — of vagina (See Vagina, 
— — pain in shoulder from 474 Closure of) 
— aortic regurgitation from 207 | Atrophy, acute yellow (see 
— — systolic bruit from 1, Acute Yellow aireee 
03, 92, 208 | — cerebellar 36 729 
— blood-pressure not high 163 | — of ears, from lupus ery- 
— of cerebral arteries, dia- thematesus .. 603 
gnosis guessed at .. 406 | — facial hemi- (/%g. 202) . Ag4. 
— — — noises in head from 406 | — of-hand, in amyotrophic 
— — — thick radial arteries lateral sclerosis -- 508 
with .. 406 | — — from cervical rib 444, 
— —-— tortuous temporal (Fig. 2009) 508 
arteries with .. 406 | — — in bulbar palsy 627 
— and arteriosclerosis, as- — — progressive muscular 
sociation between 1, 271 atrophy 61, 109 
— of coronary arteries, heart — + in syringomyelia 508 
block with . .. 83 | — hypothenar, from cer- 
— dead fingers from no AG vical rib : 508 
— diabetes and .. .. 737 | — — progressive muscular 
— epigastric pain from 437 atrophy 61, 110 
— flatulence from. .. 437. — — in ulnar paralysis 110 
— gangrene from .. 737 | — of kidney, from ureteric 
— granular kidney with .. 271 calculus : 578 
— hematemesis from 265, 271 — limbs, from diphtheria... 65 
— heart thumping from .. 486 | — — from mercury 65 
— high blood-pressure with 271 | ATROPHY, MUSCULAR. . 59 
— intermittent claudication | — — in acute poliomyelitis 
ang a os 306 : 61, 500 
— loud aortic second sound | — — in amyotrophic lateral 
Wg al sclerosis 61, 62, 
— with myocardial changes 53 | 135, 508, 517 
— noises in the head from 295 | — — from aneurysm 61, 63 
— palpitation from . 484 | — — anterior crural nerve 
— of pulmonary arterioles, lesion .. 498 
hemoptysis from .. 287 | Atrophy, muscular, from 
— — artery 291 anterior. cruritis - 439 
— — = from mitral stenosis — = arthritic, no R.D.in.. 352 
215, 289 | — — with arthritis 61, 63, 
— from syphilis 55 AO | 343, 346, 348, 351, 
— thrill from 720 | 363, 477, 583 
— tenesmus from .. 437 | — — from bracheitis 5 bere 
| — unequal pulses from 550, 551 | — — brachial neuritis . 443 
| — vessels affected by .. 1 | — — ~ plexus injury - 506 
ATHETOSIS i . £31 | — — in cachexia weLOSS 
— accoucheur’s hand in.. 2) —— from callus involving 
— from cerebral diplegia.. 729 nerve ee | 63 
— — embolism 132, 133 |—— from cauda equina 
— — hemorrhage .. cal: tumour 61, 62 
— — thrombosis 132 | —-— cervical rib 61, 63, 
— chill causing 132 110, 162, 508 
— from cortical lesions 302 | — — contractures with .. 140 
— with diplegia 132 | — — after diphtheria 5 Re 
— from encephalitis 132 | — — from disuse ges BS 
— epilepsy and 132 | — — electrical reactions : 
— of face 498 | with é 583 
— after fevers :e 132 | — — with facial paralysis. . 493 
— of the hand (Fig. 57) . 132 | — — fibrillar contractions 
| — hemi-, hemiplegia with 304 from : .. 134 
— after hemiplegia 134 | — — from fracture 61 
Athetosis, idiopathic {32 | — — in Friedreich’s disease 140 
— in infantile hemiplegia | — — general paralysis 59 
De 493 | -—- sonococcal arthritis... 340 
— insanity and 132 | = > gumma of nerve 61 
—from instruments at | — — in hysteria 503 
birth ABD Ios from intantile paraly- 
— meningeal hemorrhage 1382 sis (fig. 19) 59, 60 
| — optic thalamus lesion .. 133 | — — injury to nerve 61, 63 
— parts affected by .. 181 | — — Jacksonian epilepsy... 137 


50 


786 


Atrophy, muscular, contd. 

— — myelitis 0 iy 

myopathy 60, ee 

— — neuritis ; : 

— — new growth of bone. 

——- — on nerve 

— — obturator nerve lesion 

Atrophy, muscular, in one 

arm, lesions causing. . 

— — part of emaciation .. 

— — from pelvic tumour 
61, 63, 64, 351, 440, 
465, 512, 514, 515, 

— — peroneal atrophy .. 

— — phthisis 5 

— — poliomyelitis (Fig. 9) 

59, 509, 

— — porencephalus 

—~—in primary muscular 
dystrophy 

— — progressive muscular 
atrophy .. 61, 

— — pseudohypertrophic 
paralysis .. 

— — rheumatoid arthritis 


. 583 


62 


3) 


343, 346 
— — sacro-iliac joint disease 63 


Atrophy, muscular, “ ee 


Rica , 63, 438 
— — from spinal ee . 499 
— — — meningitis .. -. 499 
— — — new growth 509 
— — splints 5h ik 
-- spondylitis deformans 715 
— — sprains F 61 
——in syringomyelia 61, 
62, 110, 257, 508 
— — tabes dorsalis E10 PSpeeo) 
— — thoracic new growth.. 63 


—-— in Tooth’s peroneal 
palsy 


— — transverse myelitis Gi, 62 


— ~— with tuberculous arth- 
ritis ES 

— — weight carrying 6 
Atrophy, ont es appearances 
of 416, (Plate XX) 

— — from atoxyl .. es 
—— black specks before 
eyes from .. 

— — blindness from 


— cerebral diplegia i3 
— colour blindness from 
— — in congenital syphilis 
— with diplegia . 
—in disseminated sclero- 
sis 148, 496, 502, 517, 
— in Friedreich’s ataxy 
— — hereditary, central 
scotoma from oy 
in hydrocephalus 
idiocy with 
from lead 3 
‘after neuritis . 
— — in pellagra 5 
— — from sphenoidal sinus 
disease 
-- Mahe field constricted 


| 


- Peroneala atrophy of leg 

musclesin .. <3 

— — claw hand from Se 

— progressive muscular (see 

Progressive Muscuiar 
Atrophy ) 

ATROPHY. TESTICULAR 

66, 313, 408, 

— — from syphilis .. 66, 


— of thenar, muscles, from 
3 


cervical rib : 

— — from progressive mus- 
cular atrophy 61, 

— — in Tooth’s paralysis... 
— of tongue in bulbar para- 

lysis 197, 589, 
Atropine, convulsions from 
— in diagnosing iritis 
— disastrous in glaucoma 
— erytnema from . 
— iniritis .. oe 
— pupil dilated by she 
Attic, suppuration in fe 
Auditive, definition of an 
Auditory meatus, exostosis 

in ae 
— nerve, distribution OL e. 


418 
759 


se af2 
761, 762 
— — from cerebellar tumour 592 | 


729 
762 
205 
132 


760 


.. 513 


760 


. 205 
5 TSI 


759 


hoagie 
225 | 


ATROPHY, 


Auditory nerve, contd. 
—-— noises in ear 
lesion of ., ; 
— — tumour of, tremor from 
— word centre (Fig. 266).. 
Australia, hydatid disease 
in 53 49, 291, 
Austria, impetigo herpeti- 
formis in ae 
AURA Ae ve Si 
— flushing asan .. we 
— in epilepsy 48, 145, 
- giddiness an. 
— in Jacksonian epilepsy... 
Aura, localizing sign in 
Jacksonian epilepsy. . 
— olfactory ye 68, 
— taste vie os 0 
— visual . 
Auricle, left, hypertrophied 
and dilated, from mi- 
tral stenosis .. 215, 


from 


— right, polypus in 5 

— single 

Auricles, paroxysmal tachy- 
cardia of 


Auricular fibrillation, ar- 
rhythmia from 545, 
— — from cardiosclerosis. . 
— — disappearance of pre- 
systolic bruit with 
= — — — thrill with 
electrocardiogram of 
— — — in detecting 94, 485, 
— — irregular heart from.. 
-- lasting for years : 
in mitral stenosis 94, 


I 
| 


| 


— — paroxysmal tachy- 
eardia distiuyuished 
from 


— — polygraph tracings in 
diagnosing . 3 

— — pulse irregular “from. 

— —— rapid with . 

— — tachycardia from 

Auricular friction . . 

Auriculo-ventricular 
dles 

Auscultatory percussion, 
little value of.. 


bun- 


Auto-intoxication, in cy- 
clical vomiting oe 

— eclampsia 

Automatism, epileptic 20, 

Autophonia 

Autopsy (see Post- mortem 
Hxamination) 


Axilla, abscess in (see Ab- 

scess, Axillary) 
—lymph-glands in (see 

Lymphatic Glands, 
Axillary) 

Axilla, primary tumours of 

— sycosis affecting 

Axillee, absence of hair in 

— bromidrosis of .. Se 

— chromidrosis of.. . 

— eczema marginatum in 

— erythrasma of 

— pediculosis as affect- 
ing oe 

- seborr hoeic eczema LTA nets 

Axillary folds, scabies of.. 


— glands, enlarged (see 
Lymphatic Glands, 
Axillary) 


— hair, precocious, hyper- 
nephroma and . 
— vein, obstructed 


Azoospermia, sterility from 


646, 
Azotic diabetes .. 536, 


ABINSKI’S SIGN (and 


see Plantar Reflex, 


Extensor) .. 
Racillemia 
BACILLURIA 
— albuminuria with : 
— leucocytes in urine with 
— loss of weight from 
— prolonged pyrexia from 


| Bacillus, acid-fast 
— aerogenes 


capsulatus, 
fatty acids produced 
by shisee ss a 


MUSCULAR — 


Bacillus, aerogenes cap., 


—-— gas- containing lo- 
culi in liver from 

— — spreading Jade as 
due to a 

— — subcutaneous em- 
physema from .. 

— — sulphides aa 

anthracis 

— in malignant pustule 

Bordet- Gengou 

coli, in abscess 238, 530, 

- bacteriuria from. 

— in cerebrospinal fluid 

— cystitis from.. 7h), 

— empyema from 

— epididymo-orchitis 

from B6 
— foetid cystitis ‘from . 
— gas formation by 530, 


— — — in abscess by 651, 


652, 
— in impetigo 
— membranous vaginitis 
from 3 55 
— meningitis from 
— nephritis due to 
— orchitis due to ee 
— in pleuritic effusion .. 
— pneumoperitoneum 
from : 
- pneumothorax from.. 
— prostatitis due to 70, 
— pyelitis from.. 182, 
— pyelonephritis due to 
— pyopneumopericar- 
dium from .. 


— recovered on _ blood 
culture : 

— rheumatoid arthritis | 
from 3 

— subcutaneous emphy- 
sema from . 


— ureteritis due to 69, 

— urethritis from 

— in urine os 

— whitlow from 

comma, in cholera 0 

diphtheria 154, 157,196, 
419 


(Plate XXVIII) 

— from ear 

— laryngitis from : 

— membranous vaginitis 
from se 

— meningitis from > 

— Neisser’s stain for 157, 

— in peripheral neuritis 

— skin lesion 

— sore throat and 

— whitlow from 

drumstick 

— (Plate XXVIID) 


613, 


Bacillus dysenteriz, char- 


acters of ie i 
Eberth’s (see Bacillus 
Typhosus) 
enteritidis, sammer diar- 
rhea from 


foetidus, bromidrosis 
from . 

fusiform, sore throat due 
to ae 


— in Vincent's s angina oo 


Gaertner’s, seve 
, 


test for : 
— in ptomaine poisoning 


] 


— summer diarrhoea from 


glanders 
Mallei) 
Hofmann’s, sore throat 
due to 53 a 
influenzee, in ae ee 
spinal fluid .. me 
- meningitis from : 
— nasal discharge due ae 
— pneumonia from Aan 
— recovered on _ blood- 
culture Ne ae 
— sore throat due to 
—in sputum 290, 465, 
564, 
Klebs - Loeffler (see 
Bacillus diphther ee 
leprosy .. 
— in nasal discharge 


(see Bacillus 


BACK 


contd, 


Bacillus, contd. 


— leptothrix, septicemia 
SOM .- O67 
mallei in elanders oe Bom 
— septicemia from .. 567 
— skin lesions .. .. 599 
— sputum . 645 


of Moran- Axenfeld, con- 
junctivitis from ~o oul 
Morgan’s, ptomaine poi- 
soning from .. pew fib / 
— summer diarrhea from 384: 
Oppler- Boas’, carcinoma 
of stomach and 316, 
766, 767 
— in gastric juice . 318 
paratyphosus A and B, 
agglutination of .. 637 
— in urine ee 109 
Pfeiffer’s, in influenza 
465, 564 
pneumonie, alecn 
due to. 69 
= pyelonephritis “due to 69 
— ureteritis due to =.=. fo 
prodigiosus, hemoptysis 
simulated by.. 286, 644 
— red pigment produced 


Vo ps a .. 286 

— red sputum from .,. 644 

— — sweat from .. 655 

proteus, pyelitis from .. 576 

pyocyaneus, coloured 

sweat from _.. .. 655 

— empyema from .« 104 

— in impetigo .. 7s 558 

— nephritis due to te OE) 
— pemphigus neonator- 

um due to.. 97 


— pyelonephritis due to 69 
— recovered on _ blood- 
culture ae 55 Oth 
—insputum .. .. 644 
— ureteritis due to soon) 
Shiga’s, dysentery from 
1 


72, 716 
tetani 138, 417; 730 
— (Plate eeme .. 614 
— from wound . 599 


tuberculosis (see ‘Puber- 
cle Bacilli) 
typhosus in bile passages 335 


— in blood 3 564 
— in cerebro- spinal fluid 305 
— cystitis due to matical; 
— empyema from 104 
— gall-bladder infection 

by 254 
- meningitis from .- 990 


-- in periosteal abscess.. 670 
-- perinstitis due to .. 715 
- pyelitis from .. 516 
recovered on plood 
culture be OOS O50 


- simulating B. dysen- 
terize : 6) 0 

xerosis, in normal ure- 
thra eer 69 


| Back, abscess of (See Ab- 


seess of Back) 


acne affecting .. 489, 560 
aneurysm pointing in 168, 
429 


cheiropompholyx on .. 97 
curvature of (see Kypho- 
sis ; Lordosis ; Scoliosis) 
glands draining. A a ote 
hollow (see Lordosis) 
injury to (see Injury) 
lymphatics of .. 2. 667 
multiple benign sarcoid 
affecting ifs ». 405 
myoma cutis of. . ws how 
pain in (see Pain in the 
Back ; and Backache) 
rigid (see Rigidity of the 


Back) 
sebaceous cyst of ss tom 
small-pox affecting .. 767 
sores on, inflamed axil- 
lary glands from .. 380 


— — inguinal glandsfrom 381 
stiffness of, fro om eae 
spine .. 340 
swelling of, from aneur- 
ysm opening vena cava 159 
syphiloderms of. .. 499 


Back, contd. 
— tenderness in (see Tender- 
ness in Back) 


— urticaria of 5 .- 489 
— varicella affecting 756, 757 
Backache, from calculus. . 469 | 
— carcinoma uteri .. 469 
— caries of spine .. -» 469 
— cervical catarrh .. 468 
— — erosion .. 468 
~ from endometritis 192, | 
387, 468 | 
— in fevers., Be He 42 to! 
— from growth in spine .. 469 | 
- hemorrhoids ee 469 | 


— impacted ovarian tumour 468 
— — uterine tumour . 468 
— lateral curvature . 428 
Backache, from pelvic dis- 


orders -- 429, 468 
— prolapse of uterus -- 468 
— rectal growth 469 


- Sacro-iliac joint disease 469 
—insmall-pox .. eerie | 
— after typhoid fever .. 715 
— from urine changes . 469 
— uterine congestion este 
Backward pressure (and 
see Heart failure) 

— — from alcoholism . 214 
— — arteriosclerosis ee pae 
aera B peeaa ts causes 

— — ascites ‘from . 5 46, 52, 53 
— — from athlete’s heart "914 
—-— emphysema .. ener 
+ — over-exertion ALE 
— — gastritis from Oke 
— — nutmeg liver from 52 
— ~ cdema of legs from.. 52 
— — pancreatitis with - L100 
—— pulsatile liver from .. 52 


Backward pressure, signs of 212 | 


— — spleen not enlarged by 632 
Bacterizmia > oo UG 


Bacterial casts ‘i 6 
Bacteriological examination, 
in actinomycosis 74, 

698, 736 
— — angina ludovici -. 413 | 
— — anthrax 413, 559, 674 | 
— — arthritis aA ae oO 
— — of ascitic fluid 48 
— — bacilluria pre EO 
— — of bronchial casts .. 644 
— — in cellulitis 413 | 


of cerebrospinal fluid’ 305 


— — in chancre . 674 
— — cholera nie Tseato 
— — eolibacilluria - 455 
— — conjunctivitis 23 W384 
—- diphtheria 64, 419, 422 | 
(Plate XXVIII)... 614 | 
— — dysentery  TAIre 
—-—empyema .. - 104 | 
—~—-— of gall-bladder .. 254 | 


— — epididymo-orchitis .. 478 | 
— — erysipelas 98, 413 
— — of faces, for fermenta- 6 
tion “5 . 246 | 
— — — putrefaction . 246 
— — in gastritis cee eA! 
— glanders 97, 559 


Bacteriological examination 
for gonococci in female 185 


— — gonorrhoea 697, 700 

— — impetigo . 958 

— — infective endocarditis 
209, 566 


Bacteriological examination 

in influenza 178, 446, 
465, 640, 643 

in laryngitis 157, 199, 


419, 616 
— — leprosy . 63, 383 | 
—-— meningitis 511, 515, 

566, 590 


of nasal discharges 178, 179 


— — in opisthotonos .. 417 
— — orchitis yee aN 
— — otitis media .. . 422 
— — paratyphoid .. 2 637 
— — peripheral neuritis 64 
— — prolonged pyrexia .. 563 
— — purpura < 0007 
— — pyemia 555, 597 


— — pyelitis 


Pevis | 


BACK 


Bacteriological exam., contd, 


— — of red pie ee oG 
= i= Wore’: ae GRIN 
_-- ringworm c 248 
| — — septiceamia 555, 567, 
97, 637 
| — — Ssepticopyemia Be ORME 
— — skin diphtheria OOS 
| Bacteriological examination 
of sore throat - 614 
— — Spinal meningitis .. 417 
— — sporotrichosis A AD) 
— — spotted fever . 554 
— — stomatitis .. .. 542 
| — — syphilis ge Oud, 730 
| — — tetanus 417, 599 
rear tonsillitis a ertht) 
| - — tuberculous tongue .. 698 
| — — typhoid fever -. 564 
— — ulcer of palate . 588 
| — — ulceration of larynx.. 158 


— — urethral discharge .. 181 
— — urethritis 581 
— — of urine 69, 70 
— — Vincent’s angina : 614 
— — whooping-cough .. 645 
— — zymotic diarrhea .. 384 | 
Bacteriology of acute viele 
yngitis. . Se - 613 
Bacteri:logy ‘of laryngitis. . 613 
Bacteriology of sore throats 613 
BACTERIURIA .. -» 69 
| — aching in loins from 70 
| — age incidence of Aiea) a) 
| — albuminuria from 70 
| — anorexia from 70 
| — in children 69 
Bacteriuria, Clinical sym- 
ptoms of ve ae <0 
| — from dental abscess .. 69 
| — frequent micturition from 70 
— gastro-intestinal sym- 
ptoms from .. i 70 
— hematuria from 6 70 
— ill-health in children from 70 
— intermittent .. 69 
Bacteriuria, micro- -organ- 
isms causing . 69, 70 
| — nausea from .. so 
— after operations res ahr 
— pain in hypogastrium 
from, 5. 5 : 70 
—-— loins from: .. 5 AD) 
— — perineum from a) 
— in pregnancy .. 5 ay 
— pyrexia from .. a 
| — pyuria from a) 
| — reaction of urine in - 40 
| — with renal calculus 69 
| — renal epithelium in urine 
from. ©... 70 
— with rheumatoid arthritis 69 
— rigers from fe 70 
- scalding trom ys, 70 
— sex incidence of 69 
— staphylococci in a (oly) 
— from suppurative ne- 
phritis 594 
— tenderness over kidneys 
KOM oc a i 
|— — over ureters from 70 
| — from tonsillitis .. mo ot!) 
| — tube casts from 70 
| Bacteriuria, urine changes in 70 
| — vomiting from... 70 
| — (and see Coli- -bacilluria) 
| Bag of worms feel, of vari- 
cocele .. 5 = (Ao 
| Baker’s cyst ? 4m OS? 
| Balanitis, chancre simulated 
y ae 161K 
, — in diabetes 618 
| — enuresis from .- 218 
— frequent micturition 
from - 394 


| 
| Balanitis, general account of 617 
| — gonorrhoea simulated by 617 


- gouty é «-¥618 
— pain in penis from .. 473 
|— priapism from .. oe Bets! 
| — pyuria from . 575 
| — soft sore simulated by.. 617 


— ulceration of penis from 617 


| BALDNESS 70 
— from alopecia areata ae 

| — congenital Wy ol 
— from eczema abs: 


"ia 


BERI-BERI 


Baldness, contd. 


— erysipelas 71 
— favus 71 
— after fevers we ae cb 
— from folliculitis decal- 
Tews we Ss ee ek 
— head rolling 711 
— juvenile .. oo lie 


after kerion ae 
from lupus erythematosus 


5 (AKO 

— morphea é 71 
— nerve shock oe ao eras 
— psoriasis. . siete! 
— ringworm 71, 249 
— sclerodermia eel O 
— seborrhoea 71 
— senile .. fe 
— from syphilis 71 
— types of 3 70 
Ballet-dancers, cramps in 150 
Balloonists, noises in the 

head in oe .. 406 
Bandaging, tight, gangrene 

from .. -. 255, 258 
Bands amniotic, ocdema 

from 410 
- peritoneal ,see Adhesions, 

peritoneal) 
Bang’s method of estimat- 

ing sugar ‘ 
Banti’s_ disease, : clubbed 

fingers in es TOUT 
— — cirrhosis and. 37, 635 
— — peripheral neuritis in’ 64 


— splenic anemia and 

87, 64, 372, 633 

Seay pete cirrhosis 
and . se OSS 

Barium chloride, in bile 
test . 144 
— — carboluria and 

— enema, in diagnosing 
spastic constipation .. 245 
Barium enema, technique of 125 
Barium meal, technique of 122 
Barley, actinomyces from 645 

Barlow’s disease (and see 


Scurvy) 38, 72, 99, 556 
— — night sweats in . 654 
—-— purpura in .. «2 008 

| Barrel-shaped chest, in 
emphysema .,. 167 


| Bartholin’s gland, normal 


secretion from 185 
— — abscess 474. 
— — cyst of . 701 
— — inflamed in gonorrhoea 700 
Bartholinitis, aching in 
perineum from 474 
— dyspareunia from 193 
— from gonorrhcea 194 
— levator ani spasm from 193 
— vaginismus from 193 
Baruria 537 
Baryta water, in ‘pile test 744 
Basisphenoid, "fibrosarcoma 
of fe ae sine 79 
— fracture of, hemianopsia 
THRONE, Gc ae Bly, 
— recurrent fibroma of AS) 
— sarcoma of, -blood-spit- 
ting due tos ns 285 
Basophile cells in Hodg- 
kin’s disease 
37, 64, 377, 635 
— — leukemia 24 
— — lymphatic leukemia 26 
— — (Plates II, IV) 22, 26 
— — splenic anzemia és 55 
— corpuscles, characters of 23 
— — (Plate Tf: Fig. O) 
Basophilia, punctate 23 
— — (Plates II, 111) 22, 24. 
—--— in plumbism ys A 23 
Bath, cold, menorrhagia 
TOM... 386 
Bathing drawers area, skin 
diseases affecting 401 
— — — eczema affecting .. 600 
— pruritus and 540 
Baths, hot, insomnia re- 
lieved by 323 
— — in lowering high plood- 
pressure 323 
Bazin’s disease, general 
account of - 404 


Zaz 


| Beaked pelvis in rickets . - 


Bazin’s disease, contd, 


— aggravated by anti- 


syphilitic treatment 404 
— — erythema in .. -. 220 
— — legs atfected by 404 


— tuberculosis and aioo 
— — ulceration in . 404, 
Beading of ribs in rickets 

155, 167, 


Bean in cesophagus (Fig. 
95) eer: Ae av 

— inhaled, gangrene of Iung 
frome i, ac 

Beans, oxalate from . 

Beard, eczema seborrheei- 
cum of 

_ falling out of, from brain 
injury 

— pediculosis pubis affect- 
ing «=< 401 

Beard, ringworm of the 247, 249 


67 


| Bed, pain on getting warm 


in OG .- 463 
Bedclothes, insomnia and 
320, 321, 322 

— intolerance of, in infan- 


tile scurvy 99 
Bedding, excessive 240 
Bedford, on safranin test 262 
Bedriddenness, in general 

paralysis 59, 243 
— tabes dorsalis 59 
Bedsore, acute, peneral ac- 

count of 257, 258 
— death from or -- 255 
— from icebag -. 258 
Bedsore of finger . . 240 
— gangrene from .. -.°255 

| - in hemiplegia .. 137 
— from hot-water bottle. 257 
— pyemia from .., -. 208 
— sites affected by . 257 
Beer, arsenic in 66, 526 
— oxalate from .- 424 
— poisoning by . 926 
— polyuria from .. .- 036 

_— regurgitation of food 

through noise after .. 588 
Beer-drinker’s heart . 300 
Beer-drinking, cedema trom 415 
Bee-sting, dysphagia from 198 
— swelling of face trom .. 674 
— tongue swollen from .. 198 
Beetroot, oxalate trom v4 
Belladonna, anidrosis from 654. 
— constipation relieved by 124 
— delirium from ,. 169, 170 
— erythema from.. Se. PRIA 
— heart slowed by 704 
— pupils dilated from 705 
— — — and fixed from 170 
— purpura from ,. 553 
— scales: from : 602 
— skin dry and flucired from 170 
— tachycardia from 703, 704 
— thirst from 56 Ree ey 
— tongue dry from 705 
Bellite, dinitrobenzene in 334 
Bell’s palsy, general ac- 

count of Sc .. 494 
—-—and see Paralysis, 

Facial) 
Bell sound, with pneumo- 

thorax 168 

Belt, liver furrowing from 367 
Bence-Jones albumosuria 4 
— — tests for A Bi) 
Bence-Jones albumosuria 

general account of 16 
Benzene and chloroform, 

specific gravity mea- 

surement with 534 
Benzidin, in occult blood- 

test .. iyal 
Benzoic acid (see Acid, 

Benzoic) 


Benzol in aeroplane varnish 334. 
Beri-beri, anseemia from .. 33 
— cachexia from Me 2° 
— decorticated rice and 63, 226 


414 
Beri-beri, diagnosis of 63 
— muscle wasting in 63 


— oedema in 63, 414, 415 
— peripheral neuritis from 
61, 63, 414 


788 


Beri-beri, contd. 


— rigor rare in 595 
— in seamen 414 
— on ships . se ef gh dee 
Bial’s test - - 261 


Bicarbouate of soda, heart- 


burn relieved by 297 
— — in inflating stomach 

317, 319 

— — interscapular pain re- 
lieved by 462 
Biceps, atrophy of .- 513 
— of lez, nerve supply of.. 498 
— myoclonus of .- S nisy 
— nerve supply of . 504 

— paralysis of, in Erb’s 
palsy .: 507 
— root innervation ‘of 509 


Biceps-jerk, increased in 
brachial monoplegia. . 

Bicuspids, upper, pain in 
temporal region from 712 

Bilberries, black stools arg 


BERI-BERI 


Bitharzia heematobia, contd. 


— hematuria from 
33, 275, 282, 
mucus in stools from 
ova (Fig. 26) A 
— in feces .. es 
— urine 282, 472, 
pyuria from 575, 580, 
tuberculous bladder 
simulated by 282, 
— pain in penis from 
Biliary colic (see Colic, 
Biliary) 
Biliousness, carcinoma 
simulating x 
from deficient exercise. . 
gall-stone simulating .. 
from injudicious diet . 
interscapular pain from 
461, 
pain in shoulder from .. 
photophobia from 
ptyalism from .. 


75, 385 | — specks before eyes from 

Bile, inspissated, Jhb — uric acid and .. 
from . 325, 328 | — vertical headache from 
— pigment, tests for .. 743 | Bilirubin in stools ae 
— — = (Plate XXX Vs. (50) — urine ==. Pe aS 


— — in urine (see J aundice ; 
and Urine, Bile 
Pigment in) 


— salts, slow pulse from .. 324 
— in stools, test for 170 
— urine, foam test for 743 


m yomit .. 766 

Bile-duct, carcinoma of, 
(see Carcinoma of Bile- 
duct) 

— eatarrh, jaundice from. 

Bile-duct, cicatrization of 

325, 329 
congenital obliteration of 325 
kinking of, from as 


325 


ptosis . 368 
= obstructed by " ascaris 

lumbricoides .- Soe oye 
— — carcinoma _ 326, 330 
— obstruction, carcinoma 

simulated by. . 374 
— — from catarrh . . 326 


Bile-duct obstruction, causes 3 


of 45 
— — clay- coloured “motions 
from 326 


.- 330 
372 
328 


— by colon tumours 
— cirrhosis simulated by 
— by distoma hepaticum 
— enlarged portal glands 
50, 51, 
— by duodenum tumours 
— gall-stones .- 3 
Bile-duct obstruction, 
general account of 


327, 328, 329, 330, 331 
— — by hydatid cyst 328 
-- jaundice from 
325, 326, 369, 372 
— — large liver from 
326, 369, 372 
— — by liver tumours 330 
— — movable kidney 331 
— — omental tumour 331 
— — pancreas tumours 330 
— — ovarian tumours one 
— — pancreatitis 326 
— — right kidney tumours 330 
— — stomach tumours 330 
— stools pallid with 372 
Bile- ducts, congenital obli- 
teration of 329 


— rupture of hydatid into 
Bilharzia, cystoscopic ap- 


| Bismuth, 


— urobilin from 


| Biliverdin in urine 743, 745, 


Bimanual examination, 
carcinoma coli felt on 
in cases of bearing- 

down pain .. : 
detecting fibromyoma 
— tubal gestation .. 
in diagnosing pelvic 


tumours .. 5 5) 


— pulsatile liver 
differentiating 
tumours 
hypertrophy of cervix 
inversion of uterus .. 
for kidney .-. 
— in prolapse 
Biot’s breathing .. 2 
— — allied to Cheyne- -Stokes’ 
— — in tuberculous menin- 
gitis 
Bird foods, sporotrichosis 
from 
Birds, feeders of, asper- 
gillus of lung in 
— oval red corpuscles in. 
— trypanosomes in : 
— uric acid in 5 
Birth, injury at: Du- 
chenne’ s palsy from.. 
milk from breasts at . 


ani 


se 


— tremor with . 

(and see Childbirth : and 
Labour) 

black motions 


from ee . 
enema, in diagnosing 
carcinoma coli (Fig. 54) 
rectal concretion from. 
salts, reduced by glucose 
— — glycnronic eee 
— — lactose ae: -- 
— — pentose _ 
subnitrate, in Bottger’s 
test .. = 
— Nylander’s test 
sulphide, black 
from .. 
and a2-rayvs (see "g- Rays 
and {sismuth) 
Bite, dog, hydrophobia 
SPOT s L385 L975 


stools 


| — snake (see Snake Bite) 
| — tongue swollen from .. 


pearance (Plate XVI) 284 
— hematobia, affecting 
bladder ee) 
— —— rectum 79 
— — anemia from a Mee 
— — blood per anum from 79 
Bilharzia hematobia. wel 
changes with 26 
— — cachexia from 99 
— — cystoscope in diagnos- 
iP pee 282, 472 
— — in Egypt : 79 
— — eosinophilia from ea) 
— — geographical distribu- 
tion.. .« 282 


Bites, bug, relapsing fever 

spread by <% 
glands enlarged from .. 
enat, swelling of face 

from are “fe ors 
— vesicles from 
hydrophobia from 
insect, itching from .. 
— purpura from os 
itching from 


als 


mosquito, malaria from 
swelling of face from .. 
various, fever from .. 


palsies .. 3 Screg t 


leech, purpura from re D 


BLOOD PER ANUM 


581 
581 


472 


Be ed 


107 
84 


84 


bo 
(Je) 


. 385 


126 
718 
262 


Bites, contd. 

— vesicles from .. 
— wheals from -. e 
— wolf, hydrophobia from 


| Biting of tongue, in epilepsy 


Biuret test for albumose.. 
Black-dot ringworm : 
BLACK SPECKS BEFORE 
THE,SEYES = 
— — — from plethora 
— — — from scotomata .. 
Blacksmiths’ heart 15, 206, 
— cramp : 
Blackwater fever, ‘coma in 
- heemoglobinuria "ane 
— quinine and .. -< 
— malaria and . -s 
purpura in 
Bladder, abscesses opening 
into 238, 283, 575, 
affections of, pain in the 
back from 
— — legs from .. 
- renal lesion simulating 
appendicitis opening the 
appendix adherent to .. 
atony of, after recurrent 


-* 


= e. 


os. o. 


over-distention Senne) 


— bilharzia affecting 


| eh beeaE PR ome, of (Plate 2 


Nee in, difficulty 
in micturition with . 
carcinoma of (see Car- 
cinoma of }ladder) 

— invading 238, Bee 394, 

, 582, 
caSeous eland ‘opening 
into 
Bladder crises, in tabes 649, 
— — displ laced, by hyper- 
trophy of cervix .. 
distended, urachal cyst 
simulated by ee 
catheter in diagnosing 
> 665, 


ee 


dystocia from 500 
from enlarged prostate 
45, 277, 
fibroid of uterus simu- 
lated by .. 
hypeensatG swelling 
from 2 
incontinence from .. 
ovarian cyst simulated 
y Bor GOGO, 
pelvic swelling due to 
— pregnancy simulated 
Vanes Se LGODS 
— from retroverted gravid 
ascites 45, 665, 
Bladder, distended, signs of 
— — simulating ascites 
— — tapped.in mistake for 
ascites a0 
— diverticulitis opening the 
— dysenteric bowel opening 
— emptying of over-dis- 
tended, anuria from.. 
= epithelioma of (see Car- 
cinoma of ladder 


oe 


| 


_ Bladder, extroversion of 539, 


-- simulating prolapse .. 
full, priapism from 
growth, enlarged prostate 
simulated by.. ‘ 
— urethra obstructed by 
in hernia 
idiopathic dilatation of 
(Pig. 217). 
inflamed (see Cystitis) 
injury to (see Injury to 
Bladder) 
irritabilitv, oxaluria and 
Bladder, irritable .. od 
— — strangury in .. 
— lavage of (see Lavage) | 
Bladder, neuroses of ‘ 
Bladder, new growths of . 
--- pelvic swelling due 
TOM. : 
normal position of 
palpable dilated : 
papilloma of (see Papill- 
oma of Bladder) 
paralysis of 


| 


~ pouch of.. 


» 197 
Sealine 


730 
594 

16 
248 


>> 
[ooKe,2) 
oo 00 


688 


| Blindness, partial, 


Bladder, contd. 

— pressure on, bearing-down 
pain from a6 .. 426 

— prolapse of aS .. 649 

— pyosalpinx ruptured into 582 

— ruptured, from fracture 

of pelvis «0 2S 

Bladder, stammering 395 

— stone in (see Calculus, 
Vesical) 

— succussion in - 652 

— tuberculous bowel open- 
ing into 582 

— — (see Tuberculosis of 
Bladder) 

— ulceration of (see Ulcera- 

tion of Bladder) 

— villous tumour of (See 
Villous Tumour of 
Bladder) 

Blanching, from duodenal 
WCE ee 120 

— leaking aneurysm 120, 631 

— ruptured aneurysm .. 434 

— — tubal gestation -- 120 

— gevere hemorrhage .. 120 

— in typhoid fever 120, 574 

— (and see Pallor) 

Bleaching powder, indican 
and 745 

Bleaching Powder test. for 
Indican se .. 314 

Bleb (see Bulle) 

-— emphysematous 531, 532 

BLEEDING GUMS oe) ede 

Blepharitis,. chronic mar- 
ginal, ectropion from 220 

— — — epiphora in .- 220 

— — (Plate XII) .. ayy EY 

Blind spot . 760 

eines from amaurotic 
idio oe 4 OF 

— from enopnehalmns -+ L1GE 

— cataract. 761 

Blindness, complete, “general 
accountof .. . 761 

— congenital, idiocy with 511 

—from detachment of 
retina . 762 

— electric, erythropsia in.. 762 

— — photophobia in den Og 

— from embolism of retinal 
artery A se. «62 

— focal, perimeter in 
mapping = SUE 

— from fracture of skull . 762 

— glaucoma 233, 761, 762 

— hysteria .. =* o< GLO 

— iritis =e 8 w+ gu 

— migraine 5 ~s 402 

— monocular, in migraine 759 

— nystagmus from .- 407 

— from ophthalmia neona- 
torum a Reser’ dis! 

~ optic atrophy .. 761, 762 

— — chiasma lesions Peis! 

— — nerve compression .. 762 


general 
account of .- 760, 7 
rapid, from retrobulbar 


neuritis AC 760, 762 
— from retinitis pigmentosa 761 
— snow, erythropsia in .. 762 
— — photophobia in 762 
— from spasm of retinal 
| arteries 761 
Blindness, sudden, | list of 
causes of 
— from thrombosis of retinal 
vein . -. 162 
- unilateral (see Hemi- 
anopsia) 
— in uremia 759, 761 
— from vitreous hemor- 
rhage .. 2 
— (and see Vision, ‘Defects 
of) 
| Blinking tic “s 136 
Blistering, albuminuria from 14 
— with cantharides oe 
| — in pneumonia .. eo 
Blisters (see Bulle) 
| BLOOD PER ANUM is Seuee 
— anemia from -$ oo 
— from aneurysm 76 
— — ankylostomiasis .. 38 
— — arsenic ae .* 


BLOOD PER ANUM 


Blood per anum, conid. 
— — carcinoma 77, 78, 129, 
172, 330, 354, 453, 
585, 630, 666 
in chronic nephritis... 76 


— — cirrhosis sie . 635 
— — from colitis (illegals) 
— — duodenal ulcer 33, 75 
— — dysentery : 76 
— — embolism of pancreas 76 
— — fistula <6 Se 9 We) 
— — gastric ulcer .. Seeeca he) 
—-—inHenochs purpura 76 
— — from intussusception 
78, 130 
—-— with invagination of 
rectum vel 29 
— — in leukemia .. sey. hel 
—— occult .. : ee On 
— — from pancreatic hemor- 
rhage Se se The 
— — papilloma recti ace 49 
—— piles .- <= ge gs 
— — prolapsus ani 5 © 
— — ptomaine poisoning .. 717 
—-— in purpura hemor- 
rhagica 5 he 
— — from rectal polypus. 5 fhe} 
~ — thread-worms = Hf) 
— — tuberculous bowel 76, 
657, 666 


typhoid fever Soo hs 
ulcerative colitis 172, 459 
venereal ulcer of rectum 79 
vicarious menstruation 


and . < se 9 
— casts in urine a 6 
Blood changes in aplastic 
anemia 24 
— — with bilharzia. hema- 
LOvIa, 26 
-- bothriocephalus latus 26 
—-—inchlorosis .. 36 


Blood changes in chlorosis 274 
— — cyanosis from 57 
— — with filariasis. an FAD 
Blood changes in filariasis 28 
Blood changes after hemor- 


rhage .. 
Blood changes in Hodgkin’ $ 
disease . 37, 64, 569 
— — with hydatid disease. 26 
—-—inlymphadenoma .. 64 


Blood changes in lymphatic 
leukemia .. ae 

— — malaria 274, 637 

Blood changes in mixed 
leukemia es ae 


Blood changes, parasitic .. 26 
Blood changes in pernicious 
anemia ae 22, 24 
— — pseudoleuksemia 37 
— — splenic anzemia. = 633 
Blood changes in spleno- 
medullary leukemia 24 


— splenomegalic cirrhosis 633 
— with trichina spiralis 26 
— — in typhoid fever - 636 
ecu veyilen crystals 
102 


in 
521 


count, in ‘ankylostomia- 
sis 
cases of lymph-gland 
enlargement 
diagnosing carcinoma 
of stomach 271, 
— leukemia 273, 
— pernicious anzmia 
274, 634, 
— splenomegalic poly- 
cythemia 633 
— — typhoid fever . 636 
essential in splenome- 
galy cases .. oe 
malaria Seats 
morbus ceeruleus .. 
— peripheral neuritis .. 
culture, in diagnosing 
cause of obscure py- 
rexia” .. is 63, 
— malignant endocar- 
ditis 34, 209, 
meningitis. . 
— pyemia 555 
septicaemia. . 55D, 
567, 597, 
typhoid fever 564, 


376 


317 
632 


770 


533 


566 
566 


637 
636 


572 | 


Blood culture, contd. 


— — Malta fever .. ee 097 
—-— pneumonia .. He ONE 
— — pyemia fe 597 
— — septicopyemia 597 
— typhoid fever 597 
Blood culture, various or- 
ganisms recovered on 597 
— cysts, in sarcoma we OS 
— diseases, albumosuria 
Withee ne ae AUG 
—-—anemiain ,, ae LOG 
— — arsenic in “e CRE) 
— — hematemesis in 266, Wile 
ie 287 


heemoptysis from .. 
infarct of kidney in.. 
— — lymph-gland enlarge- 
ment in . 106 
— — pleuritic effusion in. - 106 
Blood diseases with positive 
blood pictures Ae 
— — prolonged pyrexia from 563 
— purpura in 553, 556 | 
— rigors in _ 596 | 
— spinal cord changes 
from 
splenic enlargement in 
— tenderness in 
thrombotic infarcts in 
8, 640 
embryos in,in trichinosis 729 | 
examination, in diagnos- | 
ing anemia .. 487 
— — chlorosis ~ 274 
— — purpura heemor- 
rhagia 
extravasation, 
globinuria after ‘ 
fallopian tubes distended 
with (see Heematocele) 
filaria embryosin 28,109,226 | 


610 
106 
706 | 


hemo- 


— films, in diagnosing 
eosinophilia wells 
— — — relapsing fever . 336 


fixing and staining of 21 
in lymphatic  leu- 

keemia (Plate V) .. 28 
malaria diagnosed from 335 | 
— parasites in 225, 536, 


568, 637 | 
—-— method of making 
(Fig. 2) 21 
— — in pernicious anemia 
(Plate IIT) 24 
—-— in splenomedullary 
leukemia (PlateTV) 26 | 


spirocheta obermeieri 


| 


in 336, 596, 637 | 
— guaiacum test for 10, 75 
— inspissation of, cyanosis 
from : 61 | 
— loss, aneemia due to 21 | 
— — coma from 118 | 
— microscope in detecting (Gy 
— and mucus in stools (see 
Stools, Blood and 
Mucus in) 
— from nipple ane ape ASHI) 
— nose (see Epistaxis) | 
— occult, in stools, from | 
ankylostomiasis 81 | 
— — — from carcinoma 
coli 125, 126 | 
— — — — of pancreas sic AO WE): 
- — — duodenal ulcer 101, 126 | 
—-—- gastric carcinoma | 
126, 317 | 
—-—-—-— ulcer 101, 126 | 
| — — — pancreatitis 1d 
Blood, occult, test for 81, 171 | 
— — in vomit, trom gastric 
earcinoma .. 630, 767 _ 
— — — — ulcer eG al 
— parasites P Zila 
— — in malaria (see Malaria) | 
— pigment, carried down | 
by phosphates Be As Sst 
— per recttm (se: Blood | 
per Anum) | 
— specific gravity of, in col- 
lapse . . 5384 
| — — — diabetes insipidus. . 537 | 
— — — infusion and . 534 | 
Blood, specific gravity of, 
measurement of -. 534 
— — — normal -- 934, 537 
| — spectroscope in detecting 75 | 


| Blood-pressure, high, heart 


swallowed, hematemesis 


from .. a8 -« 265 

— trypanosomes in 28, 226 
— typhoid bacilli in . 564 

| — urea in, in uremia 85 


| — uterus distended with 


(see Heematometra) 
water in excess in, in 


chlorosis F 36 
BLOOD- PRESSURE, AB- 
NORMAL 8 
— age variations of 81 
— digital estimation of fal- 
‘lacious 81 
— high, accentuated aortic 
‘second sound with 1, 
81. 298 
— — albuminuria with 212, 406, 
485 
— — albuminuric retinitis 
with a5 212 
— — angina abdominalis — 
with 115, 437 
— — — pectoris with <163. 535, 
709 
— — apoplexy from 81 


with arteriosclerosis 1, 

2, 11, 14, 46, 55, 81, 

161, 163, 211, 212, 

271, 296, 406, 418, 
484, 543, 588 


— — ascites from .. 46, 212 
- — in asphyxia 14, 81 
— — with atheroma ee 


back pressure from 46, 212 
cerebral haemorrhage 
with 84, 119, 147, 303, 
515 
Cheyne-Stokes breath- 
ing from 
fr aE chronic nephritis 
Pigs Ils ae ip) 
es 47, 55, 16, 81, 
106, 161, 211, 212, 
271, 296, 406, 408, 
418, 484, 588 
Blood-pressure, high, condi- 


108 


tions causing. . 81, 82 
— — cyanosis from SOLO 
— — effect of rest on 81 


epistaxis from 220, 221 
full feeling in head from 296 
in gastric crises . 437 
heematemesis from .. 
heemoptysis from = ORI) 
headache from 293, 296 
heart impulse dis- 
placed with 298 
failure from 14, 46, 81, 108, 
i 418 
— from heart failure 
hiccough with . 808 
high-frequency —cur- 
rents in lowering .. 
hot baths in lowering 323 
hydrothorax from .. 212 
byperacusis with - 309 
infarction of lungs from 212 
insomnia from 321, 323 
internal secretions and 388 
large heart with 211, 
212, 485, 588 
liver enlarged from .. 212 
massage in lowering.. 323 
in melancholia 81 
menorrhagia from 386, 387 
metrorrhagia from .. 390 
mitral regurgitation 
from Si AY 
in mitral stenosis 14,55, 81 
with myocardial affec- 
tions 14 


nutmeg liver from .. 368 


-- cedema of legs from .. 212 
— — orthopncea from .. 418 
— — palpitation from a. 484 


prolonged first sound 
with OL 
ptyalorrhcea from .. 543 
radial artery thick with 212 
in Raynaud’s disease 81 
reduplication of first 
sound with - 588 
— — second sound 


271 | 


55, 81 | 


323 


noises in the head with 406 | 


BONE EROSION 


| Blood, contd. 


789 


Blood-pressure, high, contd. 
— — retinal hemorrhages 
with Ne ae ee 
— retinitis with.. -- 485 
in splenomegalic poly- 
cythemia . 271, 633 
sphygmomanometer in 
diagnosis of . 485 
— tinnitus from ae baa 
— tube casts with 212, 485 


—-— in uremia 85, 146, 315 
— — vertigo from .. sag hone 
— instrument needed for 
measuring .. =~ 
— low, with acute abdo- 
minal pain ~ 437 
— — in Addison’s disease 33, 
82, 296, 526, 752, 
765, 770 
— — anemia ef 4 -- 296 
— — asthenic states 82 


— — from cigarette smoking 82 
Blood-pressure, low, condi- 
tions causing .. 


—-— in Graves’s disease .. 82 
— — headache from - 296 
— — in heart disease - 296 
— — vertigo from .. ey 
— need for instrument in 
measuring Be 1 
Blood - spitting, various 
causes of (and see 
Hiemoptysis) . -- 285 
BLOODY EFFUSION IN 
CHEST 102 
Blotting paper, stained by 
jaundiced urine - 324 


Blowing nose, pain on, from 
frontal sinus empyema 180 
Blows, deafness from . 166 
Blubber lips, congenital... 698 
— — from lymphangitis .. 674 

Blue brain, ated acaount 
of - 163 


603 


ee 


— eyes, psoriasis and = 

— line on the gums in 

plumbism 34, 65, 119, 

124, 131, 425, 505 

— pill, polyuria from - 535 
sclerotics with brittle 

bones .. 

Blueness (see Cyanosis) 
Blushing, absence of, from 

sympathetic paralysis 217 

— from emotion . 241 

— flushing distinguished 


242 


from 5 ED 
Boat giddiness »» 102 
Boeck, on multiple benign 
sarcoid F .. 405 
Boiler makers, deafness in 166 
— — noises in the head in.. 406 
Boiling test foralbumin .. 4 
Boiling test for albumin, 
precautions in -- 424 
Boils, aching in perineum 
from .. i ~~ 474 
— in ankylostomiasis - 521 
— arthritis from A Se) 
— ear affected by . - 203 
— from cow-pox . 240 
— erythema from . - 222 
— face swollen from - 674 
— fingers affected by > 239 
— from glycosuria -- 260 
— meningitis from - 590 
— on scrotum - 695 
— stiff neck from .. etd 
— thrombosis of innominate 
vein from 751 
Bone, abscess of .. ee Oe 
Bone, acute iniec.ions of .. 668 
a atrophy, in tabes 349 
— bending of, in osteitis de- 
formans. 670 


—- carcinoma of (see Carci- 
noma of Bone) 

— caries of (See Caries) 

Bone. chronic injec’ions of 668 
670, 671, 672 

— conduction, tests for 164, 165 

— congenital syphilis of .. 669 

— enlarged by growth (fig. 


G2) Mier. 5 dire 
| — erosion, by aneurysm 
434, 483, 516, 664, 


298, 588 


693, 713, 770 


790 


Bone erosion, contd. 
— — in Kaposi’s disease .. 
— — by rodent ulcer ae 
— fibroma of “ 
gumma of ins 405 
hydatid of 
impacted in cesophagus 
inhaled, gangrene of lung 
from 
innominate, sarcoma of 
in kidney tumours 
marrow affections, albu- 
mosuria from. . 
— — eosinophilia from.. 
— hypertrophy, in perni- 
cious ansemia “k 
— splenomegalic poly- 
cytheemia and - 
necrosis of (see Necrosis) 
new growth of, muscle 
atrophy with “ 
varefaction, in pe dis- 
ease 
— rheumatoid ar irthritis 
(Fig. 156) 343, 
— of skull 


— syphilis of, skiagram 
showing ae 


sarcoma of (see Sarcom. a) 


BONE EROSION 


16, 17 


| Borborygmi, 


467 | 


- 534 


669 


Bone, syphilitic affections of 669 


- swelling on (see Swelling 
on a “Bone) 

— thickened, in osteitis de- 
formans ZA aie 


Bone, tuberculous abscess of 669 


disease of (see Tuber- 
culosis of Bone) 
— tumour of (See Swelling 
on a Bone) 
Bones, bending of, from 
mollities ossium 
— — from rickets .. 

— brittle, in syringomyelia 
— brittleness of (see Fragi- 
litas Ossium) 
chloroma affecting 
curved, in rickets 


145, 


— enlarged, in pulmonary 
osteo-arthropathy 

— hemorrhage over, in 
seurvy 

— malignant disease of, al- 
bumose from . 

— nasal, necrosis of, from 
syphilis 


overgrowth of, in leon- 
tiasis ossea.. 

of skull, rarefaction of. 
swelling on, from yaws 

tender (See Tenderness in 


Bones) 
— — inrickets as Bis 
— — scurvy rickets one 
— thickening of, in acrome- 
galy 


— in leontiasis ossea A 

noises in the head from 

in osteitis deformans 

osteoporosis .. 

— — from syphilis . 5 

Bones, tumours affecting 
670 


1 9 


— — of, in chloroma 

Boots, ‘pulls from. 

— ill- -fitting, limping from 

— — metatarsal neuralgia 
and BK 

— — pain in foot from 

— -— paronychia from 

— tight, talipes from 


Boracic acid (see Acid, 
Boric) 

BORBORYGMI 

— — absent, in peritonitis 

82, 

— with terophagy 

— from asphyxia .. rs 

— in distinguishing colic 
from peritonitis 

— with flatulence .. ae 

— from heart failure 

— hunger ‘ 


in hysteria, : 

over ileoceecal valve 
with intestinal colic 

— obstruction 131 
intestinal putrefaction. . 


' Bottger’s test, for sugar .. 


contd. 
— peristalsis and .. 
— stethoscope in detecting 82 


— in women ee ase 
| Bordet-Gengou bacillus .. 645 
Boric acid (see Acid, Boric) 
Boring epithelioma 684 
Bothriocephalus latus 519 
— — albuminuria from 13 
= — anemia from. . 33, 413 
Bothriocephalus latus, 
blood changes with .. 26 
— — cachexia from 99 


eosinophilia from .. 219 
head of (fig. 215) 
cedema of legs from 
413, 415 
severe aneemia from 13, 521 
262 


| Bottle nose, in chronie al- 


| Bougie, 


coholism 4 ape 
in curing cardio- 
spasm 435 
in diagnosing for eien body 
in cesophagus 267 


cesophagus obstruction 763 


— — — stenosis Ee LOS 

— — stricture . 470 

— — urethral calculus . 395 

— — — stricture oot 

— ureteral .. 5 41 

— — in diagnosing stone in 
ureter 


BRIGHT’S DISEASE 


| Brain, contd. 


| — carcinoma of 


670 | — wax-tipped, in diagnosing 
| ureteric calculus . 472 
| Bovine cough with laryn- 
geal paralysis 494, 495 
— heart 207 
, Bow legs, from achondro- 
! plasia .. Pa Le Sif 
242 | — — from rickets .. ne 86 
242 | Bowlers, subacromial bur- 
257 sitis in 476 
| Boxing, enlarged heart 

| from Ot seo Le 

205 | Bracheitis, acute ...- 475, 477 
6 5 | Brachial artery (see Artery, 

| Brachial) 

352 | Brachial neuralgia 151, 442 
Brachial neuritis, general 

38 account of : -. 443 
— plexus, . affected by 

16 aneurysm sce AO) 

— — — cervical rib 63, 551 

210 -— —— new growth 63 

| — — weight carrying Los 

670 | — — compressed by thyroid 

152 | gland enlargement 722 

403 | — — diagram of .. 507 

| — — lesions, Raynaud’ s dis- 
ease simulated by.. 163 

145 | — — palsy .. 3 Ae OY 

38 | Brachialis anticus, nerve 
supply of 504 

406 — — root innervation of . 509 

406 | Brachycephaly .. 237 

406 | Bradshaw, myelopathic 

406 | albumosuria of : 17 

406 | BRADYCARDIA . 82 

406 | — from aortic stenosis 208 

— apparent, in mitral sten- 

672 | osis  . se 82 
39 | — from cerebral lesions 83, 84 
96 | — digitalis causing 84, 704 

362 | — from drugs oe Ot: 

| — fatty heart : -. 212 

439 | — fibroid heart .. eS 

362 | — in heart block .. Nao 

400 | — jaundice causing 84, 329 

113 -— in myxcedema 84 

— physiological 82 
— sodium salicylate causing 84 

82 — in Stokes-Adams disease 
83, 146 

388 | — strophanthus causing .. 84 
82 | — from tubercuious menin- 

82 | gitis 84 
— in uremia 83 

593 | BRADYPNEA : 84 

2  Bradypnaa, list of causes 

82 of 84. 85 

82 Brain, abscess of (See Ab- 

82 | scess, Cerebral) 

82 | — aneurysm of (see Aneur- 

425 ysm, Cerebral) 

, 388 Brain, blue, general account 
82 of re ai patos 


ae 3. 301 

— concussion of (see Con- 
cussion) 

congenital anomalies of 146 

contusion, hyperpyrexia 
from 

cyst of 

embolism of (see Embol- 
ism, Cerebral) 

fag, specks before ot hy 
from 4 .< a3 

fatigue . .. 466 

gumma of 294, “301, 302, 308 

heemorrhage in (see 
Hemorrhage, Cerebral) 

injury, atrophy of testis 

66, 


from... 67 
— — falling out of beard 
after ; 67 
— — pubic hair disappearing 
after : é 


not tinged by jaundice. . 324 

sarcoma of : a OOL 

syphilis of (see Syphilis, 

Cerebral) 

Brain-stem lesions, effects of 610 

— thrombosis of (see Throm- 
bosis, Cerebral) 

— tumour of (See Cerebral 
Tumour) 

— wear, tabes and OLS 

Brassy cough 158, 494 

Braun’s sign of pregnancy 393 

Braziers, carbon monoxide 
poisoning from op EU) 

Brazil, ankylostomiasis in 521 

Bread-crumbling tremor.. 

Breast, abscess in. 

—'— absence of deep tender- 

ness in, in tabes .. 515 

— carcinoma of (see Carci- 
noma of Breast) 

— cyst of (See Cyst of 
Breast) 

BREAST, DISCHARGE 
F ROM 


Breast, fibro- adenoma of, 
general account of 

— hydatid of ao leit 

— hypereesthetic, in hysteria 611 

— hypertrophy of one .. 685 

— inflamed (see Mastitis) 

Breast, innocent tumours of 686 


685 


Breast, irritable, of Astley 
Cooper 3 .. 431 
— irritated by stays .- 430 
— lines albicantes on . 365 
— lymphatics of .. 667 


Breast, malignant tumours 
of the .. 687 
method of examining the 


e181. 685 
— myoma cutis of.. - 132 
— neuralgia of .. 430, 431 
— pain in (See Pain in the 
Breast) 


redness of, in mastodynia 431 
sarcoma of 181, 687 
secretion from, during 


pregnancy .. ee LD 
— sinus of, from tuoercle.. 68 
— sores on, inflamed Sues 
glands from . 380 
- swelling of (see Swelling, 
Mammary) 
— tender 431, 6 686 


tuberculous (see Tu 

culosis of Breast 
BREATH, FOULNESS ee oo 
— from "pronchie sits 


— — cancrum oris.. r oe 
—-— carcinoma  ‘ongue. 87 
— — catarrhal jaundice 329 
—- constipa n. 87 
— — dental caries . 87 
— — dyspepsia 87 
— — empyema 86 
-— — oral sepsis - 87 
— — foetid bronchitis 86 
— — foreign body .. 87 
— — gangrene of lung 86, 644 
-— -— garlic .. an 86 
— — gastritis . 267 
— — guaiacol ‘ set “06 
— — necrosis of nasal bone 87 
~ — onions x ms 


| Breath, foulness of, contd. 


.. 294 | 


725 | 


86 | 


— — from ozena .. . ~ OF 
- — paraldehyde .. os 5G 
— — phthisis a «+ 286 
— — putrefaction of food 
particles .. os Om 
---inlungs .. ie. ROG 
— — — mouth oe -¢~ 86 
— — — nose Sis a2 86 
— ~ pyorrhea oe 74, 87 
— — rhinitis ies oe how 
— — smoking ee 7. 086 
— — sore throats .. oo - BF 
— - stomatitis 74, 87 
— — tartar. oe a 3a 
-- toxemia 86 


various acute illnesses 86 


— — Vincent’s angina 87, 614 
— holding of, arrythmia 
of heart and . 645 


BREATH, SHORTNESS OF 

(and see Dyspnea ; 
Orthopneea ; and 
Shortness of Breath) 

- sounds (see Vesicular 
Murmur) 

— sweet smelling, 
acetone es .. 264 

Breathing, Biot’s 84, 107 

Breathing, bronchial (see 
Bronchial Breathing) 

— cavernous (see Cavernous 
Breathing, and Bron- 
chial Breathing) 

— Cheyne - Stokes (see 
Cheyne-Stokes Respira- 
tion) 

— periodic (see Cheyne- 
Stokes. Respiration) 

BREATHING, SLOW RATE 


87 


from 


OF. =. ae Be 
— tubular (See Bronchial 
Breathing) 


| Breathlessness (See Dys- 


pneea; Orthopnea ; 
and Shortness of 
Breath) 
Bridge of nose (see Nose, 
Bridge of) 179 
Bright’s disease, acute 
cedema of larynx in 420 
—-—-—  lungsin.. .. 420 
— — peritonitis with 46, 47 
— albuminuria in 55, 105, 412 


— — anasareca with 46, 54 
Bright’s disease, ascites 
from 46, 47, 54, om 1 
— — bulle in 
— — chylous ascites from. . 30 
— — chyluria from -. 50 
— — cyanosis from > Loog 
— — deafness from . 166 


fungating endocarditis 


simulating .. sa 255 
— — hematemesis in . 266 
— — hemorrhage in NS REE? 


— into middle ear in.. 
heart failure from 46, 
55, 105, 212 
high blood-pressure in 55 
hypertrophy of heart in 
55, 212 
infantilism from set EO 
laryngeal obstruction 


from ae .. 159 

—-— mitral regurgitation 
from .3 212 
— — cedema in 105, 412 


— of larynx from 159, 650 


— — orthopneea in -- 105 
— — pericarditis in 55, 105 
— — peritonitis in.. 46, 55, 105 


105 
107 


555 


pleural effusion in .. 
polyorrhomenitis in .. 
purpura in 553, 
renal epithelial cells 
with. -. 412 
simulated by aneurysm 413 


— —-— gumma in chest .. 413 
— — — mediastinal. new 
growth .. 413 
— — — mediastinitis , AES 
— —— Meige’s disease .. 414 
— —— vena: cava obstruc-. 
tion Paar: I 
— — stridor in . 650 
— — tube casts in 105, 412 


Bright’s disease, contd. 

Bright’s disease. various 
causes of .. Pe 

Bright’s disease. 
forms of 
(and see Nephritis ; 
and Granular Kidney) 

Brightness perception, 
general account of .. 

Brittle bones (See Fragilitas 
Ossium) 

— nails 5 

Broad ligament abscess 

-- infiltrated by carci- 


various 


BRIGHT’S DISEASE 


758 


' Bronchiectasis, contd. 


.. 400 | 
eeGis 


noma 41 
Broca’s area, aphasia from 
lesions at .. 303, 626 | 
—-— hemiplegia from le- 
sions near .. . 803 
— — speech centre in . 624 
Brocq, pseudo-pelade of .. 7I 
—-— tenderness of scalp 
from : Sa GLO 
Bromides, bulle from 96, 98 | 
— colds simulated by .. 178 | 
— coma from ar Peels 
— detected in urine 98 | 
— in diagnosls of epilepsy 535 | 
- erythema from-, 98, 222 
— foul taste from.. a. 705 
— nasal discharge from 178 
— not the cause of epileptic 
dementia ae ea 20 
— oedema from .. 410 | 
— photophobia from 525 
— ptyalism from .. -. 942 
— pustules from 98, 563 
— — acne simulated by 559 
— — no comedones with .. 559 
Bromides, skin eruptions 
from .. 98 
— small-pox simulated by 563 
— taste loss from . 705 
— transmitted to infant 
from mother .. co Oe 
— urticaria from .. 771 
— vesicles due to . 757 
Bromidrosis be .. 654 
Bromine water test, for 
melanuria é 746 
Bronchial breathing, with 
bronchiectasis 292, 643 
— — over empyema ~« 103 
+'— over fibroid lung 168, 
: 206, 299 
— — in phthisis 288 
= — over pleuritic effusion 
168, 299 
+ — in pneumonia 160, 642 
-— from pulmonary em- 
bolus aha 290 
= — stenosis of bronchus. - 290 
— glands, (See Lymphatic 
Glands, Bronchial) 
Bronchiectasis, albumin- 
uria from 14. | 
— albumosuria with 16 
— anemia with .. 35 
— from aneurysm. 292 
— arthritis from 339 
— from bronchus obstruc- 
AGT aera 291 
— bubbling rales with 168 
= cerebral. abscess from 
84, 502, 592 
= ee Leyden crystals 
102 
~ onbed fingers with 14, 
6-114; 643 | 
— cyanosis from = AlCl 
— elastic fibres in sputum 
due to. 260, 598 
— with fibroid lung 
14, 111, 168, 216, 292 
— fetid bronchitis simu- 
lated by as . 643 
— foul breath from 86 
— — sputum from 260, 598, 643 
— — taste from a5 00D 
— gangrene of lung in 259 
— —— simulated by 
260, 290, 648 
— hemoptsyis from 287, 291 
— heart failure from 14, 161 
— indicanuria from ae, SLD 
— Jardaceous disease from 
8, 375, 635 


= leucocytosis UW Che 


9 Bronchiectasis, list of causes 
7 6.)9 


of «« 292 
— osteo- arthropathy from. 352 
— pain in chest from .. 435 
— phthisis simulating ».. 86 
Bronchiectasis, physical 

signs of ~ 292, 643 
— polycythemia with 533 


pus through nose from.. 7 
rigors from 595, 598 
secondary infection in.. 
simulated by empyema 
— new growth .. sere 


— sputum with 14, 149 
— stench from  .. >. 290 
— vomiting from .. 765 
-- simulated by 764 


Bronchiolectasis, Gee taste 


from 705 


— simulated by empyema 86 | 


Bronchiolitis, Curschmann’s 


spirals in Be} | 
Bronchitis, acute, tender- | 

ness of chest in 708 
— ascites from .. 46 
— from asthma 153 
— asthma distinguished _ 

from by eosinophilia. . 219 
— — simulated by 420, 535 
— back pressure from 46 
— bronchopneumonia simu- 

lating . 310 
— capillary, dyspneea from 590 
— — orthopnea from 418 


— retracted head from.. 590 
Charcot-Leyden crystals 


in ere 


chronic, clubbed fingers 

from Se ate 

— cough from a 
— polycythemia from. 

532, 533 


— — winter cough from .. 14 
— Cheyne-Stokes breathing 
from . 108 
— cough from .. 149 
= cyanosis from .. 161, 420 
— dyspneea from .. . 322 
— with emphysema 
14, 46, 153, 167, 217 
— and emphysema, from 
asthma : wan £60 
— — eyanosis from 160 
— — heart failure from 160 
— — non-consonating rales 
ine es 160 
— — orthopnoeea from 160 
— — rhonchi in 160 
— — simulating asthma 160 
— epistaxis from .. 2. 220 
— fibroid lung from 292 
— fetid, dangerous dia- 
gnosis . 643 
— — elastic fibres in spu- 
tum due to. na PAY 
— — foul breath from 86 
——-— sputum from 260, 643 
— — — taste from .. .. 705 
— — gangrene of lung simu- 
lated by . 260 
— — indicanuria from 315 
— — leucocytosis in 360 
— gangrene of lung in . 259 
— general tuberculosis 
simulating 310 
— hemoptysis from 149, 
286, 287, 289, 291 
— heart failure from 
14, 46, 108, 161, 418 
— in influenza .. 465 
— insomnia from . 321, 322 
— intercostal muscle over- 
strained in .. 432 
— laryngitis with .. 157 
— from liver abscess 370 
— in Malta fever .. 466 
— mitral stenosis mistaken 
for : 15 
— non- -albuminous sputum 
in as . 644 
— non- -consonating rales 
with ; ay ek 
— nummular sputum in .. 641 
— nutmeg liver from 368 
— in old people 85 


BRUIT, 


| Bronchitis, contd. 


360 | 


| — hemoptysis from 


— orthopnea from 323, 418, 420 


| — pain in chest from 432, 435 
— — limbs with 463, 465 
— palpitation from . 484 | 
— phthisis simulating . 644 | 
— plastic oh w2Sh | 
— — casts in . 644 
— in pyemia 2 096) 
— rhonchi with pee AEE 
— — and rales with ny L6% 
— in rickets 145 
— right ventricle “enlarged 

“from ae. 215 
— shortness of br eath from 
85, 88 | 
Bronchitis, sputum in .. 644 
— subcutaneous emphy- 
sema from 4 203 


from subphrenic abscess 370 
sucking in of intercostal 


spaces from .. .. 420 
— tightness in chest from.. 432 
— violent coughing bouts 

from 4 ~ Pee) 
— whooping- cough simu- 

lated by . 645 


Broncho- cesophageal fi fistula 259 
Bronchorrhcea, bronchitis 
and 5. PASM 
. 287 
Bronchophony, with bron- 
chiectasis 292, 643 


— over fibroid lung 6 CAG 
— in phthisis .- 288 
— pneumonia 160, 642 
Bronchopneumonia (see 


Pneumonia, Broncho-) 
Bronchoscope, caseous gland 
seen with Seo 
— in diagnosing bronchus 
stenosis 
Bronchus, aneurysm 
tured through 
287, 
compression of, no 
with : 
empyeme ruptured 
epithelioma of .. 287, 
foreign body in (see 
Foreign Body in Bron- 
chus) 
Bronchus, irruption of case- 
ous gland into 381, 
420, 
stenosis of, asthma simu- 
lated by me 535 
by aneurysm 208, 259, 
aspiration pneumonia 
from ore =. 259: 
bronchiectasis from 
291, 
dia- 


rup- 
120, 
290, 
pain 


into 532 


1 


bronchoscope in 
gnosing .. 
enlarged glands 


= 376, 
381, 7 
— fibroid lung from .. 
— — impaired note from .. 
Bronchus, stenosis of, list 
of causes of . 2 
— from new growth 102, 
104, 159, 259, 290, 
physical signs Obs dare 
from syphilis. . 
vesicular murmur deqaal 
cient from .. 
Wassermann test with 2 
ulceration of .. 
Bronzed diabetes 24, 372, 5 5 
Broom tops, polyuria from 5 
Brown-paper skin, in pru- 
rigo ferox 
Brown-Sequard paralysis, 
general account of 496, 497 


490 


— phenomena, from new 
growth 58 
— — in syringomyelia 58 


Bruise, tenderness from 


707, 710 

Bruising in epilepsy 554 

— gangrene from .. .. 255 

— jaundice and 324, 555 

— limping from 362 

— pain long after . . 476 
— from trivial causes, from 

blood diseases 554 

— — in health : 554 


SYSTOLIC 


791 


Bruit, aortic systolic, due 
to aortic atheroma . 
Bruit, cardio-respiratory 89, 
9 


9? 
va 


d’airain, with pneumo- 
thorax. 168, 
de diable 37, 90, 91; 92, 
299, 


q 
2 


acute 
93, 


| — diastolic, from 
| endocarditis .. 
| — — from aneurysm 
with aortic regurgita- 
| tion .. 93, 209, 406, 
from aortic valve. rup- 
ture. 
pulmonary 
— incompetence 
— (and see Bruit, Mid- 
diastolic ; and Bruit, 
Presystolic). 
95, 


| 


we 93, 


Flint’s Bees als 
beenic 
-- intracranial : 
mid-diastolic, from acute 
endocarditis .. 2, 96, 
— in mitral stenosis 2, 94 
— reduplicated heart 
sound simulated by 
orbital 230, 
over enlarged spleen 
— thyroid gland, 
Graves’s disease 
postsystolic, from aortic 
regurgitation 
presystolic, with adher- 
ent pericardium ss 
| — — with aortic regurgita- 
tion c 95, 2 
— — cerebral embolism and 
| — — from dilatation of left 
| ventricle C 
| — — disappearance of .. 
| Bruit, presystolic, Fin’ 


in 


9 


_- — from mitral stenosis 
| 2, 53, 93, 216,289), 
— — without mitral stenosis 
— — from tricuspid stenosis 
systolic, from acute endo- 
carditis 2, 89, 90, 209, 
over abdominal aorta 
with adherent  peri- 
cardium 89, 
oyer aneurysm 92, 
aneurysm of heart .. 
with aortic regurgita- 
tion. . Bb aie 
— stenosis 
arteriosclerosis 
atheroma 
cerebral 
and 
in chronic nephritis by 


ee Oss "208 
hemorrhage 
. 119 


congenital heart 89, 91, 
111,197, 2105 533, 720 

diastolic, with patent 
ductus arteriosus 91, 157 


— — dilated aorta .. 208 
— — emphysema 217 
= — functional 37, 61, 89, 

90, 91, 92. 999, 723 
-- fungating endocarditis 7 
— — in Graves’s disease .. 215 
= — in influenza .. 564. 


in Kirkland’s disease 616 
over manubrium from 

large bronchial glands 91 
Bruit, systolic, from mitral 

regurgitation . 89, 210 

— — in mitral stenosis 95, 216 

— — from myocardial 

changes 14, 53, 89, 

—— from overstrain of 

heart aa Au 

Bruit, systolic, of patent 

septum ventriculorum 

91, 157, 215, 

— — peliosis rheumatica. 
— — with pericarditis 89, 
91, 


300 


533 
556 


213 
— — pleurisy 90 
Bruit, systolic, pulmonary 


bo 


, 299 
Bruit, systolic, with “pul: 
monares stenosis 91, 


LS te 217, 533 


vd 


192 


Bruit, systolic, contd. 
— — simulating aortic sten- 


OSISin. ot 7. 208 
— — splenomegalic _ poly- 
cythemia .. 633 
— — from tricuspid regurgi- 
tation... 92, 211 
— to and fro 934 
BRUITS, CARDIAC 89 


Bruits, congenital systolic 90, 91 
Bruits, diastolic 92, 93, 94, 
$5, 96 
Bruits, pulmonary systolic 91 
Brule rub ple euuisned 
rom .. 


— sudden changes" in, in 


fungating endocarditis 34 
Bruits, systolic apical, 

general account of 89 
Bruits, systolic, aortic 92 
Bruits, tricuspid systolic .. 92 
Bubo Eb 381, 618, 679 
Buceal mucosa, pigmenta- 

tion of (see Pigmenta- 

tion. in the Mouth) 
Bug bite, itching from -.. 540 
Bugs, relapsing fever spread 

by oc gc. Meh SS | 
Butbar paratyzis (see Par- 

alysis, Eee) 
Bulimia 43 
BULLZA : 96 
— from acetanilide. 96 
— acids 97 
— aniline dyes 5 Ee 
— anthrax .. . 559 
— arnica so BS 
— in Bright’s disease 96, 97 
— from bromides .. 96, 98 
— in bullous impetigo 401 
— from burns 6 Oe 
— eantharides 96, 97 
— capsicum. we <A ifs 
— carbolic acid 3 7 
— carbon dioxide snow 96 
— in cheiropompholyx 

96, 600, 7 a 

— from chrysarobin 2 
— cold § ae a 
— croton oil GounoG 


in dermatitis herpeti- 
formis 96, 98, 710, 753, oe 
from drugs 


— eosinophile cells in a 
— in epidermolysis bullosa 

96, 98 
— erysipelas 5 hos Oks, 674 
— erythema 98 
— — bullosum Z 96, 98 
— — iris 96, 98, 756 
— — multiforme .. 489 
— from fracture 96, 97 
— friction JOsnGi 
— in frostbite 96, 97 
— gangrene 8, OE 
— glanders. 96, 559 
— heart failure ee Welle 
— herpes gestationis 96 
— — zoster. 754 
— impetigo Ae -- 062 
— — contagiosa sii Bhs! 
— from iodides 96, 98 
— iodine oases 
— leprosy 601 
— liquor epispasticus o7 
Bulle, list of causes of 96 


from malignant pustule 5 9 


— from mylabris .. 97 
— nitric acid 96 
— occupations 96 


cedema .. 96 
in pemphicus 96, ‘98, 558, 601 
— neonatorum 96, 97, 401 
from plants eae OKO 
primula obconica 96 
produced by malingerers 97 
in Raynaud’s disease 96, x 
from resin 


— rhus toxicodendron , 96, - 
— satinwood 96 
— in scabies 600, 755 
— from sealds 96 
— in scurvy 96, 97 
— from s»lints Sou le 
— insyphilis 96, 97 
— syringomyelia 96,97 
— from tar products 96 


BRUIT, SYSTOLIC 


Bullee, contd. 


— turpentine ee g8 
— in urticaria Ms Ser ek 
— from varnish 96 
— veronal .. ae . 96 
— vesicants a 965, 97 
— volatile oils 96 
Bullet wound of chest, 
heemopneumothorax 
from . Gos 


— cord, allocheiria from 17 


subcutaneous emphy- 


sema from 203 
— — transverse myelitis from 
389, 516 
_ Bullous dermatoses, anor- 
exia in pas, Oh) 
— — death from 99 
— — eosinophilia from 99, 219 
=> hematoporphyrinuria’ 
from 5 oD 
— — mucous membranes 
affected by. . 30 
— — pyrexia in 3 co, Oy 
Bundle of His, in heart 
block . 83 


| — of penis, from herpes .. 


Burette, in estimating sugar 263 
Burning, from drug rashes 384 
in eczema 558, 754 
754 
559 


with malignant pustule 
in mouth, from Fordyce’s 


disease 366 
— urticaria 771 
— from vesicles 753 
Burns, albuminuria from 13 
— bulle from 96 


contracture after (Fig. 
60) 142, 143, 648 


— ectropion from .. 220 | 
— gangrene from .. .. 255 
— hemoglobinuria from .. 284 
— hyperpyrexia after 509 
— from radium . 223 
— stiff neck after .. . 648 
— talipes from Cala 
— tenderness from Od 
— ulceration after. Texel 
— from z- -rays : 56 7B} 
Burrows in scabies 562, 755 
Bursa, gastrocnemius, .en- 
larged é 692 
— under gluteus maximus, 
tuberculous 363 
— iliopsoas, aspiration in 
diagnosing 676 
— — femoral swelling from 676 
— — hip-joint disease simu- 
lated by Pa OWA) 
—-— psoas abscess simu- 
lated by 676 
— — reducible 680 
— over exostosis .. 670 
—porter’s (fig. 65) 155, 156 
— psoas impulse on cough- 
ing in 680 
-- from. osteo- arthritis . 681 
Bursa, semimembranosus, 
enlarged - 692 
— subhyoid 721 
— tendo achillis, inflamed 362 
— urate of sodium in 344 
Bursitis, gonorrheeal, pain 
in foot from .. .. 439 
— prevatellar 476 
Bursitis, subacromial, gen- 
eral account of -. 476 


Butchers’ boys, scoliosis in 


Butchers, warts in 240 
— Weil’s disease and 336 
Buttock, bedsore over 257 


eczema marginatum on 
glands draining are 
linese albicantes on 

— pemphigus neonatorum 


— hemorrhage into cord 515 | 
hemiplegia from 303, 306 


affecting % -» 401 
— prurigo affecting .. 489 
— seabies affecting re DOS 
— sore on, inflamed  in- 
guinal glands from .. 381 
— wasting of, with hip di- 
sease .;. 363 
Button in bronchus, he- 
moptysis from 287 
— larynx ; Se Loy 


— appendicular 


CALCULUS, 


Buttoning coat, ataxy ex- 


hibited on .. r 56 
Butyl chloral hydrate, 
bradypnoea from 84 
— — — Cheyne-Stokes 
breathing from.. 108 
— — — erythema from 222 
— — + purpura from .. 558 
Butyric acid (See Acid, 
Butyric) 
Buzzing noises in head 405, 406 | 
ABLE (submarine) re- 
pairing, mercury in 
saliva and . 542 
CACHEXIA 99 
— acetonuria from * 4 
— Addison’s disease simu- 
lated by 5 Ao VAT 
— Africana eee 
— albuminuria from 13 
— alkalina .. =o, oY 
— angemia due to.. 21, 33 
— from ankylostomum duo- 
denale sts oe} 6 he) 
— aquosa 99 
— from bilharzia hamato- 
bia ao OY 
- bothriocephalus 1 latus .. 99 
— beri-beri 5 33 
— bleeding gums in 72 
— from carcinoma 33, 78, 
99, 173,.270, 527, 666, 687 
— causes of ‘ns ae 4 
— chlorotica 99 
— from cirrhosis ee hes} 
— in congenital syphilis .. 400 
—.constipation in . 123 
— diazo-reaction in so) dere 
— in Egyptian splenome- 
galy .. 634 
-- from end aiietritis 99 
— exophthalmia 99 
— fibroids .. 99 
— gastric HCl deficient in 270 
— hemic bruit in . 92 
— from leucorrheea 99 
— malaria oa, owe 173, 274 
— malignant, hypothermia 
in (Fig. 143) 312 
— from ao ee perito- 
nitis 49 
— mediastinal new “growth 
34, 435 | 
— mercurialis , 5 OY 
— muscle atrophy from Ba tates) 
— in negroes Gi) 


cedema of legs from 413, 415 
from cesophageal stenosis 33 


— pain in the limbs in . 467 
palustris 36 ss 
-— parasitica 99 


penile erections absent in 313 


— peripheral neuritis in .. 467 
— from phthisis 2173 
— pigmentation with 99 
— — in mouth from 527 
— — of skin from... 528 
— renalis 99 
— saturnina 99 
— scorbutica 99 
— sordes in 72 
- splenica ats 5 99 
— from starvation 33 
— syphilis ®, 335 905 £72) 

27, 559, 560, 604 


— Rest ine disease from 8 


— thrombosis in All | 
— thrombotic infarcts in.. 8 
— from trichina spiralis .. 99 
— tuberculosis >, 99 
— — of bowel 666 
— uterina 99 
— various causes of 415 
Cacodylate of sodium, ery- 
thema from .. 222, 224 
Cacogeustia 705 
Cecum, actinomycosis of 
8, 677 | 


abscess 

opening into .. Se ULE 

— earcinoma of (see Carci- 
noma of Ceecum) 

— dilated succussion in 652, 

— distended appendicitis 
simulated by.. . 457 | 


654 — 


RENAL 


Cecum, distended, conid. 
— — from carcinoma coli.. 354 
— of rectum .. . 459 
— sigmoid . 459 
obstruction . 459 
pain in iliac fossa from 
454, 457 
simulating carcinoma 
ceci . 459 
with spastic constipar 
tion ‘ eel 
from volvulus 
a-rays in diagnosing... 
on left side ~. 452 
lymphosarcoma of - 665 


| 


| Ceecum, succussion in 652, 654 


— tuberculous 454, (Pig. 19+) 
458, 459, 677 

— whipworms in (Fig. 218) es 

Caffeine in cocoa .. i 


— coffee 5 al 
| — tea : . 534 
| — polyuria from .. s. 534 

Caisson disease, cerebral 

softening from 108 


Cheyn e-Stokes breath- 
ing from .. ote 


— — deafness in 72 L6G 
— — epistaxis in ws 221 
— — hemiplegia from 303, 307 
— — nature of 307 


noises in the head in.. 406 
shortness of breath in 89 
Cajaput oil, heartburn re- 
lieved by se EH 
Calcanodynia es .. 439 
— brachial neuralgia alter- 
nating with ors 
Caleareous concretions in 
sputum (Fig. 273) .. 644 
Calcification of muscles .. 143 
— valves, after endocarditis 211 
Calcium carbonate, urine 
cloud from 
chloride, in bile test 
— effect en albuminuria 
in hematoporphyrin 
test . 
deficiency, metrorrhagia 
from: =. . 390 
hypochlorite, in ‘indican 
test .- 314 
lactate, effect on albu- 
minuria ae LD 
menorrhagia and Poon 
menstrual . irregularities 
and .. 
oxalate (See Oxalate of 
Calcium ; and Oxaluria) 
phosphate, deposit of .. 
— in intestinal sand 599 
— solubility of .. »» 523 
— stellar: crystals of . 524 
— urine cloud from .. 4 
salts, parathyroids and 152 
— tetany and .. .» 152 
Caleuli, cystin . 161 
Calculus, biliary (see Gall- 
stones) 
— pancreatic, colic from.. 
— — epigastric pain from 
116, 437 
. 661 
116 


Sin Las: 
. 744 
15 


744 


392 


524. 


116 


— — jaundice from : 
— — pain in the back from 
— penile (see Calculus, 
Urethral) 
prostatic, abscess from 
aching in perineum 
from 
carcinoma 
DY Ars F 
catheter. in diagnosing 


581 


simulated 


difficulty in micturition 
with Sa : 
epididymo-orchitis 
from wa 48 
pain in penis from .. 473 
rectal examination in 
diagnosing .. 470, 478 
ulceration behind . 478 
renal, abscess from 2 ake 
— age incidence of 40 
albuminuria from .. 
— anuria from .. , 40 
backache from Ps 
278, 469, 577 


395 


Calculus, renal, contd. 


— — bacteriuria with ee OF 
— + Cheyne-Stokes breath- 

ing from 108 
— — chronic nephritis from 
= = colic from 278, 473, 577, 

742, 767 

— — convulsions from . 144 | 
— — crepitation felt oot | 


crystals in urine with 276 
eystitis from 
Dietl’s crises simulat- 

ing .. 
destruction of kidney 


| 


vy 
effect of exercise on. 
empyema from 
epithelial cells in urine 
from ae <coag ea ET 
frequent micturition 
due to 117, 278, 393, 394 
Calculus, renal, - general 
account of _ .. 40, 27 
hematuria from 40, 
EU eet Ds 206, 2785 
356, 577, 742 
bydronephrosis from 
AQP ET, 279; 
(Fig. 166) 356, 536 
kidney enlarged by 41, 451 
— tender from .. 451 


| 


— — latent uremia with .. 40 
—-— microscopic — oxalate 
coneretions from .. 424 | 


— oxaluria simulating .. 281 
— pain in back from .. 451 
— groin from 
— hypochondrium from 
450, 451 
labium majus from 117 
— — loin from 117, 278 
— — over. ee aL 
— referred to contra- 
lateral side in .. 452 
— — in testis from 117, 
278, 483 
— — thigh from 117; 278 
— perinephritis from .. 106 
— pleurisy from LOG 
— pricking pain in kidney 
from é a2 0 
— pyelitis from. 576, 577 
— pyelonephritis from.. 577 
— pyonephrosis from 
2195 357, 576, O74 
— pyritorm cells in urine 


from 742 

--  pyuria from 
276, 278, 575, 577 
— — renal tube casts ‘due to 7 
— — rigors from 295, 597 
— — sex incidence .of w. 40 
— — staphylococci from .. 69 
— — skiagram of . 279 


— tuberculous kidney 
simulating 117, 279, 


— — uremia from 108 
— — uric acid and 742 
— — urine changes with .. 40 


— a-rays in diagnosing 
117, 357, 451, 


Calculus, salivary, notes on meee 
-- ptyalism from 542 
— — tongue swollen from.. 698 
~ ureteral . 40 
-- abscess from. 397 
— — anuria from .. 39 


appendicitis simulated 
DY 4 =: 281, 
- simulating ne 


| 


backache from 469, 578 
calcareous gland simu- 
lating ea 
colic from . 742 
cystoscope in diagnos- 
ing .. 41,455,472, 578 
felt per rectum 41, 578, 587 


- — — vaginam 41, 578 
— — fistula after .. OOK 
Calculus, ureteral, general 


account of 454 (fq. 
192) 455, 472, 578 
— — hematuria from, 275, 


981, 455, 442, 578, 742 | 


— — impacted 40 


. 394 | 
ily 


neuralgia simulating 426 | 


aerate 


CALCULUS, 


| Calculus, wreteral, contd. 


7\ 


578 | 
-- 582 | 
atrophy of kidney from 578 | 


| — — felt per rectum 


| — — jolting and 


—- micturition frequent 
with 472, 578 
— operation in diagnosing 41 
ovarian pain simulated 
. 578 


pain over Be 
— over external ab- 


RENAL 


4] | 


dominal ring with 472 


— in iliac fossa from 
kidney with 
after micturition due 

to.. ets co BET 
in penis from 

471, 472, 578 

— testes from .- 483 
phlebolith simulating 455 
pyonephrosis from .. 578 
pyuria trom 472,575, 578 
rectal examination in 


diagnosing .. 472 
-- simulated by spinal 
lesions a 
— — site of impaction of .. 454 
— — strangury from 40 


tuberculous bladder 
simulated by 472, 578 

ureteral bougie in dia- 
gnosing 41, 455 


452, 454 
. 472 | 


— — ureteritis simulating.. 455 
— — uric acid and.. 742 
— — uronephrosis from 578 
— — vesical calculus simu- 
lated by 472, 578 
— — villous papilloma simu- 
lated by % 472 
— — wax-tipped bougie in 
diagnosing .. 72 | 


in diagnosing 


— — 4-rays 
281, eek 192) 455, 472, 578 | 
— urethral . SS: 
—- aching in perineum 
from 5 «. 474 
— — age incidence of 283 
— — behind stricture 620 
—- blood from urethra 
due to 396 
— — bougie in diagnosing 395 
— — discharge due to 181 
— — endoscope in detecting 
283, 469 
— — epididymitis from .. 697 
— — epididymo - orchitis 
fom a . 478 
—-feltinpenis .. . 283 
— —— per rectum «. 390 
— — hematuria from 275, 282 
— — impacted .. 282 
—- micturition difficult 
with.. 282, 395 
— — — frequent with - 394 
— — — stopped by.. . 469 
— — pain from se BUS 
—-—-— in penis from 283, 469 
—— priapism from a. BH | 
— — retention of urine from 
282, 396 
— — sex incidence of 5 Pei} 
— — strangury from . 649 
— — ulceration behind . 478 
— vesical, aching in peri- 
neum from .. 474 
— — age incidence of . 471 


behind large prostate 580 
convulsions from 144 
erystals in urine with 580 
cystitis from 282, 471, 
579, 580 
cystoscope in diagnos- 
ing 282, 395, 397, 
A471, 580, 719 
Calculus, vesical, cysto- 
scopic appearance of 
(Plate XVI) .. re 
— — encysted . 580 
moot 
Calculus, vesical, general 
account of 282, 471, 580 


| — — hematuria from 275, 


276, 282, 471, 580, 


719, 742 | 


a® wig 
— — micturition arrested 

by 282, 394, 470, 471 
— — — frequent from’ 282, 
471, 579 | 


284 


Calculus, vesical, contd 
— — pain in bladder from 
— — — glans penis from .. 
— — penis from 282, 469, 
470, 580, 471, 
— passed in urine 395, 
priapism from 
pyuria from 276, 282, 
471, 57 5, 
renal colic preceding 
sex incidence of 
skiagram of .. 
sound in diagnosing 
282: 471, 580, 
tenesmus from 7 18, 
travelling and 
tuberculous bladder 
simulating .. 
ureteric calculus simu- 
lating 472, 
uric acid and .. A 
z-rays in~ diagnosing 
282, 


742 
397 


579 
471 
538 


580 
282 


ani 
579 
578 


362 
114 


Calf, atrophy of .. 

— cellulitis of, talipes from 

— cramps in 

— fibrosis of, talipes from 

- hemorrhagic knots ni 
in scurvy 


114 
556 


— Jacquet’s erythema of.. 401 
— seborrhceic eczema affect- 
ing Ou 


Callus com pressing nerve 


61, 68, 65, 432, 504 

— after fracture . 667 

— hemianopsia from 302 
— intercostal nerves in- 

volved by .. -. 432 

—onjaw .. 683 
— musculospiral paralysis 

froma. 65 

— sarcoma simulated by... 672 


of spine, allocheiria from 

in sternomastoid muscle 

Calmette’s reaction in Ad- 
dison’s disease 

— — plate of 

— — tuberculosis 

— — tuberculous peritonitis 

Calomel, interscapular pain 
relieved by 

— polyuria from .. -- 939 


— tenesmus from .. 718 
CAMMIDGE’S PANCREA- 
TIC REACTION -. 100 
— — — with growth in pan- 
creas 51. 52, 630 
— — — from pancreatitis .117, 


254, 328, 661 
Camphor, eosinophilia from 219 
— glycuronic acid from .. 261 
— priapism from .. 
— reduction by urine after 
Canaliculi, lachrymal, con- 
genitally absent 
Cannabis indica, abnormal 
size sensations due to 7 
— — priapism from 
— — xanthopsia from 7 
Cancer (see Carcinoma, Sar- 
coma, etc.) 
Cancrum oris, bleeding gum 


from 72 
— — death from 74 
— — (Fig. 24) 74 
— — gangrene from 255 
— — nauseous odour from 74 
— — stomatitis with 542 
—— teeth dropping out 
from 74. 
Canter rhythm, from dila- 
tion of heart . ~ Beil 
— — myocardial changes . 7 309 
— — in pericarditis 213, 587 
— — pernicious anemia .. 587 
— — reduplicated heart 
sound simulated by 587 
Cantharides, albuminuria 
from = 4 
— anuria from + 240 
— blistering with .. 4 
— bulle from 96.0 97 
— dermatitis from SOD 
— erythema from . . 222 
— hematuria from 275 
— nephritis from .. 9 
— priapism from 538 


ae 282 | 
282 | 


719 | 
719 | 


eS | 
580 | 


150 | 
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798 
Cantharides, contd. 
— ptyalism from .. 542 
— strangury from.. 649, 650 
— tenesmus from .. Tec cate: 
Capillary bronchitis 418, 590 
— pulsation 93, 207, 211 
Capsicum, bulle from .. 97 
— dermatitis from 755 
— erythema from .. 222 


Capsules, keratin-coated, ‘in 
diagnosing pyloric ob- 


struction .. 693 
| Caput medusee 43, 750 
Carbohydrate, excess of, 
rickets from . 145 
— intestinal fermentation 
and Ans 2 
Carbol-fuchsin stain 641 
| Carbol-methylene blue 641 


Carbolic acid (see Acid, 


Carbolic) 
| Carboluria, black urine 
Tromens ie .. 745 
— Fehling’s solution  re- 
duced in 3 746 
Carboluria, peneral account 
of . 746 
- ochronosis and . 746 
Carbon bisulphide, " hemo- 
globinuria from .. 284 
— — indiarubber solvent .. 65 
— — peripheral neuritis 
from 2 61, 65 
Carbon dioxide, in fermen- 
tation test ~. 202, 
— — headache from .. 295 
— — snow, bulle from 96 


disulphide, tremor from 726 
— monoxide, cherry-red 
colour of blood from.. 119 
— — coma from 118, 119 
— hemoglobinuria from 284 
— — headache from . 295 
— poisoning by .. we LLG 
Carbonate of calcium, urine 
cloud from 
— soda, dead fingers from 163 
Carbonates, dissolved by 
acetic acid 
Carboxyhzemoglobin, cherry- 
red blood from 119 


— spectrum of (Fig. 32) .. 80 
Carbuncle, aching 'n peri- 
neum from .. A474 
— cellulitis distinguished 
from 559 
— erythema from .. 222 
— face swollen from .. 674 
— from glycosuria 260 
— furuncle distinguished 
from. . 5d9 
— malignant pustule dis- 
tinguished from . 599 
— sinus thrombosis from.. 229 
— stiff neck from .. .. 647 


tinea sycosis simulating 249 
Carcinoma, anemia due to 21 


- albumosuria with Bhs pate: 
- cachexia trum .. 413, 415 
— developing in scar .. 620 
— eosinophilia from 219 
— fatty heart from 212 
— general wasting from .. 49 
— hypernephroma and 356 
— leucocytosis in .. 360 
— loss of weight from 768 


microscope in diagnosing 
379, 621 
cedema of legs from 413, 415 
pigmentation of skin 
from Be . 528 
prolonged pyrexia from 563 


— tongue swollen from .. 698 
— ulceration of perineum 
LOT ess ‘ oe 619 
— vulval swelling from 700 
— of ampulla of Vater 239 
— antrum .. ‘ Boe Urol 
— anus, inguinal glands 
secondary to.. 381, 679 
— — spread to perineum .. 620 
~— bile-duct, bile Sag 
in urine from. 101 
— — carcinoma of " duode- 
num simulating .. 661 
— = clay - coloured stools 
from - 326 


794 CARCINOMA OF BILE-DUCT CARCINOMA OF LIVER 


Carcinoma, bile-duct, contd. Carcinoma of breaast, contd, | Carcinoma of colon, contd. | Carcinoma, contd. 


— — feecal fat with val Od — secondary in spine 154. — — increasing constipa- | — of Fallopian tube »> 083 
— — jaundice from 325, 326, 662 516, 648, 714 tion from .. .. 126 | — fauces, sore throat from 613 
— bladder, aching in kidney’ — — —supraclavicular gland 380 | — — indicanuria from . 315 | — — submaxillary glands 
from- .. 580 | — — subclavian vein ob- | — — inguinal glands second- affected from s- ote 
— — — perineum from ~. 474 structed by a DOF! ary to 2 .. 679 | — finger affected Ws «. 240 
— — age incidence of — — swelling of arm from _— — intestinal sand with.. 599 | — foot ere .. 38h 
281, 472, 580 259, 411 —- — — obstruction from — forehead. Lig 
Carcinoma of bladder, anuria — — tubercle simulating 130, 388, 593 | — gall- -bladder, cholanpiria 
from .. 39, 4 181, 686 | — — jaundice from 329, 330 from on 326, 333 
— — bowel opened by .. 238 | — — without anemia .. 33 | Carcinoma of colon, kidney | — — gall-stones preceding 252 
— — cystitis with . .. 394 | — bronchus, bronchiectasis simulated by .. .. 354 | — — interscapular pain from 
— — cystoscope in diagnos- FO 25.4 : .. 292 | — — liver enlarged with... 77 | 461, 462 
ing 41, 281, 471, — — hemoptysis from 287 — loss of strength from 126 | — — jaundice from 326 
472, 580 | — cecum, pagans kor — loss of weight from .. 126 | — — pain in hypochondrium 
— — cystoscopic appearance simulating oe 4 — movable kidney simu- from 450 
of (Plate XVI) _ .. 284 | — — bladder invaded by .. 582 lated by .. 663 | Carcinoma of gall- -bladder, 
—— feces per urethram — — bladder opened by 238, 575 — mucus in’ stools from 398 rectal shelf and : 
.. from : .. 238 | — — faeces simulating. .. 459 — — and blood in stools —-— rigors from .. -. 326 
— — fragments in urine 276 | Carcinoma of cecum, from a 354 | — — secondary in left supra- 
— — frequent micturition general account of .. 459 — — occult blood in faeces clavicular gland 252, 380 
from 41, 281, 394, 580 | — — impacted feces with 665 from 125, 126 | — — — liver.. «. 252 
Carcinoma of bladder, | — — obstruction due to .. 677 | — — pain in hypochondrium —-— simulating enlarged 
general account of 472, 580 | — — operation in diagnos- from . 450, 451 gall-bladder . 252 
— — hematuria from, 41, ing .. .. 459, 677 | — — — the loin from . 354 | — gum bs ae sore 
275, 276; 281, 471, — — pain in iliac fossa from — pericolitis simulating 663 | — heart, heart-block from 83 
472, 579, 580 454, 459 — perinephric abscess Carcinoma of jaw 72, 179, 
—— hydronephrosis from 41 | — — pyuria from .. .. 575 from 2 so Cie: 683, 684 
— — kidney enlarged by .. 281 | — — simulated in cases of — peritonitis from 49, 593 | —- — bleeding gum from .. 72 
— — micturition frequent obstruction . 459 — pigment in mouth from 527 | — — microscope in diagnos; 
with. 471, 472 | — — swelling in iliac fossa — pneumaturia trom .. 530 ing : 74 
— — pain with 394 from 459, 665, 677 — pneumoperitoneum — kidney, aching in loin 
—-—-— at female “urethral — — tuberculosis simulating 125 from 652 | AROMA ess on 218 
orifice from .. 397 | — — tuberculous ceecum — portal glands “enlarged — — albuminuria from .. 750 
— — — in kidney from 281, 472 simulating .. . 458 from 329, 330 | — — Cheyne-Stokes breath- 
——-— perineum from .. 3897 | — cauda equina .. a — pyrexia with.. ree (AC ing from «+ 108 
— — — penis from 281, 397, Carcinoma of cervical — rectal examination for /-—-— colic from e228 
469, 471, 472, 580 glands 4 - 380 130, 172, 330 | — — (ig. 304) oo OU 
— — = vulva from. 397 | — cheek, pre- -auricular- | — — secondary glands with | — — hematuria from 
— — painful micturition glands affected from 378 |. 329, 330, 380, 381, 679 275, 278, 750 
from 41 | — — spread to nose . 179 | — — = in liver 77, 252, 527 | — — kidney enlarged in 278, 355 
— — papilloma simulating 580 | — — submaxillary glands — sigmoidoscope. in dia- — — liver displaced by .. 353 
— — pelvie glands enlarged affected from «309 | gnosing 77, 126, 172 | — — edema.of legs from.. 750 
from .. 679, 580 | — clitoris, inguinal glands — simulated by diverti- — — polypus of heart from 750 
— — pyelonephritis from .. 576 secondary to.. ao Biol! cula coli . 5 Ale | — — rarity of ne B00 
—-— pyonephrosis from .. 577 | — colloid, of peritoneum... 49 —— spastic constipation 125 | — — secondary in left supra- 
— — pyuria from 41, 281, — — change in .. 676 — simulating enlarged | clavicular gland .. 380 
471, 575, 580 colon, abdominal disten- liver SOO Os SO ete simulating enlarged 
— — rectal examination in tion from Se | — — — gall-bladder . 268 gall-bladder .. 252 
detecting 41, 277, — — adenomata simulating 719 | — — supraclavicular gland — — uremia from . 108 
DSI eA lewA 2am one — — Addison’s disease simu- enlarged with _. 380 | Carcinoma of kidney, veins 
580, 587 lated by . 527 | — — swelling in hypochon- invaded. by .. 750 
— — rectum opened by .. 238 | ~— — adherent to liver - 3380 | drium from us 9 | — labium majus .. Beieill 
— — retention of urine from 281 | — — age incidence of 126, | —— tabes simulating 483, 719 | - larynx, cervical glands 
— — situation of . 281 130, 172 | — — tumour. with 126, 130, 659 | affected by . 380 
— — strangury from 649 | — — albuminuria from 354 | — — tympanites from . 330  — — distinction from Chae 
— — tabes simulating 650 | — — albumosuria with .. 16 | — — vesicocolic fistula from 125 TE) Go los 
—-— tubercle simulating — — anemia from 126 | - — visible peristalsis with | — — dysphagia from 199 
282. 579 | — — aneesthetic in diagnos- 77, 125, 126 | — — hemoptysis from .. 287 
— — ureter obstructed by Tes aL 26 — vomiting from . 330 | — — microscope in diagnos- 
281, 472 | — — anorexia from L2G avsebing rome. ne dhe} ing .. oe ss JS 
—— yaginal examination —-— ascites from 49, 51, 329  — — a-rays and bismuth in | Carcinoma of larynx, notes 
in diagnosing 41, 471 | — — asthenia from . 527 | diagnosing 77 (Fig. | on oe 3 6, 617 
Carcinoma of bone 672 | — — barium enema in di- 53), 125, 354 | — — sore throat due to 613 
—— (Hg. 62) : ve Low agnosing .. 125 | — — (and see Carcinoma of _— — stridor from .. 650 
— — spontaneous fracture — — bile-duct obstructed by 330 | Sigmoid ; Carcinoma | — — submaxillary glands 
from. 242 | — — bimanual detection of 354 | of Cecum; and Car- . affected from -. 319 
== secondary to ‘thyroid. 721 | —— bismuth enema and / cinoma of Splenic — — unilateral character 
— brain, hemianopsia from 301 x-rays in diagnosing Flexure) | 199, 293 
= breast, blood discharge (Hig. 54) 126, 330 en cuirasse , Somieo — leg 2 ee meson 
from 181 | — — bladder invaded by of duodenum, ascites with 51 | — lip 179, 365, 379, 380 
— — cyst preceding 686 283, 575, 582 — bile-duct obstructed by 330 | — liver, age incidence of .. 373 
— — — simulating .. .. 686 | — — blood per rectum from — carcinoma of bile-duct — — albumosuria from .. 16 
— — duct type 181, 687 77, 172, 330 simulating .. . 661 | — — angioma simulating .. 374 
—-early diagnosis by — — cachexia from 527 | — — — pancreas simulating 661 | — — ascites from 46, 90, 52, 
microscope 430 | —— colic from 77, 115, 126 —-in portal fissure | 330, 373 
—— en cuirasse .. .. 730 | — — colitis simulating + TALEO simulating . 661 — — bile-duct obstruction 
— — fear of are .. 430 | — — constipation from thle | — — — of pylorus simulating 661 | simulating .. . 374 
— — fibro-adenoma _ simu- 126, 130, 330 | — — dilatation of stomach | — — and cirrhosis associated 371 
lating 687 | — - diarrhoea with 126, 172 | from .. 174 | — — cirrhosis simulating 370, 
Carcinoma of breast, general — — distention of caecum — emaciation from  .. 330 a Lawes 
account of .. 686, 687 with Bes 354 — — epigastric tumour from 661 | — — coma from . 373 
— — gangrene of arm from 259 | — — diverticula simulating | — — fatty stools from . 239 | — — diabetes simulating.. 367 
— — mastitis simulating .. 686 125, 453 | Carcinoma of duodenum, _— — dry shrivelled skin with 374 
— — operation in diagnosing — — dysphagia from Zo general account of .. 661 — — eosinophilia with . 375 
686, 687 | — — feces per urethram | — hematemesis from .. 265 | — — extreme wasting from 373 
— — pain in the chest from 431 with.. 283, 582 | — — jaundice from 239, 330 | — — gall-stones simulating 374 
—-—-— from. injury. simu- — — fistula into renal pelvis | — — rarity of 272, 330 | Carcinoma of liver, general 
lating . 430 from te . 5380 | — — secondary in left supra- | account of . 331, 373 
— — — late in . 429 | — — flatus per urethram | clavicular gland .. 380 | —— gumma._ simulating 
— — rheumatism of shoulder _ with - . 582 — — liver.. oa 3. 252 253, 334 
simulated by ee TROLS — gastric ulcer simulated 125 — simulating enlarged | —— haemorrhage into °.. 3% 
— — secondary in axillary Carcinoma of colon, general gall-bladder 252, 253 | — — hiccough from . B08 


glands 380, 686 
— — — in bone enone 
— —-— cranial bones 204, 711 
—"— —.peritoneum . 657 


account of .. 77, 126 

— — hematuria from .. 283 
— — hypertrophy of bowel 

from. ‘ ai 


— tumourfrom.. 272, 661 
ear aS > ‘B78, 422 
eyelid eat 
face 2) Gio 


| — — interscapular pain from 


461, 462 
jaundice from 50, 52, 252, 
325, 326, 330, 331, 373 


Carcinoma of liver, 


Carcinoma of liver, primary 
5 


CARCIN 


contd. 

— leucocytosis with .. 37 

liver enlarged from 46, 50, 
52, 252, 326, 330, 373 


— pain in epigastrium 
from : 437 
-- hypochondrium with 450 
— — liver from .. 373 
— — right arm from , 1378 
--- ‘shoulder frome a4 SKS 
— peritonitis over 373 


pyrexia, from (Fig. 
145) 326, 373, 570, 574 

— rapid increase in size of 373 

secondary to colon 252, 630 


— — duodenum -. 252 
— — gall-bladder . 252 
—-— pancreas .. 252 
— — rectum ae 252, 585 
—-— stomach 107, 252, 630 
— sense of dragging from 373 
— — fullness from Ace OURS 


| 


skodaic resonance with 611 
sudden enlargement 
from hemorrhage 


into ayiak 
— syphilitic liver simulat- 

ing) s. Acree 
— umbilication with 371, 373 
lung me a 287, 290 
mamme (see Carcinoma 

of Breast). 

melanotic, of skin ss 430 


microscope in diagnosing 731 


of nipple é .. 429 

nose, discharge from .. 179 

— submaxillary glands 
affected from 6 BD 


oesophagus, age incidence 
OL 3 ~« 95, 380 
aneurysm simulating 195 
annular stricture from 266 
aspiration pneumonia 
from. : 
bismuth and 2-rays in 
diagnosing (Fig. 97) 197 
bougie in diagnosing 195 
bronchus ulcerated by 287 
carcinoma of stomach 
simulating .. 
cervical glands affected 


259 


195 


y 196, 380, 495 
— dysphagia from 195, 266, 
435, 461 
— fistula to bronchus 
from Ar oy PASS) 
— hematemesis from 
265, 2 


hemoptysis from . 287 
interscapular pain from 461 


latent .. : Amerie) 
mediastinal glands 
affected by .. 495 
— paininchestfrom .. 435 
— pneumothorax from.. 531 
- A aaah telat 
dium from . 652 
— secondary in " elands 
196, 380, 495 
— — liver ; 196 
— — right supraclavicu- 
lar gland 380 
— simulated by mediasti- 
nal growth.. Ay hat | 
— skiagram showing 196 
— stridorfrom .. 651 
— trachea invaded by.. 651 
— vocal cord paralysis 
from : -. 495 
— vomiting due to 763 
— a-rays in diagnosing 
195, (Fig. 97) 197, 461 
ovary, anuria from 41 
— ascites from .. . 49 
— inguinal glands secon- 
‘dary to 514 679 
— malignant peritonitis 
from rae 49 
— retention of urine from 649 
— secondary in left supra- 
clavicular gland .. 380 
— simulating cauda 
equina tumour 63 
— strangury from ee O49) 


— ureters obstructed by 41 


OMA OF LIVER 


Carcinoma, contd. 


— palate, cervical glands 
affected by 379, 380 
— — foul taste from a. 108 


-- microscope in diagnos- 
Ings. 
— sore throat from 
pancreas, anemia from 
— ascitesfrom .. 
— bile pigment in urine 
from nt 
~— Cammidge’s reaction 
with 51, 52, 100, 
— carcinoma of duode- 
num simulating 
— diagnosis from pan- 
creatitis .. 239 
dilatation of stomach 
from i 
fat in feeces with 51, 


101, . 239; 
gall-bladder enlarged 


330 


with 51, 254, 326, 330, 
451, 630 
— — glycosuria with 51, 330 


iodine co-efficient of 
urinein .. an AKO) 

jaundice with 51, 239, 254, 
326, 330, 451, 630, 661, 


662 
— — liver tumour simulated 
by .. Ap «+ 300 
— — malignant peritonitis 
from ae 49 
— — occult blood with 101 
— — pain in hypochondrium 
from 2 . 451 
— — pancreatitis with 100 
— — portal glands enlarged 
from 5 AP y1!) 
— — pulsation over 51 
— — — transmitted by 330 
— — secondary in left supra- 
clavicular gland 380 
— — — liver ae) Oe 


stercobilin absent with 101 
stomach growth simu- 
lated by . 330 
swelling in hypochon- 
drium from 
undigested muscle fi- 
bres i in feeces with. 
— wasting from . 661 
parotid gland . 695 
Carcinoma of penis, pence’ 
account of 
— impotence from = Gye) 
— — inguinal glands, sec- 
ondary to .. 5 Bites! 
— — pain in .. 473 
— ulceration due to = OL7 
Carcinoma of perineum .. 620 
-- aching in perineum 
from es . 474 
— — inguinal glands involv- 
ed from 381, 621 
— peritoneum 47, 49, 657 
pharynx, cervical glands 
affected by 379, 380 
— — sore throat from weGla 
prostate, aching in peri- 
neum from 0 
— age incidence of 
— calculus simulating . 
Carcinoma of prostate, char- 
acters of 
hematuria from aol, | 
nocturnal micturition 
with 
not uncommon 
pain in penis from 
470, 
rectal examination in 
diagnosing .. 470, 
retention of urine from 
secondary in cranial 
bones . 
— spine Pe 
strangury from 
symptoms like those of 
adenomatous en- 
largement . f 
pylorus .see Carcinoma 
of Stomach) 
rectum, age incidence of 
79, 129, 
— albuminuria from .. 7 
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CARCINOMA OF STOMACH 


Carcinoma of rectum, contd. 
— — ascites from .. 
— backache from a) 
bearing-down pain in 
bladder invaded by 
238, 283, 394, 575, 
582, 
blood per anum from 
78, 
— and mucus stools 
from 453, 
cachexia from ts 1S 
carcinoma creci simu- 
lated by 
constipation from 78, 
58, 8 
diarrhea from Tek, 
difficulty in defzecation 
from ‘A A 8 ihe: 
distention of ‘execum 
distinction from vener- 
eal ulcer 
dyschezia from 
emaciation from “a 0 
— fecal urine from 
— feces per urethram 
with , 
— flatus per 
with oe “3 
— frequent micturition 
from : 594 
Carcinoma | of rectum, 
general account of .. 585 
glands infected from 585 
hematuria from 7, 275, 283 
impacted feces simu- 


49 
469 
426 


oe 


649 
129 


urethram 


lating ss VALS 

--— incontinence of faeces 
with ilies 

— — intestinal obstruction 
from 4 -. 459 
— — jaundice from 326 
— — latent .. oe 24 7 

— — leucocytes in urine 
from. 7 


loss of strength from 
— weight from 
malignant peritonitis 


from we. 49 
-- microscope in dia- 
gnosing . . 585 
— — mucus in stools from 129 
— — oedema of legs from. 7 
— — pain in back from 585 
— —-—.on defecation with 585 
—- —-— in iliac fossa from 
452, 453, 459 
— — — penis from 471, 473 
— —— over sacrum from.. 78 
— — — down thighs-from 78 
—-— periproctal abscess 
from 55 (ale, 
— — piles from .. 584 
— — polypus simulating .. 585 
— — portal glands enlarged 
from 329 
— — proctoscope ‘in dia- 
gnosing 129 
— — pyuria from .. 575 


rectal examination in 
78, 129, 180, 453 
renal tube casts with at 
sacral plexus invaded 
LON oe sis : 
secondary in left supra- 
clavicular gland .. 380 
— in liver 252, 585 
sense of fullness from 
sigmoidoscope in dia- 
gnosing 78, 126, 129, 


| Carcinoma of rectum, Lp 


ribbon-like feeces from 78 


129 | 


of i29 


simulating acute ne- 
phritis as na 7 


—* — caudaequinatumour 63 
— — speculum in detecting 78 
— — strangury from 5 (een) 
— — stricture from . 585 
— — talipes from .. lS 
— — tenesmus from 718 
— — thrombosis from if 
— — ulceration of . 585 
— — unsatisfied defecation 
with OG 5 WE, 
— — wasting from.. eo | 
— — without symptoms .. 326 


795 


Carcinoma, contd. 


Carcinoma 


707 
oS 
me 090 
of scrotum, 
general account of .. 624 
sigmoid colon, bismuth 
and a-rays in dia- 
gnosing 453 
— bladder invaded by 582 
— opened by . 238, 575 
blood in stools from 666 
— and mucus from 453 
cachexia from .. 666 
carcinoma ceci simu- 

lated by.. « 459 
colloid change in .. 676 
constipation from.. 453 
distention of ceecum 459 
diverticulitis . simu- 

lating 
explosive diarrhea 

from 4 315 


of rib, tenderness from 
scalp a 
scrotum .. 


oO 


76 


Carcinoma of sigmoid colon, 


general account of 453, 
— hiccough from 
— impacted feeces simu- 
lating . 4538 
obstruction from 
459, 666, 676 
operation in dia- 
gnosing .. 
pain in iliac fossa 
from 452-454, 459 
palpable tumour with 453 
pyuria from . 575 
sigmoidoscope in dia- 
gnosing .. 453, 676 
spastic constipation 
simulating ayn 
swelling in left iliac 
fossa from “ 
tenesmus from 
tuberculous sigmoid 
simulating 


676 
308 


676 


| 


[ 


Carcinoma of skin, general 


account of . 
— lupus simulated by - 
rhinoscleroma simu- 
lating 133 
syphilis distinguished 
from 5 
from varicose ulcer .. 
— from a-rays .. 
of spinal cord, malinger- 
ing simulated by 5 
—-— pain in the chest 
from a0 
of spine, interscapular 
pain from 
kyphosis from 
malingering simulated 


to” breast 
154, 648 

— thyroid gland . 648 

— spleen, excessive rarity of 632 


Ni 
secondary 


Carcinoma of splenic flexure, 


ia, tee 


general account of .. 630 
— — skiagram showing 125 
sternum, tenderness from 707 
stomach, abdominal tu- 

mour with 270, 271 
acetonuria from 4. 
age incidence of 269, 316 


— albumosuria with . 16 
— anemia in 33, 270, 271, 
316, 630 
— anesthetic in dia- 

gnosing 271 

— aneurysm simulated by 
(Hig. 288) .- 694 
— anorexa from 270 

— — nervosa simulated 
Vv - 467 
— ascites from . d1, 329 


bile-duct obstructed by 330 


— blood changes with .. 317 
— — examination in 271 
—-— in gastric. contents 
with ‘ wee Oke 
— cachexia from - 270 
— carcinoma of duo- 
denum simulating.. 661 
— — esophagus simu- 
lating 195 
— — pancreas simulating 330 


796 


Carcinoma of stomach, contd. 

— — coffee-ground vomit 
from. Ae . 269 

colour index in 

cyst simulating 

deposits in “round 
ligament from 

— at umbilicus from. . 


- 653 


. 656 
656 


+ — diffuse, difficulty of 
diagnosing .. se. LOY 
— — — indiarubber _ bottle | 
stomach from .. 107 | 
— — — multiple serous effu- 
sions from ee LOn 
— — — secondary in liver.. 107 


sense of fullness from 244 
skiagram of Bo HAO) 
without symptoms 243 
dilated stomach from 
174, 271, 316, 653, 
678, 
disinclination for meat 
due to 43, 
distinguished from 
ulcer by wrays .. 174 
dyspepsia from 
— simulated by 
dysphagia from 
epigastric pain from.. 
— tumour with 
fragments of growth in 
vomit as as 
Carcinoma of stomach, 
gastric HCI in 33, 316, 
270, 436, 630, 653, 
766, 7 
— — gastritis simulated by 2 
—-— gastroscope in dia- 
gnosing in 
Carcinoma of stomach, 
general account of 269, 
, 317, 630 
hematemesis from 265, 269 


767 
316 


270, 
” 195 


— — heartburn from = Pe 
— — hiccough from . 308 
— — hysterical vomiting 
simulated by . 467 
— — in iliac fossa . . 678 


interscapular pain from 
461, 462 
329, 330 
5 Ue 
dia- 
271, 
653, 769 
leaking na Wave 
leucocytosis from .. 630 
loss of appetite from 
, 316 
— strength from 45) 400) 
— weight from 270, 316, 769 
malignant peritonitis 
from ae Foe ee) 
nausea from... 270, 316 
occult blood with 630, 767 
— — in feces from 126, 317 
Oppler-Boas bacilli in 
316, 318, 320, 766, 767 
pain in the back from 716 
— epigastrium from 
316, 436 
— after food from .. 630 
— in. the left hypo- 
chondrium from 450 
— shoulder from . 474 
pernicious anemia 
simulating .. 274, 317 
phantom tumour simu- 
simulating .. . 659 
pneumothorax from.. 531 
portal glands affected 
from 329, 330 
ptyalism from . 948 
pyloric end, skiagram 270 
pyloric. obstruction 
from 270, 297, 318, 653 
pyrexia from. e200 
Carcinoma ef stomach, rectal 
shelf : 587 
carota with .. 630, 767 
secondary glands with 
107, 317, 329, 330, 
380, 
— in left supraclavicu- 
lar gland 107, 317, 380 
— in liver 
— at umbilicus 


jaundice from 
lactic acid with 
laparotomy in 
gnosing 174, 
317, 


A eee 


270 | 


ea7t 


381 | 


252, 317 | 


Carcinoma of stomach, conid. 
— sex incidence of 
simulating cirrhosis. . 
— enlarged liver a 
—-— gall-bladder 252, 2 
— fungating endo- 
carditis .. 
— pernicious anzemia 
sites of 
skiagram of .. 
spleen simulated by.. 
spontaneous fracture 
first evidence of .. 
subdiaphragmatic ab- 
scess from .. 
swelling in hypochon- 
drium from 
Carcinoma _ of stomach, 
symptoms of .. - 
tumour due to. 318, 
ulcer simulating 174, 
from ulcer  eeoL GO; 
umbilical tumour from 
vomiting 270, 316, 
436, 630, 678, 765, 
— wasting from : 
a-rays in diagnosing 
174, 271, 630, 
without symptoms .. 
— in young subjects .. 
suprarenal, ascites with 
— simulating enlarged 
gall-bladder 282, 2 
Carcinoma of testis 480. 
secondary in cranial 
bones 
glands with “% 
in left supraclavicu- 
lar gland 3 
in peritoneum... 
in spine... 
Carcinoma of thyroid gland, 
general account of . 
— — secondary in bones 
204, 648, 672, 711, 
714, 
blood- “spitting 


tongue, 
from 
bronchopneumonia 
from 3 
cervical glands affected 


We ic : 
— dysphagia from 
earache from.. 
foul breath from 
— — taste from .. 
Carcinoma of tongue, general 
account of (Plate 
AXXIT) ee 
— — lateral position 
from leukoplakia 
submaxillary glands 
affected from 
tubercle simulating . 
trismus simulated by 
Carcinoma of tonsil 
— — submaxillary glands 
affected from 
— trachea, stridor from .. 
urethra, discharge from 
- histology i in diagnosing 
— inguinal glands en- 
larged from 
—-— pain from .. 
— — painful micturition. 
from 
— — stricture from 184, 
Carcinoma of uterus, anuria 
Troms ta. 39, 
— — bladder invaded by 
238, 283, 394, 575, 
582. 
— — bleeding on examina- 
tion : Oe 
body, pregnancy im- 
possible with 
broad ligament 
filtrated by 41 
curettage in diagnosing 390 
dyschezia from we L129 


in- 


— — dystocia from -. 200 
— — erosion simulating .. 391 
— — with fibroid .. amo oA 


foul discharge from 
185, 186, 391 


micturition 


| 


frequent _ 


from 6A cs 394 


CARCINOMA OF STOMACH 


| Cardiac crises, in tabes 


Carcinoma of uterus, contd. 


— — hematuria from 275, 283 
— — hiccough from ~ 308 
— — hydronephrosis from — 41 


metrorrhagia from 390, 391 

metrostaxis from . 392 

microscopical diagnosis 
186, 390, 391 


—— paininbackfrom .. 716 
— — — in legs from . 469 
— — — in pelvis from . 469 


pelvic swelling due to 688 
polypus simulating .. 391 
pyelonephritis from .. 576 
pyometra from 186, 392 
pyonephrosis from .. 577 
pyuria from .. nig Ot) 
rectum opened by 
simulating cau da equina 
tumour ate 
sterility from 
strangury from oe 
tubercle simulating .. 
ureters obstructed by 
urine leaking into 
vagina with 283, 
uterus enlarged from 
vaginal examination 
and . 
uvula, gore throat from 
vagina, aching in peri- 
neum from .. 
bladder invaded by.. 
difficulty in micturi- 
tion with .. 6 
heematuria from 275, 
inguinal glands second- 
ary to 
urine leaking through 
283, 
ofvertebre (see Carci- 
noma of Spine) 
vesical (see Oarcinoma 
of Bladder) 
of vulva. 
— chancre ‘simulating . 
— difficulty in micturi- 
tion with Ss 
— from leukoplakia 
— spread to perineum. . 


.. 63 
645, 646 
649 
391 

41 


582 
391 


41 
613 


. 474 
283 


395 
283 


381 


582 


— dulness absent in em- 
physema . 
— hypertrophy (see Heart, 
Enlarged) 


| — impulse (see Heart Im- 


pulse) 


| — sound (see Heart Sounds) 


| Cardiosclerosis, 


Cardio-respiratory bruit .. 
Cardiospasm 
auricular 
fibrillation from aa 
— heart-block from E 
— paroxysmal tachycardia 
TgOWO Be 548, 
Caries of bone, spontaneous 
fracture from 242, 
— from tuberculosis 
— unsuspected .. : 
— x-rays in diagnosing.. 
— (and see Tuberculosis 
of Bone) 
dental, antral abscess 
from 180, 
— bleeding gums from 
blood-spitting due to 
earache from. zi 
epithelioma and 
epulis from 
face swollen from 
foul breath from 
— taste from .. 
gastritis from 
hidden 
inflamed neck 
from i Sih 
loss of weight from 5 PASS) 
neuralgia from 296, 447, 448 
pain in jaw from .. 462 
ptyalism from .. 542 
retraction of gums from 589 
stiff neck from . 647 
tongue swollen from.. 698 
trigeminal neuralgia 
from . 447 
ulcer of tongue from 
198, 


glands 


139 


CATARACT 


Caries, dental, contd. 


—- ulcerative stomatitis 
from 740 

—-— (and see Pyorrhoea 
Alveolaris) 


— of ear bones (and see 


Otorrnoea) .. 422, 423 
— pubic bones, gumma 
simulated by.. . 698 


— — — sarcoma simulated 698 
— — — scrotal swelling fiom 697 
— rib, pain in the chest 


LOU Wels a s2 435 
— sicca is : setlg 
—— tenderness of spine 
from 713 
Caries of spine (see Spiual 
Caries) 
Carminatives, heartburn 
relieved by aeeeo 
Carnin, uric acid from .. 742 
Carotid artery, forcibly pul- 
sating .. S6 209 
Carotid pulses, ‘unequal, 
from aneurysm «=. 208 
Carpal joints, pulmonary 
arthropathy of -. 352 
Carpenter’s itch .. .- 540 


Carpenters, serratus magnus 


paralysis in 506 
Carpopedal contractions, 

in rickets 152, 420 
— — tetany : 152, 730 
Carpopedal spasm. . on 
--—ininfants .. .« 152 


Carpus, tuberculous disease 


of Bo .. 668 
Carriers, typhoid . -. 254 
Cartilage, on exostosis -- 670 
— internal semilunar, kick 

on, shock from 765 

| - — — — vomiting.trom .. 765 
— in kidney tumours . 356 
— lupus necrosing 402, 735 
Cartilage, pepe tet dis- 

placement of . -- 350 
—-— loose .. -> 362 
— ulcerated by lupus -- 402 
— urate of sodium in .. 344 
Cartilages, blackened in 

ochronosis 528, 746 
Caruncle, urethral, bleed- 

ing from 22-702 
—— dyspareunia from .. 193 
— — inflamed, retention of 

urine from .. 649 
—-— levator ani spasm 

_ from ae soos 
= = pain from) ey. - 702 
— — prolapse of urethra si- : 

mulating .. -. TOL 
— — strangury “from .. 649 
— — vaginismus from  .. 193 


— — vulval swelling from 700 
Caruncule myrtiformes, in- 
flamed in gonorrhcea 700 
Casein indigestion, stools 
with ‘. 171 
Caseous glands (see ‘Lymph- 
atic ~ Glands) 
— mass in sputum -. 420 
Castellani, on dhobie’s itch 250 
Castor oil, foul taste from 706 
Casts, bronchial .. -- 644 
Casts, decidual_ .. -- 193 
Casts, intestinal ae 172) 


, 399, 519 
— prostatic é -- 399 
— renal (see Tube- Bee 


Casts of uterus’ .. Bele: 
Casts, vaginal ae = ” 186 
Catalepsy, absence of fa- 
tigue in & . 598 
— bradypnoea in .. 84, 85 
— dementiaand .. so DSS 
— dilated pupil from 552 
— maintained attitudes in 598 


— melancholia and .. 598 
— retracted head from 589 
— risus sardonicus in 598 
— trismus from 729 


Cataract, anterior polar, 
from ophthalmia neo- 
natorum 

— — — ulcer of cornea .. 7 

— black spots before eyes 
from 


ee ~ 


Cataract, conid. 
— blindness never complete 


irom: . e prea (Ou 
— congenital, nystagmus 
HOM ce oi -. 407 
— in diabetes & 261 
— diplopia from .. 175 
— extraction, erythropsia 
after .. ce 102 
= multiple images from .. 175 
— ophthalmoscope in dia- 
gnosing 175 
Oatarrh of bile- -ducts, clay- 
coloured stools from 326 
— — jaundice from oo eds 
— cervical, backache from 468 
-- sterility from 646 
— of duodenum, pain in 
shoulder from 474 
— nasal, anosmia from 612 
— — from arsenic .. 612 
— — common cold 612 
— — epistaxis from 220 
— — hay fever ne 612 
— — iodide ar: 612 
— — in measles 612 
— — snoring due to 613 
Catarrh of small intestine, 
causes of : 172 
Oatarrhal jaundice (see 


Jaundice, Catarrhal) 
Caterpillar hairs, dermatitis 


from .. : .. 755 

— — pruritus from. . 540 
Oatheter, coudé, for en- 

larged prostate 56 Be 
+in diagnosing bladder 

distention 45, 665, 688 
-—- calculus in prostate 

470, 473 


Catheter, in diagnosing 
cause of pyuria 55 EG 

— urethral stricture . 394 

in obtaining urine cul- 
tures .. ‘ 218, 455 

ureteral, in diagnosing 
stone in ureter 

in urethra, discharge due 


1 


to : 181 
Catheterization, anuria after 

42, 396 

— death after . 396 


— epididymo-orchitis from 478 
— rigor after 594, 595 
Oats, fever from bite of .. 598 
Oattle, anthrax from . 559 
— tenia mediocanellata and 519 


Cauda equina, gumma of 62 
—-—-— peripheral neuritis 
simulated by.. 515 
— — lesions, acute bedsore 
from P -» 208 
— — — gangrene from 255 
— — — relaxed sphincter 
with 314 
— -— sarcoma of 62 


— tumour of, anesthesia 
from 62 
Cauda equina, tumour of, 


general account of 62 
— — — muscle wasting from 
61, 62 | 
—-—- pain in the back | 
from Ene 62, 515 
— — legfrom.. 62 
— paralyzed leg from 62 


— one leg first from 515 
paraplegia from 514, 515 
pelvic tumour simu- 


eater 


lating si 

—-— peripheral neuritis 
simulated by .. 515 
——- R.D. from .. 61, 62 


rectal examination in 63 
sacro-iliac joint di- 
sease simulating 
sciatica simulated by 

62, 439 
vaginal examination 


63 


in 63 
Oaustic potash (see ‘Potash, 
Caustic) 

— soda, in acetone test 
— — in biuret test .. « AG 
— — estimating acidity .. 320 | 
— — examining for elastic 

fibres 86, 642 


5 


| Caustic soda, contd. 


63 | 


CATARACT 


— — Nylander’s test .. 262 | 

— — in producing hematin 284 

Cauterization for  ulcus 
serpens .. 184 


Cavernitis .. - 473 | 
Cavernous breathing, over | 
fibroid lung .. 168, 216 
— sinus (See Sinus, Caver- 
nous) 
Cavitation, in phthisis .. 643 
Oayenne pepper peers in 
urine: :.. : 741 
*Cellists’ cramp . 151 
Cellulitis, from abraded toe 410 
- bacteriological diagnosis 413 
— of calf, talipes from 114 
— carbuncle simulating 559 
— from dissection wounds 240 
— erythema from .. ss) 222 
— gout simulated by 410 
— leucocytosis with 410 
— of neck, from peor 
cosis on . 683 
— — stridor from .. . 651 
— edema from 410, 413, 415 | 
— orbital, distinguished | 
from cavernous sinus | 
thrombosis zen 
— — exophthalmos from. 229 
— — tubercle simulating .. 230 
Cellulitis, pelvic, notes on. . 691 
— pelvic ‘swelling due to .. 688 
— pyrexia with 410 | 
— red streaks in 410 
— from septic finger 410 
— sinus thrombosis from.. 229 


Cellulose, acetate of, in 


aeroplane varnish 


Central canal of spinal cord 62 
Centre, cheiro-kineesthetic 
(Fig. 266). 624 
— glosso- kinzesthetic i g- 
266)... 624 
— for vomiting 764 


Centres in brain, a speech 
(fig. 266) .. .. 624 


— micturition 397 
— reflex, in cord (Fig. 211) 518 
Cerebellar artery, posterior, 
effects of lesions of 58 | 
— atrophy, after specific 
fevers ste AZO 
— — tremor from . bay HEPES 
— hemorrhage 538, 768 
— peduncle lesion, tremor 
from . » 129 
— tracts, role in co-ordina- 
tion F 55 
— tumour, “ankle - - clonus 
from .. is ee Oh 
—-—ataxy from 58, 517, 592 
— — Babinski’s sign with.. 68 
— — bradypnea from 84 
— — cerebellar abscess si- 
mulating .. 517 
— — disseminated sclerosis 
. simulating .. a aylyy 
— — falling to one side from 592 
— — headache with 517 | 
— — hesitant voice from.. 517 | 
— — hypothermia with 311 | 
— — intention tremor from 517 
— — knee-jerk increased | 
from é Se taal 
— — lateral sclerosis from 68 | 
— — nystagmus with 407, 
407, 51 i” 599 
— obesity from .. 408, 410 
— optic atrophy from .. 592 


— neuritis with 517, 592 . 
paraplegia from -. 514 | 
retracted head from | 

589, 
scanning speech from 517 
sphincter troubles from 517 
tendon reflexes exag- 


| 

gerated with . 592 | 

— — vertigo from .. a Ys | 

— — vomiting with a Uely ? 

Cerebellum, abscess of (see 
Abscess,, Cerebellar) 

— centre for equilibrium... 751 | 

| — encephalitis of, ataxy 

fr OiKae es ws oes) 

Cerebellum, lesions of, | 

causing ataxy 58, 59 . 


| Cerebelium, lesions of, contd. 


| Cerebral 


CERVICAL GLAND 


— — gait with 
— nystagmus from 
— speech changes from 
— vertigo from. : 
reeling ‘from disease of.. 2 
role in co-ordination 
Cerebral abscess 
Abscess, Cerebral) 
— aneurysm (see Aneurysm, 
Cerebral) 
— arteries, atheroma of 1, 406 
disease, general 
signs of organic . 295 
Cerebral dwarfism -- 188 
embolism (see Hmbolism, 
Cerebral) 
hemorrhage (see He- 
morrhage, Cerebral) 
tumour, hypertension of 


(see 


cerebrospinal fluid with 304 | 


— peduncles, ataxy from 
lesions of - 58 
— softening, albuminuria _ 
with - .. 495 
— — from arterial degenera- | 
tion . LOS 
— — caisson disease LOS 
— — Cheyne-Stokes breath- | | 
ing from . 108 
-- deep - reflexes increased 
from ca eee (20 
— — diplegia from .. O16 
—-— from embolism 108, 515 
— — endarteritis .. O15 
— — general paralysis . 108 
— — glycosuria with . 495 
— — hyperpyrexia from .. 309 | 
— — from hemorrhage .. 515 


— — mental failure from.. 725 

— — paralysis agitans simu- 
lated by . 725 

— — paraplegia from . 514 


pseudo-bulbar paraly- 
sis from .. 23) 089 


— — rigidity from.. . 125 
— — round an abscess . 306 
— — — a tumour 65 ES 


sphincter trouble from 725 


— — from syphilis... 108, 515 

— — thrombosis .. O15 

— — weakness from . 125 

_ Syphilis (see Syphilis, 
Cerebral) 


thrombosis (see Throm- 
bosis, Cerebral) 


— tumour, aphasia from.. 626 
— — arteriosclerosis simu- 
lating 3 -. 295 
— — atrophy of masseter 
from : ». 447 
—-—aura with . f 68 
— — Babinski’s sign with.. 68 
— — brachial monoplegia 
from 502 


bradycardia from 84, 711 


—-— bradypnoea from .. 84 
— — Cheyne-Stokes breath- 

ing from ee OS 
— — choked disc from 7306 
— — coma from 117, 144 
— — — first sign of > 18 


convulsions with 68, 

144, 146, 147 

— diabetes insipidus from 537 
Cerebral tumour, distinc- 

tion from abscess 84 

— dreamy state from .. 


— ebb and flow of knee- 
jerk with 
giddiness from 
glycosuria from 
hemorrhage into 
— headache from, 
264, 295, 302, 
315, 429, 502, 525, 
537, 626, 
HOM “i 


302, 306 


306 


303, 
147, 
306, 


— unilateral, 294 
hemianopsia from 
hemiplegia from 
68, 303, 306 
hippus from .. se DOZ 
hyperacusis from -.. 308 
hyperpyrexia from .. 309 
hypothermia with 


laryngeal paralysis from495 | 


68 | 
dyspepsia simulated by 315 | 


. 359 | 
. 264 | 


768 | 
ee 3025 


311 


79F 
Cerebral tumour, contd. 
| — — hysteria simulated by 727 
| —- insomnia from 321, 322 
— — Jacksonian epilepsy 
| from ee ASTD IAG 
~— — knee-jerk lost with .. 359 
— — latent . A 306 
— — lead poisoning simu- 
lating Sees 
-- lumbar puncture in 


diagnosing . 
lymphocytes in cere- 
brospinal fluid in .. 305 
myxcedema  simulat- 
ing .. 38 
noises in the head from ( 
obesity with . se 
optic neuritis from 
147, 264, 315, 429, 
502, 525, 537, 626, 
pain in the face from 
— foot from 
paralyses from 
paresis from .. 
— unilateral from 
photophobia from 
pupil small with 
without signs of pres- 
sure.. ee 3 
simulating cerebral 
haemorrhage ae 306 
— trance 
softening round 
taste loss from 
tenderness of 
from 710, 
tremor from . 724, 727 
tic douloureux simu- 
lated by ie 
tinnitus from ~= 20 
uremia simulating . 
vertigo from .. ast, 
vomiting from, 147, 
264, 302, 306, 315, 
429, 502, 525, 537, 
626, TAL; 765, 7 
— — visual aura with 
— vein (see Vein, ee 
Cerebral vomiting 84, 
318 
Cerebritis (See Encephalitis) 
Cerebrospinal fever (see 
Meningitis, | Cerebro- 
spinal) 
— fluid, albumin a trace 
only in 
Cerebrospinal fluid, bacteri- 
ological examination of 305 
— — cultures, in diagnosing 
septicemia. . 5 
—-—in peneeine menin- 
590 


git 
Carserseitial fluid, from 
ear A 119, 424 
178 


147, 


scalp 


431 


567 


-- Fehling’ $ solution re- 
duced by 
Cerebrospinal fluid, general 
characters of.. 304, 
in general paralysis 
120; 243 
lymphocytes in 
116 


7 120; 
— in general paralysis 
243, 


— tabes 
meningitis sik 
meningococci in a 
from nose, due to frac- 

tured base AUT AS 
polymorphonuclear 

cells. in 
rate of flow of ». 304 
reducing. power of .. 304 
not tinged by jaundice 324 
trypanosomes in .. 28 
tubercle bacilli in .. 590 
urea in, in uremia .. 85 
Wassermann reaction 

in 116, 120, 305 
xantho-proteic reaction 

I pers .. 304 
— — (and see Lumbar Puncture) 
Cerebrum (see Brain) 
Cerumen (see Wax) 
Ceruminous. glands in ear 
Cervical gland (see Lym- 
phatic Glands, Cervical) 


178 
se OLY 


421 


798 


Cervical plexus, compressed 
by thyroid gland en- 
largement .. ; 

Cervical plexus, diagram of 507 

— rib, anesthesia from .. 508 

_ analgesia from LO 

aneurysm simulated by 694 

arm-wasting from 63 

atrophy of hand 

muscles from (fig. 
209).. . 508 

— muscles from . 162 

brachial neuralgia simu- 

lated by .. 

— plexus Afected by 

63, 551 

-buttress: type (ig. 

uSip ews .. 443 
claw hand from 109, 
110, 444 

G2 


442 


dead fingers from 
— — fibrous band from .. 444 
Cervical rib, pene ac- 
count of x 443, 508 
ligamentous band 
“representing . 508 
muscle wasting from 
61, 63, 162 
pain in the arm from 
110, 448, 508, 551 
— neck from ae 5 LK) 
— scapular region from 444 
paresthesia from .. 561 
paresis from .. 
R.D. from Be 
radial pulse diminished 


508 


61 


Divan. 
Raynaud’s disease 
simulated by 
skiagram of (figs. 186, 
LST ye 


subclavian artery sten- 
osed by .. 20 
unequal pulses from. 
550, 
vasomotor disturb- 
ances from.. 
a-rays in diagnosing 
63, 110, 162, (Figs. 
186, 187) 443, 444, 5 
sympathetic, compressed 
by. thyroid-gland en- 
largement .. : 
irritation of 
— unilateral sweating 
from 2 
paralysis (see Par alysis 
of Cervical Sympa- 
thetic) 
ptosis from lesion of. . 
pupil contracted from 
lesion of .. 
Cervico-brachial 
diagram of we 
Cervix uteri closed after 
injury or operation .. 
— — — sterility from 645, 
— — long conical, dysmen- 
orrhoea from 
— — gonococci in .. ae 
-— herpes of os 754 
Cervix uteri, hypertrophy of 
= imperforate, amenor- 
rhoea from . 
— rigid, dystocia from 
Ceylon, oidium tropicale in 
Chalk, rectal concretion 
from 718 
Champagne, pr iapism fr om 
— regurgitation of food 
‘through nose after .. 
Chanere, balanitis simu- 
lating . 
— digital, epitrochlear g gland 
‘enlarged from . 
— epithelioma simulating 


551 
444 


plexus, 


19, 700 | 


6 

— extragenital (Fig. 23) 73 

240, 379, 381, 615, 
— of eyelid. . 
— finger affected by P 
Chancre, general account of 
glands near enlarged . 
gumma simulating 
from herpes - 
— herpes simulating 
incubation period of 


139 
379 
240 
618 
BYE 
E619 
.. @o4 
618, 754 
« 618 


10, 444 | 
| Charcot’s disease of joints 


_— inguinal glands bree 
& PPR é 


| — dissociative 
. 5d] | 


CERVICAL PLEXUS 


Chancre, contd. 


with .. .. 618 
— on lip 365, 674 
— mercury and <5 (es) 


molluscum contagiosum 
simulating + 432 


— in perineum .. 620 
— phimosis obscuring 617, 619 
— on scrotum 621, 695 | 
— spirochetes in 618, 619, 
620, 674 
Chancre, soft sore ahh 
guished from. is: 619 
— in syphilis 679 
Chancre of tongue.. Ba TEL 
— on tonsil 3 615 
— ulceration of penis from 617 
— vulval swelling from .. 699 
Chancre, urethral . 184 
- Wassermann reaction 
with 618, 619, 620, 674 
Chancre in women, general 
account of .. 700, 701 


Se general account 


0 - 618 
— herpes simulating 754 
Chapping of lips 365 


Charcoal, black stools from 


Charcot, amytrophic lateral 

sclerosis of .. so Jas 
anzesthesia 

of Ae ie ‘ 
~— spasmogenic zones of .. 
Charcot’s disease of hip 

joint, skiagram of .. 350 
349 
— hepatic intermittentfever 597 
— joint (Fig. 162).. « 349 


— — in tabes . d15 


— — in syringomyelia 257, 516 | 
CHARCOT-LEYDEN 
CRYSTALS 102, 153 | 
Charwomen, acropares- 
thesia in af .. 444 
Chart, temperature (see 


Temperature Chart) 


Chattering teeth,in malaria 30> 
. 489 | 
Cheek, actinomycosis of 74, 458 


Cheek, acne affecting 

— affected by stomatitis.. 74 

Cheek, bleeding nevi of 
(Plate X VIT) te 

— bleeding, from stomatitis 74 

chromidrosis of.. 

dermatitis herpetiformis 


affecting 
— epithelioma of (see Car- 

cinoma. of Cheek) 
— er ae bullosum affect- 

ing’ 74 
- gangrene of (Fig. 24) 

74, 255 

— Koplik’s spots inside .. 228 | 
— — — (Plate VIII) lism 
— lupus of . 179 
-- erythematosus of 603 
— myoma cutis of.. 732 
— pemphigus affecting 74. 
— perforation of 74 


puffing out of one, from 
gross intr acranial lesion 118 
swelling of,frommereury 73 


— syphilis affecting 
— telangiectases on 51, 371 
Cheilitis exfoliativa . 365 
— glandularis .. 365 
Cheiro-kinzesthetic centre 
(Fig. 266) oe .. 624 
Cheiropompholyx, back 
affected by .. 97 
— brittle nails with 400 
—‘bulle in 96, 600 
— chest affected by. oy 
— crusts in. : 600 
- desquamation from Si 
— fingers affected by .. 239 
— forehead airected. by aot 
Cheiropompholyx, general 
account of 97, 755, 756 


— hands and feet affected 


739 | 


CHILDREN 


Cheltenham disease, general 
account of 616 
Chemical analyses, ascitic 50 


— — in detecting poisons. . 85 
— — of stools, in diagnosing 
pancreatitis 
—-— in detecting poisons 
108, 119, 766 
— — diagnosing strychnine 
poisoning 417, 599 
— — gastric cases .. 2) 
— examination, for blood 81 


— in diagnosing arsenic 718 
71 


— hair for arsenic se, Tee! 
— — sputum ad .. 644 
— — vomit.. . 766 
— substances ana para- 
lysis S403) 
— — nephritis from é 9 
— workers, carcinoma of 
scrotum in .. we 628 
Chemicals, eosinophilia 
from .< Se en eal 
— gangrene from .. 255 
Chemosis .. a ei 
| Cherry-red blood, ‘due to 
carboxyhxmoglobin LS 
Chest, abscesses pointing 
through ‘ 45 
— acne affecting .. 489, 560 
— alar, phthisis and . 166 


= ay 
707 | 


- 654 | 


a5 5 (AWD 
— itching in 97, 540 
— palms affected by 97 
— scarlatina simulated by 97 | 
— soles affected by 97, 


asymmetrical, after em- 
pyema 153, 154, 168, 169 
from fibroid lung (Fig. 
79) 153, 154, 167, 
168, 169, 206, 216 
intrathoracic tumour 168 
pleuritic effusion 168, 169 


—.— pneumothorax 168 | 
— — spinal curvature kGS 
- ee ees in emphy- 
| 55 9 LGA BGO 
| CHEST, “BLOODY EFFU- 
SION IN 5 102 
— bulged, by large heart.. 169 
— — — liver 5 Lhe 
— — pericardial effusion . 46 AOD 
— cheiropompholyx on 97 


convulsive movements of, 
in bronchopneumonia 160 


— — — in laryngitis 160 
— cubical, from ey 
sema 8 217 
— eyrtometric tracings of.. 167 
— deficient movement of, 
in phthisis 288 
— — — one side of, in pneu- 
mothorax 432 
CHEST, DEFORMITY OF 166 
_ deformities, shortness of 
breath from . Sioo 
— emphysematous “outline 
of (Fig. 80) .. ae LG 
— expansion, restricted, in 
emphysema 167 
— flat, phthisis and 166, 288 
— hyper-resonant, in em- 
physema 3 14 
— injury to (see Injury) | 
Chest, local bulges of 168 
— — — from aneurysm °.. 208 


locally wasted, in eee 288 
lymphatics of ~ 2 
movement, deficient, 


over fibroid lung 206 

— — — from fibroid lung 
168, 292 

— — — with pleuritic effu- 
sion : 168 
—-—-— by pneumothorax. . 168 
— myoma cutis of . 732 

— normal outline of (Fig. 
Tei 67 

- over-distended, in em- 
physema 14, 160 

— pain in (See Pain in the 

Chest) 

— pigeon 167 
-- outline of (Fig. 78) . , 167 
— pityriasis rosea piresting 604 
— prurigo affecting .. 489 
CHEST, PUSIN .. 103 
Chest, in rickets . 167 

CHEST, SEROUS  EFFU- 
SION IN ae 104 

— small expansion of, in 
emphysema 160 


667 | 


Chest, contd. 

Chest, succussion in, general 
account of .. 651, 652 

swelling of, from aneur- 
ysm opening vena cava 189 

tenderness of (see Ten- 
derness in the Chest) 

tightness in 32, 434, 435 


— tinea versicolor on ,» 250 
— typhus rash on .. . 330 
— varicella affecting the .. 756 
— varicose veins on (see 
Veins, Varicose Thora- 
cic) 
— wall, abscess of.. . 168 


~— — actinomycosis affecting 458 

— wound, empyema from 104 

Cheyne-Stokes breathing, 
from arterial degenera- 


GOD ere ao LOX 
— — Biot’s type of 84, 107 
— — from fatty heart .. 213 
— — (Fig. 43) ie ..- 107 
Cheyne-Stokes breathing, 
list of causes of 107, 108 
— -— from medulla changes 107 
— — from meningitis -. 147 
— — normal in sleep e. 10% 
~— — prognosis of .. .- 108 
CHEYNE-STOKES'_RES- 
PIRATION .. .- £07 
Chicken-pox, eosinophilia 
after .. ae oo 218 
— gangrene from .. : 255 
Chicken-pox, general ac- 
count of : s2 00 
— molluscum contagiosum 
simulating oo dae 
— mouth affected by -. 616 
— pharynx affected by .. 613 
- Chicken-pox, small-pox si- 
mulating 561, 563, 757 
— sore throat in 613, 616 
~— strophulus simulating... 757 
— syphilis simulating .. 756 
— vesicles in . 753, 756 
Chicory, oxalate from . 424 
Chilblains, blue brain and 163 
— from cold . 137 
-—ofear . -. 203 
— fingers affected by 239, 240 
— itching in : .. 540 
— limping from - 362 
— lupus erythematosus Si- 
mulating Be .- 602 
— menorrhagia and -- 387 
— pain in foot from 362 
Childbirth, acute peritonitis 
after .. 592 
~— — yellow atrophy after 333 
— anterior crural nerve in- 
jury in . 498 
— embolism of lung ‘after. . 290 
— obturator nerve injury in 498 
— pyemia after -. 339 
— pyosalpinx after 678 
— rigors after 596 
— septicemia after 687 
— urinary fistula after 397 
— white leg after . 4lL 
— (and see Labour) 
Children, adenoids in 615 
— adherent pericardium in 
14, 54 
— acetonuria in : 4 
— acute endocarditis in 211 
— — nephritis simulated in 413 
— — rheumatism and 464 
— amount of sleep for 320 
— aortic regurgitation in.. 93 
— aphthous patches in 74 
— — stomatitis in . 740 
— appendicitis in .. Soke 
— ataxy in.. oo oes): 
— athetosis in 132 
— Babinski’s sign in 69 
— bacteriuria in 69 
— blood-pressure in Peptic! 
— bradypnoea in ~- 88 
— bronchopneumonia in 
160, 289 
— celiac disease in ae i | 
— carpopedal spasms in .. 152 
— caseous bronchial gland 
in E .. 149, 385 
— causes of cough in .. 149 
— cerebral embolism in .. 138 


Ohildren, contd. 
— cerebral thrombosis in.. 133 
— choreic monoplegia in.. 503 
— chronic cough in 149 
— — nephritis in 10 
— — tonsillitis in .. e.) GLO 
— cirrhosis in 272, 370, 372 
— coli bacilluria in fe 
— congenital systolic bruits 
, in ss at 90, 91 
— convulsions of . "144 
~ — equivalent to rigors in 594 
eyanosis in 160 
Children, efile vomiting 
of 5 » (65 
— deafness in : CaeLoo 
— delayed talking in . 623 
Children, diarrhea in Su Lr 
—embryoma of kidney in 356 
— enuresis in He e2k8 
— epistaxis in 220 
— familial acholuric jaun- 
dice in -- 634 
— fatal endocarditis Imes. 54. 
— foreign bodies in air- 
passages in 87 
_— — — earin 422 
—— — nose in 179 


— frequent micturition in. 394 | 


— gastro-intestinal symp- 
toms in, from bacteri- 


Wye + < as reg GO) 
— general cedema in 413 
— — tuberculosis in 355 


— grinding of teeth in .. 265 


— growing pains in 466 
— Hanot’s cirrhosis in 372 
— heart disease in, fatal .. 54 
— — failure in Avenel i & 
—-—impulsein .. er CEM 
— hemiplegia in OS 
— Henoch’s purpura in .. 556 
— hernia of lung in Loo 
— Hirschsprung’s disease in 130 
— icterus gravis of 325 
— ill-health in, from bacteri- 
uria .. 2 ROD) 
Children, insomnia of .. 321. 
— intestinal colic in . 425 
— intussusception in 78, 
585, 678 | 
— irregular heart in . 549 
— irritability in 323 | 
— keratomalacia in . 734 
— knee-jerk absent in .. 510 
— large forehead in -- 204 
— — spleen with cirrhosis in 272 
— laryngeal obstruction in 157 
— leucocytes in blood in.. 360 


—leukemiain .. xe 20 
—-— simulated in .. 
— lichen planus vesicles i ae 7, 
— limping in 251, 362 


— liver proportions in .. 366 
— lymphocytes in 23, 26 
— marasmus in .. 384 
— mechanical heart failure 

rare in 54 
Children, mental deficiency 

in, signs of =.62 
= milky urine in .. .. 524 
— myopathy in 60 
— nightmares in .. 402 
— normal pylorus palpable 

in 60 
— oxyuris vermicularis in 

79, 520 | 


Children, paraplegia in, list 
of causes of =o 


— pelvic abscess in 680 
— pericardial effusion bulg- 
ing chest in 169 
i= 


— peripheral neuritis in .. 512 
— perléche in A ate 
— perverted appetite slates 43 
— posthemiplegic chorea in 134 
— postpharyngeal abscess in 647 
— precordial bulging in 89, 
169, 206 
— prolapsus ani in 
— prolonged pyrexia in .. 565 
— pseudo-leukeemia in .. 3 
— pulmonary second sound 
in ae e ve 1 
— — stenosis in s 
— purpuric leukemia in .. 5 


— pyelitis in Ae Be 2 


CHILDREN 


Children, contd. 

— pyelonephritis in 2 

— pyrexia in, from gastritis 

— rarity of phthisis in 

— rectal polypi in. 

— rheumatic epigastric pain 
in 

rheumatoid arthritis in 


35, (Fig. 169) 3 
| — rickets in a‘ a 


Riedel’s lobe in. . 

— scrofula in 
Children, scurvy in 

— sexually mature 

— sinus arrhythmia in 
— spastic paraplegia in 
— spinal caries in.. : 
— spleen enlarged in 272, 
—-— palpable normally in 
— splenomegalic cirrhosis of 
Children, Still’s disease in 


| 


= 
» 
72, 


— irritation, hiccough from 


12 
766 


. 385 


78 


Riche: 
— syphilitic arthritis in .. 348 
— — liver in 5 372 
— systolic bruit over manu- 
brium in eid 91 
— tabetic pains in.. .. 440 
— tachycardia in, from 
caseous bronchial 
glands ms we BOD 
- tetany in ee jana lai! 
Children, thermometry i 
notes on Re = YG: 
— tuberculous, anorexia in 43 
— tuberculous cervical 
glands in 380 
— — dactylitis in . 668 
— — ear disease in.. 422 
— — meningitis in. ss 990 
— peritonitis in. 47, 48 
Children, unexplained Py 
rexia in a 7 OC 
— urticaria in -. 489 
— vomiting in fevers of 764, 765 
— — from worms in = MRO 
— Werdnig-Hoffmann par- 
alysis in fe A35 
— water in tissues of .. 384 
Chill, acute nephritis from 281 
| — athetosis after .. Aon iley, 
—- myalgia from .. 467 
| — pain in the limbs in 463, 464 
— tremor from PTI SEE 
CHILLS ea 594 
— (and see Rigors) | 
Chimney-sweep’s cancer.. 621 
Chin, acne affecting 489 
|= blow on, ear injured by 421 
a dropping of 10 a 
thenia « 235 
— heavy, in acromegaly eer itl 


307 


— receding, ‘in microcephaly 188 


Chloride of calcium (see 
Caleium Chloride) 


' — sodium, thirst from 


— sulphur, acute yellow 
atrophy from 

— — jaundice from 325, 334, 

Chlorides, in hydatid fluid’ 

— phosphaturia and 


| — sycosis affecting - 558 
— syphiloderm of . 490 
China, distoma pulmonale 

in at AS Boys 
— lung fluke in 645 

Chloasma, in phtheiriasis 527 
— pigmentation in 027 
— tinea versicolor simu- 

lating .. 2 .. 250 
— uterinum iy Lo 527 
— from vesicants .. 527 
Chloral, bradypneea fr om 84 
- Cheyne- Stokes breath- 

ing from s¢ 108 | 

/—- coma from =) aes 

| — erythema from .. ~ 222 
— hypothermia from 311 

'— purpura from .. 553 

| — reduction by urine after 261 
Chloralamide, erythema, 

from. <- .- 222 
Chlorate of potash (see 

Potassium Chlorate) 
Chloride of barium, in bile- 

test . .. 744 
— — carboluria and. TAT 


9 


337 
376 


523 


| — death from 


CHORDEE 


Chlorides, contd. 
— in urine, absent in pneu- 

monia nc me 260 
— — deficient in pneumonia 335 
— — diminished in nephritis 10 
— — in phosphorus poison- 


ine 5 ; OSG 

Chlorine, coryza from 5 lige: 

— sore throat from > 613 

| — stridor from -»- 650 | 

| Chloroform and_ benzine, 
Specific gravity mea- 

surement with 534 

— bradypnoea from 84 

/— coma from 118 


| ~ glycuronic acid from .. 261 


— hemoglobinuria from ,. 284 


— headache from . . 295 
— in indican test . 314, 745 
methylene blue and GAT 
| Chloroform polsoning, ae 
| layed .. 5 
| — — tetany from . Sod 


_— reduction by urine after 261 
| — in tetanus . 


- 730 


par tinnitus from SES 
| Chloroma . : 39, 556 
— age incidence of -. 556 


— anemia in oh 32, 39 
— blood changes negative in 556 
— bone swellings in 39, 205, 556 
— green tumours in 39, 556 
— lachrymal glands enlarg- 


edhin ta. 556 
— lymph glands ‘enlarged 

in x 205, 556 
- lymphocytes in cerebro- 

spinal fluid in 305 
— purpura in 3 553 
— related to leukemia 39 
— — lymphosarcoma F 39 
— salivary glands enlarged 

in st AG -. 556 
— simulating lymphatic 

leukaemia s. 205 
— spleen enlarged in 205 
— spontaneous fracture 

fron. Se a> 242 
Chlorosis, age incidence of 36 
— albuminuria rare in 37 
— amenorrhcea in 18, 37, 274 
— anemia in a syste 
— blood changes in 36, 274 


— bruit de diable in 2. 299 


— cachexia chlorotica a 
synonym for . 99 
— colour index in .. =, 80 
— constipation in .. 37, 123 
— cured by marriage 36 
— dyspnoea in ss -» 274 
— epistaxis in Be eral 
— flushing in be -. 241 
— gastric ulcer in .. née PE! 
~ gastrostaxis AN vs . 274 
Chiorosis, general account 
of 36, 274 
- hematemesis in 266, 274 
— hemic bruits in.. 37, 99, 299 
— heart impulse displaced 
from 2. se ~« 299 | 
— iron in .. 36 
— noises in the head with 406 


— nourishment good in ., 274 


— occupation and. 36 
— cedema in 37, 274, 413, 415 
— palpitation in 274, 484 
— prognosis in 36 
— pulmonary systolic bruit 
in a3 ae 91, 299 
— rest in bed in 36 
— sclerotics bluish in 274 
— sex incidence of.. 36 
— skin greenish in.. -. 274 
— therapeutics in diagnos- 
img 1. ats bo seks 
— vicarious menstruation 
and 274. 
— (and see Anemia) 
Chocolate and milk pus, 
from hepatic abscess 25: 
— oxalate from .. 424 
Choked disc (See Neuritis, 
Optic) 
| Cholzemia, in cirrhosis 332 
— coma from 17, 324 
' — convulsions from - 324 
324 


| — gonorrhoea 


799 
Cholemia, contd. 
— delirium from aap ok 
— headache from .. +. 296 
— from jaundice . 324 
— stupor from Ae -. 324 
Cholangitis, abscesses of 
liver from 332 
— albumosuria with 16 


— from carcinoma 326, 333, 662 
— empyema from . se LMS 
— — of gall- bladder. 7» 330 
— gall-stones 254, 326, 333, 597 
- jaundice from "326, 332, 369 
— leucocytosis with 360 
— liver enlarged from 333, 369 
— pain in the back from .. 716 
— pleurisy from ae LOG 
— rigors from 326, 333, 
369, 597 
— septiczemia from 1) B53 
— tender liver with 333, 369 
— in typhoid fever 5 838 
— urobilin with 101 
Cholecystitis, duodenal ul- 
cer simulated by , 450 


— exploration in diagnosing 450 


— indigestion simulated by 316 
— pain in ence 
TROT a. .. 450 
— — shoulder from . 475 
— phantom tumour simu- 
lating . -. 659 
- pleurisy simulating « 432 
— pyrexia from .. 450 
— rigors from 450, 595 
— suppurative from gall- 
stones : a5 BOL 
| ——rigorsfrom .. 30 HER: 
Cholelithiasis (see Gall- 
stones) 
Cholera, albuminuria in .. 13 
— anuria in se 42 
— blood inspissated i may ps IGE 
— Cheyne-Stokes breath- 
ing in .. se LOS 
— coma in. 117 
— comma bacilli in 717 
— cramps after 152 
— cyanosis in 161 
— gangrene from . -- 200 
— general wasting from .. 59 
— hematemesis in 265, 273 
— hyperpyrexia in 309 
— indicanuria from 314 
— leucocytosis in .. . 360 
— maligna, cyanosis from 157 
~ menorrhagia from 386 
nephritis from .. 9 
Cholera nostras 717 
— pain in the limbs in 463 
— polycythemia in 533 
— purpura in 2 553 
— pus in stools from . 557 
— rice-water stools im 273, 717 
—rlgorrarein .. 595 
— severe diarrhcea in 533 
— simulated by trichinosis 464 
— tenesmus in 717 
— thyroid gland enlarged it in 722 
— uridrosis in .. 655 
— vibrio in motions in 273 
Ciolestect oe ee: 
124) 5 254 
—-— in hydrocele ar 695 
— — mucocele 254 
Cholesterol in ascitic fluid 50 
Choline, in cerebrospinal 
fluid Ei 305 
— periodide A 305 
— platinochloride crystals 305 
Choluria 743 
— from fistula between bile- 
duct and urinary tract 744. 
— (and see Jaundice) 
Chondroma, of breast 686 
— hand 671 
— ilium, pain in iliac fossa 
from .. -. 454, 460 
— pain in Se en Oak 
— of pelvic bones .. 678 
— ulceration over 671 
Chorda tympani, paralysis 
of (See Paralysis of 
Chorda Tympau)) 
CHORDEE 108 
— from fracture of ‘penis. 108 
108, 617 


800 


Chordee, contd. 


— from injury a8 108 
— penile pain from 473 
Chorea, age incidence of .. 133 
— arsenic in 66, 77 


Babinski’s sign in 


— chronic .. 3 134 

— degenerative Sich bees 

— duration of 3 abe} | 

— effect of will on move- 

ments of 

— electrica 134, 137 

— — localized convulsions 
from ae 

— endocarditis in 90, 209 211 

— family history and . 133 

— fright and 5 duS%83 


Chorea, general account of 133 
— grasp unmaintained in.. 503 
—grimacingin . 56. tei! 
— habit spasm simulating 133 
- hereditary : .. 134 
— in history of heart disease 14 


Chorea, Huntingdon’ s . 134 
- hyperpyre sia in so Be) 
= hysteria simulating . 134 
— insaniens 5 avy 
— insanity from ~. 133 
— irritability in o.ae alisys) 
— knee-jerk in 359, 503 
— major. 5 .. 134 
- monoplegia from 503 
— nightmare and . 402 
— position of extended 
hand in a ace BX05} 
— post-hemiplegic . 134 
— pre-hemiplegic ..° . 134 
— pregnancy and . . 133 
— respiration jerky in . 133 
= rheumatic fever and 105, 
T3350 Sots 464, 614 
— sex incidence of 2 135 
— spasmodic twitchings in 136 
— spastica .. : 50 28) 
— speech in : miss 
— tongue jerked back in.. 503 
— tremor in : 724, 727 | 
— — distinguished from .. 133 | 
— unilateral - 133 | 
— valvular heart. "disease | 
from 53, 89, 209, 485, 704 | 
Choreiform contractions 2) 133 
— movements, in infantile 
hemiplegia ae 58 
Chorion-epithelioma, foetid 
discharge from as all 
— after hydatidiform mole 391 
—~ metrorrhagia from 390, 391 
— microscopical diagnosis 391 
— pelvic swelling due to .. 688 
— after pregnancy 5 SUL 
Chorionic villi, in casts of 
uterus fe EBs | 
Choroid, coloboma of . 415 | 
-- (Plate XCD EXS) ae 416 
Choroid tubercles 307, 417, 
515, 590, 640 
— (Plate XX) .. . 418 
Choroiditis, defective vision 
from 0 .. 416 
— macular .. 5:3 .. 416 
— nystagmus from . 759 
Choroiditis, syphilitic - 416 
— — (Plate XIX) .. . 416 
Choroido-retinitis, nycta- 
lopia from 763 


— visual field constricted - in 


ataxy distinguished from ie 


160. 16s! 
Christ, delusion concerning 405 | 


Chromic acid, heemoglobin- 


uria from . 284 | 
Chromidrosis 529, 654 | 
Chronic nephritis (see 

Nephritis, Chronic) 
Ohrysarobin, bulle from.. 96 
— diazo-reaction from 5 5 
— erythema from .. . 222 


Chrysophanic acid (See Acid, 
Ghrysophanic) 


Chvostek’s sign in tetany 3, 152 | 
a 50's 


Chyliform ascites . 
Chylous ascites (see Ascites, 
Chylous) 


Chylous effusion in ns 106 | 
CHYLURIA . 108 
— albuminuria with . L109 


_— with chylous ascites 


| — status lymphaticus and 382 


CHORDEE 


Chyluria, contd. 

50 
108 
109 

28 


coagulation of urine in. . 
diet and . Se 
from elephantiasis « 
filariasis +m eee OO 
injury oe 09) 
large heart with ver LOO 
microscope in diagnosing 108 | 
nephritis and 2 OS 
cedema with 109 
osmic acid in diagnosing 108 | 
phosphaturia simulating 108 
from receptaculum chyli | 
rupture re See LOD | 
rectal examination in .. 109 
renal epithelial cells with 109 
safranin in diagnosing 108 
Sudan III in diagnosing 108 
from thoracic duct ob- 
struction SA ; LO9 
tube casts with. 55 Ale 
— vaginal examination alae Ol 
Cider, regurgitation of food 
through nose after .. 588 | 
Cigarette- rollers’ cramp .. 151 | 
Gigarette- -rolling tremor .. 725 
Cigarettes, ill effects of .. 486 
— low blood-pressure from 82 
Ciliary muscle paralysis (see 
Paralysis of Ciliary 
Muscle) 
— vessels, injected in glau- 
coma .. Ale . 232 
— — — iritis 232 
Cinnamon oil, leucocytosis 
from 
— rectal concretion ‘from. 
Circumcision, death from 
— priapism from .. 


360 
718 
382 
538 


— tuberculous penis from 619 | 
Circumflex nerve (see Nerve, 


Circumflex) 

Cirrhosis of the liver, ab- 
dominal distention 
with .. . 115 

— — acholuric jaundice in 

332, 634 

— — acne rosacea with 51 


age and sex incidence 
OLme.. : 
albuminuria from 
albumosuria from .. 
from alcoholism 51, 
266, 272, 332, 370, 555 
amenorrhea with .. 18 
aneemia in 35, 635 
ascites from 35, 46, 
AT Solo. ad2. 
371, 570, 635, 750, 770 
Banti’s disease and 
37, 64, 635 
bile-duct obstruction 
simulating . 372 
blood per rectum with 635 
bottle-nose with eet ow 
in bronzed diabetes 372,528 


— — cachexia from 5 bes 
— — caput meduse in 43, 750 
—— and carcinoma associ- 
ated pero 
— — carcinoma simulating 
SOs Sil, Bee 
= TOL eSstomacn simu- 
lated by * Sian PHL 
== catarrh of aay intes- 
tine from 5 deen | 
— — in children sGueval) 
—.— cholemia from 5 BBY) | 


clubbed fingers in 111, 332 | 
coma from 332, 371 
from congenital syphi- 


WEIS 5 29 | 
-- congestion of stomach 

from LOD 
— — cramps with .. Pion! 


delirium with 323, 332, 371 


— — diarrhcea from . 172 
— — diazo-reaction in el 73. 4 
— — drowsiness in 5 Biel? 
— — in Egypt 5 eho! 
— — enteritis with 4 ayfal 


epistaxis with 51, 220, 

266, 635 
flatus from ~» 246 
furred tongue with:.. 51 


CLUBBED FINGERS 


Cirrhosis of liver, contd. 

— — gastric HCl deficient in 270 
— — ulcer simulated by 272 
— — — — simulating . 269 


| — — gastritis with 43, 31% 371 


Cirrhosis of the liver, general 
account of 332, 370, 


sai, 312 
— — geueral sighs ot 5 Oe 
— — — wasting from 59 


| — — hematemesis from 30, 


51, 265, 266, 267, 
272, 273, 332, 371, 
633, 


— — hemorrhages with .. 635 
Cirrhosis of liver, Hanot’s 

mole 

— — hypertrophic biliary 3872 

— — infantilism with 5 dst 

— — insomnia from 32 

— — jaundice from 39, 46, dl, 

325, 326, 332, are 635 

-- leucocytosis with . 374 


leukeemia simulated by 273 
liver edge with 51 
enlarged with 47 51, 
266, 272, 326, 332, 370 
— hard in des . 272 
— — and beaded in .. 
— irregular in 
loss of. appetite with 43, 51 
— weight from a 770 
malaria enavel go Baki, Se 
— simulating .. ox 213 
malignant peritonitis 
simulating .. a 
melena. from.. 51, 371 
menorrhagia from 386, 387 
meteorism in 5 oxek’) 
morning sickness with 51 


— — nausea with .. 51 
— — nervous symptoms 
with 5 sho Os 
— — cedema of ankles in .. 371 
— — pain in the limbs in.. 463 
— — pancreatitis with .. 100 


peripheral neuritis with 64 


— — phthisis with . 266 
— — pigmentation with 

35, 51 
— — piles with 5 yl 
— — polyuria in 535 


portal obstruction with 2 272 
prognosis in .. 2 
purpura with 553. 635 
Cirrhosis of the liver, py- 
rexia in (Fig. 12) 35, 
326, 332, 563, 570, 
sallowness with 
shrinkage of liver in. 
simulated by peri: 
hepatitis 
slow course of OL 
Cirrhosis of liver, spleen en- 
larged in 5, 266, 272, 
Ri, SBA, SYLE Bil. 
6 


| 


— — splenic anzemia and 37, 
55, 64, 273. 372 
Cirrhosis of liver, spleno- 
megalic , 332, 633 
stages of 51, 52 
starting as. splenic 
ansemia aR 
stunted growth from 
without symptoms .. 
syphilis of liver dis- 
tinguished from .. 371 
in teetotallers eee Oe 
telangiectases with .. 51 
~ round waist from.. 750 
temperature chart in 371 
tremor of tongue with 51 
tuberculous peritonitis 
simulating 48, 570, 
umbilical veins with 
51 


aaa 
332 
Syyall 


657 


? 
urine changes in 


urobilinuria in 
uroerythrin and 3 
varicose cesophageal 

veins in 7 
— vomiting from 
Cirrhosis of lung .. 
— of pancreas 
Cirsoid aneurysm 
XX XI) 


371, 743 


286, 
100, 
(Plate 


, 633, 635 


Citrates, polyuria from ., 534 
Clamminess, in angina pec- 


toris : «» 433 
— — from arsenic .. -> 48 
Clark, Andrew, arthritic 
hemoptysis of . 288 
 Claudication, intermittent 
, 440, 441 
Clavicle, ee ee 
of x ow GFE 
| — nodes on, syphilitic 669 
| —- — from yaws - 403 
— rudimentary 187 


9 | — — dysphagia from 


es) 
CLUBBED FINGERS 


| Clavus hystericus 141, 296, 465 


- 109 
09 


CLAW-FOOT (7g. 44) . 

— from injury OG on 

— internal popliteal nerve 
lesions 109, 499 

— — poliomyelitis ~ 109 

— sacral nerve root lesions 109 

CLAW-HAND 


‘ 109 
— from cervical rib 109, 110, 444 
— lower neuron lesions .. 135 
— mode of production of .. 109 
— from pachymeningitis 
; LIG 
peroneal atrophy sa LOE 
poliomyelitis 109, 140 © 
progressive muscular atro- 
phy 
syringomyelia 109 (Fig. 
45) 110, 257 © 
from transverse myelitis 62 
— from ulnar paralysis 109, a 
Cleft palate 588 


1 


. 198 
— — regurgitation of food 
through nose from 178 
Clergymen, chronic pharyn- 
gitis in . 613, GIG 
Cleidocranial dystostosis 187 
Clicking in ear, due to dila- 
tator tube .. 723 
Climacteric (see Menopause) 
Climbing up oneself, in 
pseudohyper trophic 
paralysis 251, 513 
Clitoris, elongated, in pseu- 
do-hermaphroditism 
— epithelioma of, inguinal 
glands secondary to.. 381 


646 


— leukoplakia of . ow VON 
— precocious development 
of, from hyper a 
M2) ee 409 
| Clitoris, priapism of -- 538 
Clonus 136 
— ankle (see “Ankle- elonus) 
— in epilepsy = . 13H 
~ patellar .. Anite 
Cloudy swelling in fevers.. 13 


palpitation from 484, 485 _ 
os foot (and see 


— — from adherent pericar- 


dium -< Pe. 
— — aneurysm oi Ae 
— — asthma ~« 1 
— — Banti’s disease 111 


bronchiectasis 14, 11 292 
bronchitis .. ow Le 
cirrhosis .. Loe 
congenital heart dis- i 
ease 91 (ry. 46) 111, 
157, 215, 217, 533, 720 
disappearance of club- 
bing from .. ~ ae 
from emphysema -~ Le 
with fibroid lung 14, 111, 
168, 216, 643 
in fungating endocar- 
ditis (Fig. 270) . 640 
Hanot‘s cirrhosis . a2 
from mediastinal neo- 


plasm she + 
— — mediastinitis .. so Lae 
— — mitral disease vo Lae 
—— with patent inter- 


ventricular nae 216 


— — from pericarditis 111 
— — phthisis ae ie 
— — pleuritic effusion . Ae 
— — polycythemia with . 533 
— — with pulmonary ostéo- 
arthropathy 52 
— — — stenosis 91, 217 


61, 10Sam 


CLUBBED FINGERS 


Clubbed fingers, contd. 
— — splenic anemia 


eis) 


| Cold, common. contd. 


| 


— cedema from . 


COLITIS, 


4138, 415 


| 


| — from purgatives 


Colic, biliary, contd. 
— — movable kidney simu- 
lating 450, 
night attacks of si 
pain in back from 
— in epigastrium from 
— hypochondrium from 
116, 
— shoulder from 116, 
from pancreatitis 328, 
pelvic lesion simulated 


recurrent 
rolling about with 
shivering with 
simulated by 
colic 
simulating dysmenor- 
rhoea 
sweating with 
Colic, biliary, symptoms of 
-- tenderness in right 
shoulder from 
— urates after 
— vomiting from 


renal 


S 116, 
765, 


borborygmi with 

carcinoma of bowel si- 
mulating ‘4 

from carcinoma coli 77, 

colitis ; 

colitis simulating 

collapse with 

constipation with 

cramps related to : 

Colic, diagnosis from DUS 

simulating 
— faciesin .. 
— with gall- bladder ‘enlar e- 
Menb) je 

Colic, general account of 

in Henoch’s purpura 

infants 

intestinal, abdomen rigid 

with .. Bx, , 

from alcoholic excess 

— borborygmi with 

in children , 

ectopic testis simulat- 
ne 6 6 

eructations with 

— from food : 

general abdominal pain 
from LoS 

Colic, intestinal, general ac- 

count of : : 

— in Henoch’s purpura 

from indigestible food 

— legs drawn up in 

— nausea with .. 

— from obstruction 

pain relieved by pres- 
sure in : 

— paroxysmal character 
of 

Nang lesion simulated 


114, 
115, 


| 


Colic, intestinal peritonitis 
distinguished from 
— — pulse-rate in . 
— pyrexia with .. 
rolling about with 
— simulating dysmenor- 
rhoeea 5 
visible peristalsis with 
intestinal neuralgia simu- 
lating .. a5 
— obstruction simulating 
from intussusception 
intussusception simulat- 
ing. : 
jaundice after 
laparotomy and F 
from lead 84, 115, 117, 
126, 131, 425, 
no leucocytosis with 
Colic, mucous 
— — membranous 
and 
Colic, pancreatic : 
— pancreatitis simulating 
nals. peritonitis sine ired 


colitis 


y 
— pulse with 


| — pyloric obstruction simu- 


— — splenomegalic cirrhosis | — — palate inflamed in .. 615 
332, 633 | — — taste loss from ed Oo 
Clubbing of toes, with con- — — uvula inflamed in .. 615 
genital heart disease 157 | — dead fingers from + 62 
—-— in pulmonary stenosis 91 | — effect on functional albu- 
Coachmen, Dupuytren’s minuria Cee 6) 
contracture in 142  - erythema from . 222, 224 
Coagulability of blood, defi- — erythromelalgia relieved 
cient, menorrhagia by 3 -. 441 
from : 386, 387 | — excessive, coma from 118, 119 | 
Coagulation, spontaneous, — febrile , LA 
of ascitic fluid 3 48 | — feverish, rigor in . 594 | 
——in pleuritic effusion .. 102 | — fibrillar contractions from 134 | 
= 0! urine 5 - 108 | — fibrositis from 475 | 
Coal miners, anthracosis in 288 | — gangrenefrom . 255 
— — carcinoma of scrotum ~ hemoglobinuria from .. 284 
1 ven .. 621 | — intermittent claudication 
-- photophobia in . 624 increased by .. .. 441 
— — warts in - 240 | — micrococcus catarrhalis 
Coarsely granular eosino- causing og ealig(te: 
phile cells (and see | — myalgia from .. 467 
Eosinophilia and Eo- _— myositis from -. 475 
sinophile Cells) | — nasal discharge in eS 
Cocaine, asthma relieved by 555 | — nephritis from .. 10, 42 
— in examining larynx . 199 | — pain in shoulder from ., 474 
— — urethra .. 183 | — Raynaud’s disease in- 
— habit, Magnan’s sign in 611 creased by 441 
— — sense of creeping worms — retention of urine from.. 395 
TO es .. 611 | — sense lost, in Brown-Sé- 
— —— fine sand under quard paralysis 497 | 
skin in .. 611 | —- — — from cerebellar ar- 
— palpitation from 484, 486 | tery lesions 5 
— prick marks in diagnosing 486 — — — in syringomyelia 62, 
— suppository, in diagnos- 63, 97 
ing cause of analspasm 128 — sensation as of, in syrin- 
— tremor from 724, 726 | gomyelia e009 
Coccydynia, rectal examin- — sheets, cough from . 149 
ation in diagnosing .. 587 | — stiff neck from g) 647 
Coccyx, bedsore over 257 | — tic douloureux and 447 
— examination of, per rec- | — tremor from 724, 725 
GUN eas -. 584, 587 | — whooping-cough  simu- 
Cochlea, auditory nerve lated by : 645 
ending in . 165 | Coldness, feeling of, with 
Cochleate uterus, dysmen- fatty heart 212 
orrhcea with . .. 192 | Coli bacilluria (and see 
— — of Pozzi, sterility from 645 Bacteriuria) 
Cocoa, caffeine in . 534 | - — albuminuriain 455, 530 
— oxalate from 424 | — — apparently healthy 
— polyuria from .. 5384 urine with .. oa Ge} 
Cod-liver oil, foul taste — — appendicitis simulated 
from”. . 705 Sic Ayn ». 455 
Coeliac axis artery, aneur- — — causing obscure fever 
ysm of olay ininfants .. . 569 
Coeliac disease, the 171 | — — chills from 569 
Coffee, caffeine in . 534 | — — culture of catheter spe- 
- false angina pectoris cimen in diagnosing 455 
from se 434 | — — cystitis simulated by 569 
— gastritis from 267 | — — diagnosis of 218 
= heart irregular from .. 486 | — — frequent micturition 
— insomnia from . 320, 322 from . . 394 
— oxalate from .. 424 | — — hematuria from 275 
— palpitation from 484, 486 | — — leucocytes in urine in 455 
— polyuria from .. 534 | — — operation in cases of.. 455 | 
Coffee-ground vomit 268, 269 | — — pain in iliac fossa from 452, 
Coffin-lid crystals .. 524 | 454, 455 
Coin impacted in cesopha- — — pneumaturia from .. 530 
CUS Eps ba .- 195 | — — in pregnancy.. 12, 452 | 
— sound, with pneumo- — — pyelitis simulated by 569 | 
thorax 168, 530 | — — pyrexia in 455, (Fig. 
— — over subdiaphragmatic 193) 456, 569 © 
abscess .. 451, — — relapse in . 456 | 
Coitus, excessive, menor- — — right-sided asarule.. 452 
rhagia from .. 386 | — — strangury from . 649 
— fracture of penis from .. 108 | — — sweating from ..- 969 
— hematoma of penis from 473 | — — ureteritis from .. 459 
— interruptus, menorrha- | COLIC i 114 
gia from 388 — abdomen retracted with 115 
— painful (See Dyspareunia) | — abdominal fullness with 115 
Coleott Fox, vacciniform ' — — tenderness absent with 115 
erythema of infants.. 401 — acute onset of 593 | 
Cold, amenorrhcea from .. 18 | — aneurysm simulating .. 115 | 
— brachial neuralgia in- | — appendicitis simulating 115 
creased by 449 Colic, appendicular - 116 
— bulle from ‘ 96 | — — simulated by ieee 
— catching, in rickets 145 lesions matt 461 
— chilblain from 737 | — from arsenic 64 
— common, anosmia in .. 612 | — biliary, acute abdominal 
— — arsenic effects simulat- pain from , Bin. His 
Ihave ea . 178 | — — collapse with .. mre HL Ge 
- = bromism simulating. . 178 | — — constipation with plo 
— — fauces inflamed in 615 —— from gall-stones 116, 
— — iodism simulating 178 130, 252, 272, 326, 327 | 
—-— measles simulating, | Colic, biliary, general ac- 
178, 228 count of {16 
— — nasal catarrh in 612 | — — jaundice with | 116, Vey 


D 


lating... 


451 
451 


.- 450 


436 


450 
450 
329 


.. 468 
. 328 
5 Py 
= LLG 


. 450 


5 1S 
LUG 


327 


5 OS 
- 451 


767 


OOS 
= 1b) 


126 


= 126 
5 TLS 


593 


MUCOMEMBRANOUS 


122 | 


. 150 


425 
117 


425 | 


5. ate 
425 | 


cee ABS 


115 


5 eH! 


45 slay 
. 326 
OOS 


593 


7. 09s 


116 


{16 
115 | 


y 593 | 


poe 
.- 124 


115 | 


Colic, contd. 

— pyrexia with 

— relief by pressure 

— — passage of flatus 

Colic, renal ; 

-- acute abdominal pain 
from 

— appendicitis simulated 
b 


Ni 
biliary colic simulated 
yale -- 450, 
from blood-clot 276, 
394, 
calculus 278, 279, 394, 
473,511, 142, 
caseous material 

constipation with 
Colic, renal, due to clots 
from new growth 5 PAR 

frequent micturition 
with : 394 
gravel in urine with.. 451 
hematuria with 131% 451 
from hypernephroma, 396 
lead colic simulated by 451 

from movable kidney 


394, 451 
— — pain in groin with 767 
— — — loin with 767 
= — — penis from.. 473 
— — — testis with. 767 


pelvic lesion simulated 468 
preceding stone in 


bladder 282 
— — pyrexia in 451 
— — from renal growth 3d) 
— — rolling about with 592 
== simulating dysmenor- 

rhea A 193 
— — torsion of ovarian pe- 

dicle simulating .. 353 
— — from tuberculous kid- 

ney . Nae GS el 
-- vomiting in 451, 765, 767 


rigidity of ‘abdomen with 593 
spasmodic pain from .. 593 
spinal caries simulating 115 


— from stenosis of bowel., 125 
— sweating with ; 214 
— from tabes =» 593 


tabes dorsalis simulating 115 
ureteral, appendicitis si- 


mulated by . 454 
— — hematuria after . 455 
— — local rigidity with .. 454 
— varieties of Angles 


vomiting with 114, 115, 593 
Colitis, abdominal tender- 


ness with Pom leittsy 
— acute, blood and mucus 

from x sue ara 
— — indicanuria from a ole 


— pain and straining with 171 


— — pus in stools from Se DL 
— anemia with 34 
— blood and mueus stools 
from J a, 663 
— catarrhal ae ee LA! 
— chronic, diverticula of 
colon from Ne 2555 
— — pus in stools from .. 557 
— colic from arp + 126 
— — simulated by.. 115 
— colon thickened from .. 663 
— constipation from 124 
— diarrhcea from .. 115 
— loss of weight from 769 
— malignant disease simu- 
lating ne Bony tive 
— membranous, indicanuria 
from 314 
— — intestinal sand with.. 599 
— — mucous colic and 114 
— mucomembranous, an- \ 
emia with .. 34. 
— — cast from (fig. 172).. 398 
— — constipation with Pg A 
52 124 
—— mucous ‘stools from . 1A 
— — pus in stools from DDT 
— — shreds in stools from 125 
— — spasm of colon in (Fig. 
2 Nee Pe fe 
—-— spastic constipation 
with ae 125 


tapeworm simulated by 519 
tenesmus from my 
al 


802 


Colitis, conid. 
— mucous, abdominal ae 


with 116 
— — casts from : tis. 116 
— — constipation with .. 116 
— — mucus shreds from .. 115 
—— pus in stools from .. 557 
— — seybala with 115 
— — tapeworm simulated by 115 

— pain in right iliac fossa 
from .. Pic LuLG 

— sigmoidoscope in dia- 
gnosing Ae Se Cle 

— simple, anesthetic in 
diagnosing .. 78 

— — blood and mucus stool 
. from > Snes 
-- collapse from. 78 
— — diarrhcea from 78 
— — green motions from. 78 
— — pyrexia in : 78 
— — rectal examination in 78 

— — simulating Bean oe 
tion : ‘ 78 
— — vomiting from ais. ths) 

Colitis, simple acute, in 
infants sf ' 78 

— tenderness over colon 
from Arte 63 
— tetany from 3 


tuberculous indicanuria 


COLITIS, MUCOUS 


from .. 
— ulceration of rectum due 
to 585 
- ulcerative, albumosuria 
with .. : 3 
— — anemia with.. 34 
== bacteria dn j.sJ-B a, 07" 
— — blood per anum pice 
Ty, AME 
— —-— and mucus from .. 409 | 
— — diarrhoea from 76, 77, 
172, "459, 663 
— — due to bacilli. . 5 76 
So dysenteric pie 
in es eulit2 
-- emaciation from . 663 
— — frequent defecation 
from 
— — general abdominal pain 
from 459 
— — — wasting from 59 
-- hemorrhage from bowel 
from . 6638 
— — indicanuria from .. 314 
— — mucus from .. lie Bldee 
== pain frOM eet eh 
= — — in) iliac fossa from 
452, 454, 459 
— — pus in stools from 557 
— — pyrexia with 78, 663 
—— shreds from .. 172 
— — sigmoid colon palpable 
“from 3 676 
-- sigmoidoscope in dia- 
gnosing EGwe (on Lit 
— — simulating typhoid .. 76 
— — stools with 172 


tenderness along colon 


shaw Gk: 78 
— — tenesmus from. sic HAE 
— — a variety of Saas 76 | 
— — yomiting from 663 
— — wasting “from. 76 | 
-- Widal’s test negative 
in 76 
Collapse, from abdominal 
injury te 
— acute pancreatitis 436, 661 
— in angina pectoris .- 433 
— anuria from 40, 42 
— from arsenic The Canes 
— from biliary colic 2 LG 
— bradypneea in .. 84, 85 
— with colic 114, 593 
— from corrosives. . .. 268 
— diarrhoea TiAleersUil 
— embolism of pancreas .. 76 
— extra-uterine gestation 393 
— gall-stones Se Be 
— gangrenous appendix .. 436 
— hemorrhage ial: 
— — into pancreas 76, 264 
— hypothermia in. Syl 
— with intestinal obstruec- 
tion J Bil 
from intussusception aerate: 


Collapse. contd. 


— loss of fluid Sil 
— in malaria 30 
— from movable kidney . 115 
— myocarditis 212 
— pancreatitis 264 


perforated duodenal ulcer 


—— gastric ulcer.. 436, 658 
— peritonitis So Bull 
— phosphorus poisoning -. 336 
— ruptured aneurysm 434 
— simple colitis 3 78 
— specific gravity of plood 534 
— from tubal abortion 690 
— vomiting 5 Peo 
Collar, shrug eoing tic from 136 

Collargol, in pyelography 
354. (Fig. 166) 356 

Collier on albuminuria of 
athletes : 15 

Colliers see Coal- miners) 

Colloid carcinoma. 49, 676 
— milium .. 56 (3p 
Coloboma of choroid -- 415 
— — (Plate se -- 416 
— iris .. 415 
— lens : 415 
— macular, nystagmus from 759 
— of optic ‘disc 415 
Colocynth, tenesmus from 718 
Colon, accumulated faeces in 657 

- ascending, palpable nor- 
mal 663 
— — visible ‘peristalsis in. 663 

— — whip-worms in (Fig. 

218) 520 


atony of . (Fig. 50) 123 

bacillus (see Bacillus Coli) 

bullous dermatoses affect- 
ing 

carcinoma: of (see Car- 
cinoma of Colon) 

congenital dilatation of 
(see Hirschsprung’s 
Disease) 

dermatitis herpetiformis 
affecting 

dilatation “of (see "Dilata- 
tion of Colon) 

diverticulum of, inflamed 666 


99 


74. 


— dropped . (Fig. 183) 426 
— erythema bullosum affect- 
hove ep ale 
— gas in, simulating ers in 
stomach ae 245 
— greedy . 128 


Paiopathie. dilatation of 
(see Hirschsprung’s 
Disease) 

inflamed (see Colitis) 

normal (Fig. 182) 426 

pemphigus affecting 74 

sacculation of . 453 


— scybala felt in . Se OE 
— spasm of (Fig. 52) .. 124 
—succussion in .. 652, 654 


tenderness along, in ulcer- 
ative colitis . ele 
thickened, in colitis . 663 
time relations of food 
in (Fig. 49) 123 
transverse, Be 
tubercle of .. 661 


— — situation of . 660 
~— — visible in rickets . 660 
— — — thin persons . 660 


tumour of, ascites from 46 
— portal obstruction from 46 


— — spleen simulated by.. 664 
Colour blindness, from 
alcohol 759, 760 
— — congenital slog 
Colour blindness, general 
account of 762, 763 
— — in hysteria 5 ie) 
— — nystagmus from .. 407 
— — from optic atrophy .. 762 


— — from tobacco 759, 760, 762 
— index, in chlorosis 36, 274 
Colour index, definition 20, 21 


—-—high, in ankylosto- 
miasis 8 ae TERY 
——-~— with parasitic an- , 
gemias .. 26 


--- in pernicious aneemia 
24, 55, 64, 317, 569 
— — in leukemia ove Pee VAS) 


Colour index, contd. 

— low, in aplastic anzemia 
24, 
— in gastric carcinoma 
Pare 
— with parasitic an- 
eemias ac 

in morbus coeruleus. . 


in polycythemia 
variations in pernicious 


55 
BAL! 


26 
533 


pernicious anemia type 21 
-- 533 


| 


anzmia 24 
Colour vision, normal 758 
OMA 117 
— from alcoholism — 55 UO 
— — simulating diabetes .. 85 
— in acute yellow atrophy 333 
— aortic valve rupture .. 210 
— in apoplexy .. 144, 147 
— from asphyxia .. . 144 
— Babinski’s sign in 69 
— bradypneea with 84 
— from carbon monoxide 119 
— carcinoma of liver Sey ets} 
— cerebral embolism 
119, 304, 640 
— — hemorrhage 119, 264, 303 
— — syphilis .. 144 
— cholemia 324 
— chronic alcoholism 144 
— cirrhosis . > eee, arial 
— from congenital heart.. 144 
Coma, convulsions associ- 
ated with . ue 144 
— in diabetes 84, 86, >» 164 
— from drugs "144 
— in epilepsy 68, 136, 144, 145 
— from excessive "cold s Lig 
— with fatty heart 212 
— from fevers 5 144 
— in general paralysis 120, 
, 306 
— from head injury .. 264 
— head injury arising from 118 
— with heart disease .. 144 
— from heat-stroke 119, 310 
— hysteria .. . 120, 144 
Shee? ~ o6 a5 .. 144 
— incontinence of feces 
during noe 
— from increased intra- 
cranial pressure 5c ED) 
— intracranial new crowth 144 
— in Jacksonian epilepsy.. 147 
— Kirkland’s disease 616 
~ from large thymus 144 
— laryngeal spasm 752 
Coma, list of causes of 117, 118 
— in malaria 30 
— from malingering 144 
— in Ménieére’s disease .. 752 
— meningitis 144, 147, 566 
Coma, method of investi- 
gating acase of .. 118 
— in myxedema . 5.6. NES 
— at onset of fevers 594 
— from opium poisoning.. 310 
— in pellagra .- 225 
— petit mal - : 145 
— in phosphorus poisoning 336 
— from poisoning... yee MES 
— pontine haemorrhage 56 ail) 
in pregnancy . 144 
Coma, relation ofacidosisto 3 
— from rickets... 144 
— in saturnine encephalo- 
pathy . SRL OS Uae 
— from severe heemorrhage 120 
— snake bite See airt 
— stertor in 2) L175 647 
- in Stokes-Adams disease 
3, 144 
— from syphilis .. 144 
— in uremia 11, 40, 42, 83, 
144, 146, 417 
— after urinary operations 42 
Combined scleroses of the 
cord, ataxy with 57, 251 
— — — extensor plantar re- 
flexes from . 444 
— — — hypereesthesia from 610 | 
— — — increased tendon 
jerks in .. .. 444 
— —=— lesions of .. Se SEE 
— — — paresthesia in 444 
— — — paraplegia from 444, 514 
— — — syphilis and 


. 517 | - 


CONGENITAL HEART DISEASE 


Combustion, slow, carbon 


monoxide Meat 
from .. ae PAs 
Comedones 489 


— absent in drug rashes .. 5 
— in acne . “241, 559, 560, 
— in lupus erythematosus 
Comes nervi median artery 
laterally enlarged 
Comma, bacilli, in cholera 
Complexion, earthy, in con- 
genital syphilis 
— florid, in Mongolism .. 238 
— mottled, in Mongolism. . 
— rubicund, from alcohol 
— sallow, in tabes.. xs 200 
— (and see Facies) 
Compositor’s cramp 
Concert, insomnia from .. 
Concretions, calcareous, in 


sputum 644 
Concretions, rectal. . 718 
Concussion of brain, 

Babinski’s sign in 69 
—-— coma from TLS 
— — from head injury 118 


headache from >. 294 


— — hyperacusis after .. 308 

— — jaundice from 325, 337 
—-— tenderness of scalp 

from CLOZ TLS 

— — vomiting due to 765 
Conductivity, auriculo-ven- 

tricular _ .. O44 


Condyloma, general account 700 
in congenital syphilis 385, 400 


— cure by mercury we LOU 
— — salvarsan ae a 100 
— in ear 422 
— on lips .. 365 
— in perineum 474, 620 


soft sore simulating Se 
vulval swelling from .. 
— wart distinguished from 
Cones, in retina .. 
- retinal, hemeralopia and 
Confectioners, nail changes 
in we ae io 
Congenital abnormalities in 
urinary opening 
absence of canaliculi .. 220 
— of levator palpebree 


superioris .. . 542 
— — olfactory nerves ~ 6 612 
— — vagina . 645 
Congenital alkaptonuria . yee 
— anomalies of the brain.. 146 
— anophthalmos 761 
— aortic disease 93 


atelectasis, bronchiectasis 

TOM se see 
baldness 43 TO, ae 
cataract, nystagmus from 407 


— cerebral. diplegia (see 
Diplegia) 

— cervical rib . 443 
— cleft palate . 588 
— closure of cervix 645 
— — hymen ; 645 
— cochleate uterus 645 
Congenital coloboma 415 
— colour blindness 762 
Congenital crescents 415 


— cryptomenorrhca Somes 
Congenital cyanosis 
— eystic hygroma. . 
defect of spine .. <2 
deficiency in urethra .. 394 
diaphragmatic hernia .. 
dilatation of colon 126, 
dislocation of hip 156, 
251, 
enophthalmos .. 217, 
fibroma of mediastinum 
harelip .. Se 
heart disease, aortic ane 
— blood- count ine 
— bruits with 156, 
without bruits 157, 533 
clubbed fingers and 
toes with 111, 157, 
215, 533 
coma from.. .. 144 
convulsions from.. 144 
cyanosis with 111, "144, 
156, LOT, 215, 533 
dyspnoea with . 215 


WZ 


CONGENITAL HEART DISEASE 


Congenital heart disease, contd. 
Congenital heart disease, 
} heart large from 91, 215 
Congenital heart disease, 
notes on a -« 20 
— palpitation from .. 484 
— patent septum ven- | 
triculorum  111,- 
— phthisis and 
polycythemia with 
215, 
pulmonary stenosis 
from se Oss 
prognosis in 
— rarer types of p 
Congenital heart disease, 
symptoms of . 
— — +‘ systolic apical bruit 


533, 
288 


— = 


from Ae Aone) 

— — — thrills with LOT) 620 

—-- 4-raysin .. oo Ol 

Congenital hernia. . . 682 
— hypertrophy of cervix 

uteri .. 539 

— hypoplasia of bowel 123 

— ichthyosis 5 -. 400 
— lymphangioma  circum- 

scriptum 756 

— macrocheilia 698 

— macroglossia 698 
- malformation , hemiplegia 

swore He os oles 

— — meningocele from 510 
— -— of pelvic organs, dys- 

menorrhcea from .. 192 
Congenital malformations, 
3 ums (figs. 249— 

.- 586 

--— eh bifida from 510 

— — of uterus, detection of 192 

- meningomyelocele 694 

— merycism : 388 

— narrowness of anal canal 129 
Congenital obliteration of 

bile-ducts Ais 329 

— obstruction of duodenum 130 

— — ilium :; ae ulexo) 


— — lachrymal ducts -. 220 
Ss codemea %*. 4 

— optic nerve blindness E 
— perforation of palate .. 588 
— persistence of ern 


membrane 551 
— ptosis 542 
— pulmonary regurgitation 93 
— — stenosis (see Pulmon- 

ary Stenosis) 

Congenital pyloric stenosis 384 
— Spastic paraplegia, ky- 

phosis in : 155 


Congenital syphilis (see 
Syphilis, Congenital) 
Congenita! systolic bruits 90, 91 

Congenital talipes, general 


account of .. 112 
Beoremor’ . Ae 724, 725 
Congo-red test for free HOI 320 
Conj unctiva, bright, in 

Graves’s disease rig 
— deposits in, in Gaucher’s 

disease -. 634 
— herpes of we «. (04 
— injected, in glaucoma .. 233 
—ochronosis of (Plate 

PDO AMD cots Ae WES 
— in pernicious anemia .. 324 
~ pigmented, in ochronosis 746 
— xerosis of sie 734 
— yellow, from picric acid 529 
Conjunctivitis, acute (Plate 

2 3 P See 
— angular eso 

~ blinking tic from 136 
= diphtheritic 231, 558, 734 
— diplo-bacillus of 231 
— epiphora in é 220 
— feeling as of grit in eye 231 
~— follicular (Plate XT) 230, 231 
Conjunctivitis, gene ac- 

count of 231 
— gonorrheeal 231, 734 
Conjunctivitis, _ iritis, and 

glaucoma compared .. 232 
— lachrymation from .. 231 
— membranous : 231 
— obstructed lachrymal 

duct mistaken for 220 


Conjunctivitis, contd. 

— pain from 231, 445, 

— phlyctenular (Plate xD 
230, 

—-— ulcer with .. 

— photophobia from 231, 

— ptosis from ; 

— rainbow vision from 


— staphylococci causing.. 2 


— ulcer of cornea with 231, 


— xerosis of, nyctalopia 

rome es Bc 

Connective tissue, undi- 

gested, in feces 101, 

170, 

Consciousness, double, hys- 
terical 


— loss of (see Coma) 

— vague dreamy state of, 
with cerebral tumour 

CONSTIPATION ‘ 

— abdominal swelling from 

655, 

Saat: acute, capped 

consonant ‘acute, distinc: 
tion from intestinal 
obstruction 

— — from embolism of pan- 
creas “2 

— — feeces in pectin in 

— — from hemorrhage into 
pancreas ia 

— — rectal examination i in 

— from acute congestion of 
liver _ ae 

— — pancreatitis 1315 

— — peritonitis as 

— — yellow he 

— adhesions ‘ 

— agar-agar for 

~ angemia from 

— in anemic girls . 

— from anal ulcer. . 

— with anorexia nervosa.. 

— from aperients .. wi 

— appendicitis 124, 126, 

131, 665, 


123, 


— with ascites 

— from asthma 

— belladonna relieving 

— with biliary colic 

— in cachectic states 

— from carcinoma 77, 78, 

126, 330, 585, 

— in catarrhal jaundice Be, 

— charcoal test for 

— in chlorosis 37, 

— in chronic peritonitis .. 

— colic with So) lll}. 

— from colitis 

— colonic succussion from 

— from congenital oblitera- 
tion of bile-ducts 

— cumulative 

— dating from infancy 

Constipation, from deficient 


446 


231 
Eee) 


intestinal motor activity 123 


— from deficient sensibility 


of mucosa ~ 124 
— definition of ere Lei! 
— from disease of duodenum 124. 
— — gall-bladder .. 124 
— — genital organs 124 
— — stomach , Gor eh 
— disregard: of call to 
defzecate ; 128 
— distention of colon from 656 
— diverticula from 125, 453 
— from diverticulitis 453 
| — emphysema 128 
— with enterospasm 438 
— enuresis from 218 
— familial .. 123 
— from fatty bowel 123 
— in fevers.. 123 
— flatulence causing 123 
— flatus from 246 
— foul breath from 87 
— fragmentary 121 
— from gastritis 267 
— from greedy colon 123 
— habitual (Fig. 47) 122 
— from hemorrhage into 
‘ pancreas é 264 
— from hardness of feces 128 
— headache from .. 296 


Constipation, contd. | 
i 


— in Henoch’ S$ purpura .. 6 
— Hirschspruneg’s disease 
130, 390 
— with hypertrophic sten- 
osis of pylorus 766 
— in hypochondriasis 124 | 
— from hypoplasia of bowel 
muscle Bie 123 
— from hysteria 128 | 
— from ileocecal kink 457 
— increasing, from  car- 
cinoma 130 
— indicanuria from 314 
— in infants 3 128 
— from inflamed piles 128 
— inhibitory, x-rays in dia- 
gnosing a s« 124 
— from insanity 124 
— insomnia from .. Sify Cae 
— intestinal, aperients in 
relieving «. 122 
— — diet in relieving 122 | 
— dyschezia distinguished 
from 121 
Constipation, intestinal, 
general account of 122-127 
— — palpable scybala in .. 121 
— from intestinal fermenta- 
OD) Woe Ae Ea 
— — obstruction 241, 316, 388, 
522, 592, 593 
— intussusception ome 678 
— invagination of rectum 129 
— kink of colon - 126 
— large abdominal tumour 127 
_ with lead colic . el! 
— from lead poisoning (Fig. 
51) 34, 124 
— after leaking duodenai 
ulcer ae bio wl les 
— — gastric ulcer .. . 126 
- lessening effect of pur- 
gatives in ae 122 
— in Malta fever . 466 
— meningitis ae 128 
— menorrhagia from 386, 387 
— with mesenteri ic embolus 1h! 
— — thrombosis sve, LEBEL 
— mucomembranous co- 
itis (Fig. 52) ~ i24 
— mucous colitis . ae EG 
— mucus in stools from .. 398 
— in myelitis ZS 
— from nervous depression 124 
— in neurasthenia. 124 
— noises in the head from 406 | 
— with obesity 127 
— from cesophageal obstruc- 
tion ae 5 dR 
— in old age ~ 123 
— opium relieving. 4 . 124 
— overcome by “finger in 
rectum : els 
— from pain in abdomen. 124 
— pancreatitis 264, 594, 767 
— pericolic abscess noo 
— with peritonitis 126, 592 
— petroleum for ig ol OB 
— photophobia from - 525 
— pigmentation from . 528 
— after pregnancy 5 eT 
— pseudo-diarrhcea with. 12] 
— from purgatives moon 
— from pyloric obstruction 123 
— with renal colic.. jo dIBM 
— in rickets 123, 145 
— from shock we 24 
— soap in overcoming - 128 
— from splanchnic inhibi- 
tion 124 


— spasm of sphincter ani.. 128 

— spastic, abdominal pain 
from ne 245 

— — distended coecum with 124 

Constipation, spastic, general 
account of _.. 

— mucomembranous colitis 
With .. 125 

— pain in left iliac fossa 

from 
— sense of fullness ‘from. 245 


— simulating appendicitis. . 124 
— — bowel tumour 124 
— — carcinoma coli 453 


— — a-rays in diagnosing 


CONVALESCENCE 


124, 245 | 
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Constipation, contd. 
— sceybala palpable in . 124 
~- with spinal cord lesions 313 


— from strangulated hernia 682 


Constipation, symptomatic {31 
| — in tabes dorsalis 128 
_— from tea-drinking 124 
| — from too high w.e. 128 
| — too little food 123 

— toxemia from .. 406 

— with tropical liver 369 

— from tuberculous peri- 

tonitis 657 

— with twisted ovarian cyst 131 
| — types of . 121 
/- in typhoid fever 564, 595 
| — with undue abdominal 
| aortic pulsation 543 
| — vertical headache from 294. 

— with visceroptosis 127 

— with vomiting, in 

Henoch’s purpura 76 

— from worry 124 
| Constipation, x- rays and 
| barium in diagnosing 122 

— in yellow fever .. 336 

Contortionists, hamstrings 

elongated el oie Fey LUGS) 

— lordosis in F 156 

CONTRACTIONS, ATHE- 

TOTIC, etc. .. 131 

— carpo-pedal, in tetany . 730 

Contractions, choreiform. . 133 

- contractures distinct 

HIRO sof eo, 

— cramps distinguished see ae 

Contractions, fibrillar 134 

Contractions, spasmodic .. 136 
| Contractions, spasmodic, 
| causes of : .. 144 

Contractions, tetanic oo tlex/ 

Contracture, Volkmann’s, 

114, 506 

— — nerve paralysis simu- 

lated by .. 506 

CONTRACTURES.. 138 

Contractures, active 139 

— arthritis and 142 

— — simulated by.. Se ell 

— in brachial monoplegia 502 

— after a burn (Fig. 60) 

142, 143 


— contractions distinct from 131 
= cramps simulating aide ED 
— in diplegia 66 1B) 
Contractures, from disuse 1{4{ 
— after enterica, Ae 114 


| — facial 140 (Figs. 198- 200), 


492, 494 

— in Friedreich’s disease... 140 

— from hematomyelia .. 140 

Contractures, hysterical 134, 141 

— from lateral sclerosis .. 140 
Contractures, list of causes 

of Sls, 239 

— from lower neuron lesions 351 


— massage in preventing.. 141 
— movement in preventing 141 
— from muscle injury . 148 
— nerve injury So ial 
— neuritis .. re LAO 
— occupation and. setae 
— of palmar fascia -. 142 
— from poliomyelitis 140, 509 
— from prolonged rest .. 114 
— scars c -. 143 
Contractures, spastic -. 139 
— from tendon injury . 143 

Contusion of lung, gan- 
grene of lung from -.- 260 

— spinal cord, priapism 
from .: 538 
Convalescence, anemia in 32 
— arrhythmia in .. d45 
— cough during 149 
— cramps in 152 
— hyperacusis during 309 
— hypothermia in. 311 


— knee-jerks exaggerated i in 358 


— cedema of legs in 414, 415 
— polyuria in 535, 536 
— priapism in . .. 938 
— shortness of breath THM Bees RNS 
— slow pulse in -- 948 
— tachycardia in .. -. 104 
— tremor in Bass Pl ERAS 


— vertigo from 
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CONVULSIONS . 143 
— in acute yellow atrophy 333 | 
— albuminuria from .. 144 | 
— from alcohol 144, 145, 146 | 
— aphasia after 626 
— in apoplexy 144, 147, 148 
— from arachnoid hemor- 
rhage .. 2 . 146 
- asphyxia 144 
Convulsions, associated with 
coma .. 144 
— from atropine .. 144 
— bloody salivain.. . 148 
— from brain lesions 85 
— cerebellar abscess oe 046 
— cerebral abscess 146, 147 
— — aneurysm .. 146 
— — disease.. oo 2A 
-— — syphilis 144, 146 
— — tumour 146, 147 
— cerebritis.. .. 146 
— cholemia ., 324 
— congenital heart . 144 
a cyanosis in 143 
— in disseminated scler osis 
44, 148 
- bee drugs 144, 146 
ear disease .. 144 
— in eclampsia . 146 
from emotion .. .. 144 
— encephalitis 120, 502, 511 
— enlarged thymus 144, 145 
— in epilepsy 
68, 137, 144, 146, 148 
Convulsions, epileptic -. 143 


_- epileptiform, in eclampsia 594 


—— from cerebral tumour 68 
Convulsions, epileptiform, 
conditions causing .. 146 


in general paralysis 120, 305 


— — rigors simulated by .. 594 
—-in Y saturnine encephalo- 
pathy she 119 
— — Stokes-Adams disease 83 
— — uremia so Oya! 
— with fatty heart sey 2 
— from fevers .. 144 
—fright.. 3 . 144 
- fungating endocarditis.. 34 


general paralysis 144, 146, 243 


— heart block . 486 
— — disease .. 144, 146 
— hydrocephalus .. 145, 146 
— hydrophobia . 730 


hyperpyrexia after 309, 310 
-—h ypothermia after 
Convulsions in hysteria 144, 

147, 310, 417, 729 
— due to increased ‘intra- 


cranial pressure ea, O90) 
— idiocy 4, 146 
Convulsions, infantile 144 
— injury during 143 
— from intracranial new 

growth 5 .. 144 
— irritating food . . 144 


— Jacksonian epilepsy 137, bal 
— jaw clenching in ie 
Convulsions, localized, calises 


0 
— loss of consciousness in 


133 
in lung disease .. 146 
Convulsions in malingerers 
187, 144, 147, 599 
— from measles 144 
— meningeal hemorrhage 146 
— meningitis 120, 138, 144, 
145, “ae, 147, 307, 511, 515 
- morphia ae 3 144 
— mouth foaming in . 143 | 
— from nagal disease ea 
— nephritis. . 2, 144 
— at onset of fevers . 594 
— optic neuritis and a LAG 
— from otitis media . 202 
— oxygen in checking . 146 
— from phimosis . 144 
— phosphorus poisoning . 336 
— plumbism 34, TAOe 146, 147 
— pneumonia fi 144 
— poliomyelitis 110, 509 
- porencephalus 146 


in pregnancy 137, 144, 146 
pyrexia in . 144, 574 


— from renal calculus .. 144 
— rickets 144, 145, 420 
- rigors and 3 .. 143 


CONVULSIONS 


Convulsions, contd. 
from santonin 
in, saturnine epaephale- 
pathy Ae LO: 
searlet fever 
after severe hemorrhage 
from sinus thrombosis 
AOE waylut 
status lymphaticus 
stertor in. : 
in Stokes-Adams "disease 
144, 146, 
strychnine 138, 
144, 729, 
subdural hemorrhage .. 
syphilis .. se 
teething . 144, 
in tetanus 138, 
— tuberculous meningitis. . 
Convulsions, unilateral, 
general account of 
from uremia 40, 85, 137, 
14 4, 146, 
after urinary operations 
from vesical calculus . 
whooping-cough 144, 
worms .. 
Co- rorgination, mechanism 


from 


Copaiba, erythema from 
O) 
ais 

resin, polyuria from 

purpura from 


rash, small-pox simulated 


W 
- syphilis simulating : 
urticaria from 
white ring in urine from 9 


Copper, foul taste from .. 705 
— green sweat from 655 
— salts, ptyalism from .. 542 | 
— — reduction by pe) 261 |} 
— sulphate in biuret test. 16 | 
— — in estimating sugar ., 263 
— — Fehling’s test.. .- 261 
— — Pavy’s test : oo ZA 
Coraco-brachialis, nerve 
supply of .. 504 
— root innervation of ~ 0209 
Cor bovinum : aa AUK 
Cord, spermatic (see Sper- 
‘matic Cord) 
— spinal (see Spinal Cord) 
Corns, limping from Za0g 
— pain in foot from 362 


— perforating ulcer under 736 


— suppuration under . 736 
Cornea, anzesthetic, in glau- 

coma .. "233, 761 
— injected vessels round, 

in glaucoma .. hie 
— opacity of, defective 

vision from .. J Tet 
— — from iritis 72 
— — from keratitis 72, 733 
— — ophthalmia 761 
— — — neonatorum og 
—— after ulcer . 7338 
— perforation of, from oph- 

.thalmia neonatorum 799 
— — from ulcer 733 
Cornea, rodent ulcer of .. 734 
— steamy, in glaucoma 239 , 162 
- tuberculous wileer Of a. oe 34. 
— ulceration of (see Ulcera- 

tion of the Cornea) 
Corneal reflex in facial 

paralysis . 442 
Cornet player’s cramp .. 151 | 


Cornwall, ankylostomum in 520 
Corona yeneris 490 


| Coronary artery (see Artery, 


Coronary) 
Corpora quadrigemina, le- 
sion of, tremor from.. 
=— tumour of, pupil re- 
acting to light but 
not to accommoda- 
tion in oe en 
Corpus luteum, hemor- 
rhage from (see He- 
morrhage from Corpus 
Luteum) 
—— cyst, hemorrhagic, 
pain in pelvis from 4 
— striatum, lesions of, PY: 
rexia from .. SL 


CRAMPS 


Corpuscles, basophile (see 
Basophile Cells) 

eosinophile (see Hosino- 
phile Cells) 

hyaline (see Lymphocytes, 
Large) 

red (see Red Corpuscles) 

white (see Leucocytes) 

Corrosive sublimate test 
for bile be 


= — =) uropilin 


L | Corti, 


Corrosives, abdominal pain 
frOMP se : 
acute gastritis from 
albuminuria from 
collapse from 
dysphagia from 
hematemesis from 
hematuria from 
oesophageal stenosis from 
pain in epigastrium from 
— mouth from . : 
ptyalism after .. : 
rapid feeble pulse from 
sore throat from 
taste loss from .. 
tongue swollen from 
— vomiting from 267, 765, 7 
Corsets, liver furrowing 
from oe 
organ of, "deafness 
from “changes in. 
Coryza, acute, in influenza 
—— pain in the limbs in 
4638, 
= (rOm) AFSCHIC My. 
Coryza, causes of (and see 
Discharge, Nasal) 
— from congenital syphilis 
Coryza e feno (see Hay 
Fever) 
from iodides 
irritant gases 
in measles 
rickets .. 
— taste impair ment from. 
Costermongers, chronic _ 
pharyngitis in 613, 
Cotton, actinomycosis from 
74, 
- sporotrichosis from . 
Cotton-wool in ear, Ah Gea! 
from 
— forgotten in ear 
-— in testing anesthesia .. 
Coudé catheter, for enlarged 
prostate a8 
COUSn 
age incidence of. . 
alteration of voice and.. 
from oe ie 149, 
aural causes of . 
on going to bed. 
bovine, with laryngeal 
paralysis ae kOe: 
brassy, from aneurysm 
— laryngeal paralysis .. 
bronchial catarrh ‘ 
bronchitis 149, 150, 
bronchopneumonia 
easeous bronchial glands 
cold bedroom 
— sheets .. 
during convalescence 
from debility 
diphtheria 
dust 
dyspepsia 
emphysema 
examination for tubercle 
bacilli with 


a 178, 384, 


| — on exertion 
Cough with expectoration 


without expectoration 
? 
from fibroid lung oe 
food 
foreign body in “larynx 
frontal pain on, from 
frontal sinus ae 
ema . : 
from cangr ene of Tung . 
on getting up 
- hemoptysis and 
— from heart disease 
— — failure . 


149, 


286, 2 


. 422 


605 


396 
148 


149 


150 
150 
148 
150 


495 
158 
494 
150 
289 


. 149 


149 


.. 149 
. 149 
. 149 


Cough, contd. 


— hernia of lung from 169 
— from hysteria ~e 149 
— after influenza .. 148,149 
— in influenza -» 465 
— from laryngeal  irrita- 
bility .. : 150 
— laryngitis .. 149 
— long uvula 149, 150 
— in measles .. 384 
— mitral regurgitation .. 210 
— new erowth 149, 434 
— pain in the chest from.. 430 
— from paralysis of vocal 
cord = ag 
- paroxysmal ; in ‘whoop- 
ing-cough : Aig ee 
- pharyngeal causes of .. 148 


in phthisis 


88, 149, 150, 159, 288, 476 


— pleurisy .. 150 
— pneumonia 149, 335 
— relation of laryngeal 


nerves to F 
shortness of breath and 150 


— from stomach disorder.. 149 
— tobacco smoke.. ” 148 
— treatment of ~» £48 
— useful and useless .. 148 


vagus nerve in relation to 148 
violent ; hemoptysis 
from. ,2) 2863. 289 
— in whooping-cough .. 289 
vomiting and 150, 420, 765 
waking ‘patient at ‘night 150 
after whooping- -cough .. 149 
winter, from emphysema 14 
Coughing, epistaxis from.. 220 
impulse on, in hernia 
482, 483, 


— hydrocele of cord 
— lipoma of cord fe 
psoas abscess 674, 675, 680 


— — — bursa ov2, 680 
— — saphena varix 674, 675, 680 
— — varicocele 482 
— cedema from 413, 415 
— pain on, from liver ab- 
scess .. oe Ae BIW 
— — in epigastrium from.. 436 
— regurgitation of food 
‘through nose from .. 588 


subcutaneous nhs 


PROWL Ses ~. 203 
— violent, frenum | lingus 

abraded by .. 289 
Cousins, marriage of, retin- 

itis resulting from 761 
Cow-pox in man 240 
Crab, pruritus from 540 


= ptomaine poisoning from 224 


— urticaria from . aetigidt 
Cracked-pot sound, over 
fibroid lung .. .. 216 
Cracking noise in ear 723 
— in head . . 406 
Crackling, egg- -shel! 150 
— — from aneurysm 72) 69: 
— — arthritis .» Lod 
— — craniotabes . 150 
— — hydrocephalus . Log 
— — in osteosarcoma 150, 693 
— — with pulsation an LOW 
— — from sarcoma . 672 
— — subcutaneous paige 3 
sema os . 150 
— — — tenosynovitis .. 150 
— rales (see Rales, Crack- 
ling) 
Cramp, abdominal, in 
Henoch’s purpura .. 556 
— — in plumbism .. .. 484 
— — (and see Colic) 
— definition of A .« Jam 
— typist’s .. .. 445 
— writer’s . .. 445 
CRAMPS .. 150 
— in ballet-dancers . 16g 
— after cholera . 152 


in chronic sleohtleaa 51, 66 
cirrhosis . x 51 
convalescence 
from debility 
distinguished from con: 
tractions ox 
in fevers.. 


. LOZ 
. Log 


131 
~ Leg 


Cramps, contd. 


— games 150 
- ironfounders 150 
— the legs, from peripheral 
neuritis Ac 66, 465 
— at night.. 150 
— from “over-exertion 150 
— pain with fa EI EY) 
— professional es cect 2 Hage 
— relation to colic. 150 
— in rowing men .. 150 
- simulating contractures 139 
— in stokers 150 
— swimmers 150 
— syringomyelia .. 609 
— in tetany 139, Lol 
— in typhoid fever 152 


Cranial bones, new growth 
in, secondary to thy- 


roid 721 
— — tumours of (lg 
Craniotabes, from con- 

genital "syphilis «- 205 


— egg-shell crackling from 
— rarefaction of skull bones 
from 4.6 sé s+ 152 
— from rickets .. 
Creatinine, coloration with 
nitroprusside a 3 
— Fehling’s~ solution  re- 
duced by a ner 2 Ok 
— oxalate from AiG 
= Picrie acid test and .., 262 
Cremaster, nerve supply of 


Creosote, foul taste from.. 705 
Crepitations, mediastinal 435 
— in pneumonia 160, 642 
— renal, from calculus 357 
CREPITUS.. aco A Gy- 
— from fracture 152, 707 
— osteosarcoma 152 
— silken 152 
— from subcutaneous em- 
physema F OG 
— from synovitis .. 152 
Orescent, congenital optic 
(Plate aT Ee 416 


— form of malaria parasite 31 
~ malarial (Plate XX VIII) 
Crescent, myopic .. : 
Or etaceous mass in sputum 
Cretinism (fig. 88) 

— amenorrheea in .. 

— coarse ears in .. .. 234 
Cretinism, facies of 
frog-belly in oh 103, 
. 233), 234 


— hair scanty in .. 234 
— hypothermia in.. 5 esi 
— idiocy simulating 5il 
— large head in 234 


mental defect im. .. 234 
pads above clavicles in 
paraplegia from : 
stunted growth in .. 234 
-subnormal temperature 
thyroid gland defect and 
— treatment in diagnos- 
ing .. ave as 
—-— in distinguishing 
from mongolism 238 
tongue protruded in .. 234 


— — swollen in 698 
— yellow skin in . 234 
Crick in the neck .. 429 
Cricketers, subacromial 
bursitis in 476 


Cricoid cartilage, per ichon- 
dritis of, sore throat 
due to 

Criminology, epilepsy and 

Crises, cardiac, in tabes .. 

Crises, Dietl’s 115, 

— — appendicitis simulated 


Valea a ee 
— — from movable kidney 
665, 
— yomiting from 
gastric, blood-pressure 
raised in 
colic simulated by 
general abdominal pain 
from 
Crises, gastric, in tabes 115, 
Was SLOee 4205 
437, 484, 487, 515, 
609, 


CRAMPS 


| Crises, gastric, contd. 


| — — vomiting due to 765 
— — without absent knee- 
jerk.. . 437 


| — —' (Fig. 272) 


— in favus.. 247, 600 
— in herpes 600, 753 
— honey-like, in impetigo 
contagiosa be, 398 
— in impetigo 558, 562, 755 
— in keratosis follicularis.. 733 
— leprosy ae GOL 
— lupus 601, 735 
— in mycosis fungoides Wal. 
— in nose, from atrophic 
rhinitis : pect AAS, 
— in Paget’s disease 730 
- pemphigus ‘ 5) OE 
— pityriasis rubra pilaris 
488, 604 
— prurigo .. 489 
— from pustules . 558 
— in.scrofulodermia . 5959 
— seborrhcea -. 602 
— sycosis 559, 600 
on syphilides ae OOU 
Crusts, in syphilis . . 601 
— from vesicles - oa 
Crutch, musculospiral par- 
alysis frOIM | jeus 65, 504 
Crying in children, from 
colic , .. 425 
— oedema from 413, 415 
Cryoscopy of cerebrospinal 
fiabHOh Se F .. 304 
Cryptomenorrhea 17 
Cryptorchism (see Testis, 
| Hetopic) 
Crystals, ammonio-magne- 
| sic a. O24 
' — ealeium oxalate (Fig. 181) 423 
| — — = in urine 9, 218, 268 
| ea CHARCOT- 
| LEYDEN ie O25 153 
- Pine eas (Fig. 124) 254 
— choline periodide «. 305 
— — platino-chloride 305 
— coffin-lid Oe. .. O24 
— eystin (ig. 72) 161 
— dumb-bell 423, 741 
- envelope. . 423 
— fatty, in stools 101, 170, 172 
— hedgehog $ 740 | 
— knife-rester : 524 
— leucin (Fig. 147) 333 
— phenyl glucosazone (iq. 
127) 262 
— — — melting point of .. 262 
— — lactosazone, melting 
point of -. 262 
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— intestinal, in tabes 115, 
116, 416, 487, 609 
— — colic simulated Dye ello 
— laryngeal, in tabes 
159, 418, 420, 487 
— in pneumonia 160, 574 
. 642 
— pyrexial, in meningococ- 
cal meningitis 310, 566, 590 


| Crises, rectal, _romt tabes 173, 


519, 650, 719 


— renal, in Ae . 515 
— sweating, in tabes 56 (ae! 
— in tabes, spontaneous 
cessation of .. ~« (19 
— in typhus fever 335 (Fig. 
269) 639 
— urethral . . 515 
Crises, various, in tabes .. 515 


Crises, vesical, in tabes 649, 650 
Cross-legged gait, from 


cerebral diplegia 2129 
— — in Little’s disease « 139 
Crossed amblyopia - (59 
Crotin, hemoglobinuria 

fr¢ om . 284 
Croton oil, ‘bullee from 96, 97 
-- dermatitis from 755 
— — erythema from oe 
Crura cerebri, ataxy from 

lesions of we 58 
Sruritis, anterior .. 439, 477 
Crus penis, gumma of . 698 
Crushing, gangrene trom.. 255 
Crusts (and see Scabs) 
— in cheiropompholyx .. 600 


in eczema, 558, 600, 602, 
753, 754 


CYST OF KIDNEY 


Crystals, phenyl, contd. 


— — pentosazone, melting 
point of 6.6 PAGe 
— rosette 741 
— on skin, in uridrosis 655 
— thorn- -apple 740 
— triple phosphate (Pig. 
221) 524 


— tyrosin (Fig. 148) Be 

— urate oe he, FAO 
—--ofsodium .. .. 344 
— uric acid . (Pig. 302) 741 


—-— in Bright’s disease 9 
in urine, from vesical cal- 


eculus . 580 
— whetstone me, TAL 
Cubebs, erythema from .. 222 


Cud chewing (see Merycism) 

Cuneus, lesion of, hemi- 
anopsia from 3 

Cup, physiological (Plate 
AIX 


Curettage, anesthesia need- 


ed for . F Se eh) 
— in diagnosing carcinoma 
uteri ; se a0) 
— — senile vaginitis Oe 
- dysmenorrhcea cured by 192 
— endometritis cured by.. 192 
— sterility curable by .. 646 
Currants, in diagnosing 
stagnation in stomach 317 
— testing gastric motility 320 


CURSCHMANN’S SPIRALS [53 

CURVATURE, SPINAL 
(see Spine, Curvature 
of) 

Cut, pneumothorax from 

— tenderness from : 

Cuts, excessive bleeding 
from, from hemophilia 273 


— septicemia from 597 
Cut-throat, stenosis after.. 650 
— stridor after 650 
— ulceration of larynx after 
PEs ee ASP) 
Cyanosis, from abductor 
paralysis .. 158 
— acetanilide 157 
— acute, from aneurysm 
opening into pulmo- 
mary artery .. fs BH 
— — — — superior vena cava 92 
— — pneumothorax 5 UB) 
—-— tabes . os ea tLdO9 
— from aneurysm... 159, 208 
— angina ludovici .. «» 158 
— arteriosclerosis .. ya DO 
— asthma 3 > 160 
— blood-changes cay BLDC 
— Bright’s disease ae Log 
— bronchiectasis g6 AH 
— bronchitis 161, 420 
— — and emphysema 2 L6O 
— bronchopneumonia 160, 420 | 
— cholera ts sf Gill *] 
— — maligna ; ao 
— chronic mediastinitis |. 435 | 
cyanosis, congenital 156 
— in congenital heart di- 
sease 91, 111, 144, 
156, 157; "915, 217, 
533, 720 
— inconvulsions . ya) 43 
— from diphtheria 157 
— drugs ‘ 157 
— in dysentery 161 
— from emphysema 161 
— enterogenous .. 161 
CYANOSIS, EXTREME . 156 
— of face 156 
—-— in splenomegalic poly- 
cythremia . .. O84 
— from fibroid lung 161 
— foreign body in ies ollie 
- goitre Sa 1baxs) 
— granular kidney ~ 161 
— growth of lung .. 159 
- haemorrhage into intra- 
thoracic sarcoma 159 
— — mediastinum 159 
— — thymus 159 
— — thyroid ; 158 
— of hands, from cervical 
rib 444 
Cyanosis, from heart failure 
7, 161, 694 
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Cyanosis, contd. 
— high blood-pressure pkGilL 
— hydropneumothorax .. 652 


inspissation of the blood 161 
iodism zs. L59 
irruption of caseous gland 


into trachea .. 420 

— laryngeal obstruction .. 157 
— laryngismus stridulus 

157, 420 

— laryngitis 157, 160 

— ligneous thyroiditis . 158 

— loss of fluid 5 AEDT 

— lung lesions ap AEST 


mediastinal fibrosis 159, 435 


— methemoglobineemia 

157, 161 
— inmyxedema . -- 234 
— with nutmeg liver . 334 


from cedema of larynx.. 159 
in pancreatitis .. 7 Loe 
paroxysmal tachycardia 548 
parts affected by BeclLoG 
from patent septum ven- 


triculorum 111, 156, 215 
— phthisis .. F ae 2l'D9 
— pneumonia a GO 
— pneumothorax .. 432, 531 
— polycythemia with .. 533 
— from postpharyngeal ab- 

scess ae LO 


pulmonary embolism 159, 289 
— stenosis. 91, 156 (figq. 


re ais Baer 

— Raynaud’s disease 162, 
441, 699 
— Riedel’s disease . 158 
— inrigor .. » 594 


splenomegalic polycyth- 
semia 157, 161, 534, 633 

in Stokes-Adams disease 83 

from sulphhemoglobin- 


eemia 157, 161 
— sulphonal a Loe 
— tabes P . 159 
— tracheal obstruction De 
— trional Alley 
— in typhus Ae aly 


from ulceration of larynx 158 
vena cava superior ob- 
struction 157, 208 
veronal .. 4 
in yellow fever .. 
Cyclic albuminuria 3 
— vomiting, acetonuria with 
Cyclical vomiting of chil- 
dren .. ; 384, 
Cycling, menorrhagia from 
Cyclitis, photophobia from 
Cyrtometric tracings of 
chests : 
Cyst, abdominal, simulat- 
ing ascites ,. 
abdominal swelling from 
blood-, in sarcoma 
Baker’s ee aS 
Bartholinian 
of brain, headache from 
of breast, carcinoma 
simulated by «- . 686 
— fibro-adenoma and .. 687 
— from mastitis 181, €86 
— pain in os . 429 
calcified retroperitoneal, 
dilatation of stomach 
from a sp dupe! 
corpus luteum, hemor- 
rhagic, pain in pelvis 
POM ie 468 
dermoid, bacillus coli in 530 
— on ear 8 oAbR} 
fibroma simulating ao MY 
of mediastinum se tant 
orbit a ~ 230 
ovarian, ectopic g vosta- 
tion simulating . 690 
Snags S60 (ese, 


— — suppuration in Ao OB) 
— — vulval swelling from.. 700 
Cyst of the epididymis .. 48! 
— in fibroid of uterus . 690 


— hydatid (see Hydatid) 

— from hydatid of Morgagni 481 

— implantation, vulval 
swelling from 

— of kidney 

— — kidney enlarged from 352 
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Cyst, contd. 

— mucous, vulval swelling 
from .. c 700 
omphalomesenteric 
duct , <2 1483 | 
from organ of Giraldés. . 481 | 
ofomentum .. ayn axel 
— pelvic swelling due to 688 
ovarian, albuminuri ia 

from 
amenorrhoea from os "386 
ascites with 45, 49, 689, 691 
— simulated by . 689 
bacillus coli in . 930 
bladder distention si- 
mulating 665, 
chronic nephritis from 
cystic kidney simulat- 
ing oe . . 
dipping in detecting. . 
distinction from ascites 
dullness over 45, "689 
dystocia from 5 PAU 
ectopic gestation simu- 
lating A - = 1690 
endometritis rare with 387 
fibroid simulating 386, 


of 


688 
7 


689 


pest 690 

— — fluid from 45 

—-—gasin.. 652 
— — hydatid cyst "simulat- 

ayaa & 45 691 

— — in iliac fossa .. ao (atts 

— — jaundice from 5 eH! 


kidney simulated by 


353, 354 

— — lipoma simulating .. 691 
—— malignant peritonitis 

from eee) 

— — mensuration with 45 
—— micturition frequent 

with : eee 

— — palpitation from -.. 485 


pedicle twisted, acute 
abdominal pain from 193 
— — appendicitis simu- 
lated by 
constipation with 
fluid in abdomen 
from . 


— — — — laparotomy for i 456 
— — — — pain in hypochon- 
drium from 451 


iliac fossa from 
2, 454, 
pelvis from .. 
simulating dys- 
menorrhcea 
strangulated 
hernia 
pelvic swelling due to 
pregnancy simulating 
proliferating papillo- 
matous 5 
renal colic simulated 
Dy. . 
- tube casts due to . ee 
retention of urine from 
ruptured ‘ * 
simulated by “hysteria 


— — sound in diagnosing.. 386 
— — strangury from 649 
— — succussion in 652 
— — suppuration in 530 
— — tenesmus from 718 
— — thrill with 45 


tuberculous peritonitis 


. 1s 


. 354 | 


simulating . 48 
— — twisted pedicle of 689 
— — umbilicus and 44 | 
— — urachal cyst simulat- 

ME soe 666, 691 
— — urethral stenosis by.. 7 


uterus drawn up by. 
vaginal examination in 


diagnosing 45, 394, 3538 
— — yena cava obstruction 
by 749 
— — visible =% yee) AD 
— pancreatic, abdominal 
distention from 45 
— — ferments in we, EAD 
Cyst, pancreatic, general 
account of 45, 661 
— — ovarian tumour simu- 
lated by 688 


CYST eMUCOUS 


Cyst, pancreatic, contd. 


| — — from pancreatitis .. 661 
| — — position of we 40 
Cyst, pancreatic, signs of.. 630 
— — simulating ascites 45 


— — swelling in hypochon- 
drium from 
Cyst, Ee ipoper ness notes re 
on 


a 


- pyloric " stenosis from 


| Cystitis, pain, contd. 


174, 653 | 
— sebaceous, on ear 203, 422 | 
— — of face 4S MOGs | 


fatty tumour distin- 
guished from aioe 
of neck, movement on 


swallowing poem 
— — parts affected by . 132 
— — on scrotum 523, 695 
— — of skin aa EY 
— — at umbilicus .. . 483 
— — vulval swelling from 700 
— suprahyoid, tongue swol- 
len from sa Oe) 
Cyst of the testis - 481 
— — hydrocele simulating 481 
— thoracic, cervical sympa- 
thetic affected by . 654 
— — unilateral sweating of 
face from .. 654 
— in thyroid gland 5 (enh 
- translucency test for .. 481 
— urachal, distended blad- 
der simulating . 665 
~— — hypogastric swelling 666 
—— ovarian cystadenoma 
simulated by -. 666 
— — — cyst simulated by.. 691 
— — pelvic swelling due to 688 
— — tuberculous peritonitis 
simulated by .. 666 
— from vas aberrans of 
Haller . 481 
Cyst, vulval . 700 
Cystalgia 398 
Cystic degeneration, of fi- 
broids 54 BOIL 
Cystic disease of breast 685 
—-— epididymis . . 697 
Cystic disease of kidneys, 
(see Kidneys, Cystic) 

— hygroma of axilla 667 
Cystin, calculi of . 161 
— erystals (77g. 72) 161 
— formula of = AGaE 
— microscope in detecting 161 
Cystin, tests for 161 
CYSTINURIA GI 
Cysticerci . 405 
Cystitis, aching in perine- 

um from - 474 
Cystitis, acute, symptoms of 

, 470 

— albuminuria from : ” 578 


ammoniacal urine from 524 
arthritis from oe 


— due to B. coli.. 70, 182 
—-—-—typhosus . 70 
-- calculus 282, 394, 471, 

579, 580 


— carcinoma of bladder 394 
chronic, strangury from 649 
coli bacilluria simulating 569 
cystoscope appearances 578 
— in diagnosing ao Eee 
dyspareunia from 193, 194 
effects of urotropine si- 
mulating . 650 
from enlarged prostate... 576 
foetid, from bacillus coli 238 
frequent micturition from 
194, 393, 470, 578, 581, 742 
— gangrene of bladder from 578 


| Cystitis, general account of us 


— from gonorrhea 
hematuria from 275, 282, 


| — — perineum from 


470, 578, 581 | 


from incontinence EONS 
mucus in urine from 194, 578 
from myelitis 5 ORS: 


cedema of bladder in .. 578 
pain at female urethral 
orifice from oO, 
— — in penis from 397, 469, 
-' 470, 471, 472 


levator ani spasm from 193 | 


non-gonococeal urethritis 182 | 


— vulva from 
painful micturition from 
from prostate Spe euor 
prostatitis simulating . 
pyelonephritis from 
pyonephrosis from 
from pyosalpinx 
pyrexia from 282, 470, 
pyuria from 183, 194, 
282, 470, 575, 
from retention Odo 


rigorsin.. 
due to staphylococcus . 
strangury from.. 
due to streptococcus 
with stricture .. 578, 
suprapubic pain from 
282, 470, 578, 
in tabes a6 DUR 
tabes simulating 
tenesmus from .. 
triple phosphate crystals 
due to tubercle bacillus 
tuberculous (see Tuber- 
culosis of Bladder) 
ulceration of bladder in 


578, 5 


from urethritis .. 
— urethritis simulating 
Cystitis, urine changes with 
— vaginismus from 5 
Cystocele, aching in peri- 
neum from ts 
dystocia from 
simulating prolapse 
sound in diagnosing 
vulval swelling from . 
Cystopurin for sgh esa 
— for pyuria s ae 
— strangury from,. 
Cystopurin, strangury from 
Cystoscope, appearances 
seen with eae BW, 
AGED 0 ‘ 282, 2 
— cystitis ae 
— pyelitis od 
in diagnosing appendix 
adherent to bladder. 
— bilharzia A 282 
— calculus in bladder .. 
— cause of bearing-down 
Palos ses aie 
Cystoscope, in diagnosing 
cause of hematuria 


ae 


| 


Cystoscope, in diagnosing 
cause of pyuria 
cystitis ah 
fistula into bladder ae 
pyelitis 45 
renal growth.. 

simple ulcer of pladder 5 
tuberculous bladder 
471, 
355, 
577, 


282 


air) 


576, 


— kidney 


— ureter ae 
ureteric calculus 455, 
ureteritis 
urinary fistula 
vesical calculus 282, 
395, 397, 471, 580, 
— growth 41, 281, 396, 


396, 397, 471, 472. 5 


retroverted gravid uterus 5 


472, 5 


DEFINITIONS 


397 
578 
578 
578 


. 576 
. 576 
582 | 


578 


— pus from ureter seen with 576 
— styptics in using .- 980 
eee UND type of 
dwart ee ot 
Dactylitis, tuberculous 668 
— — limping from. 362 
— — pain in foot from 362 
= = Sever ened, Oo? 5 55 Latah’) 
Dairymaids, cow-pox in .. 240 
— cramp 3 ae rem LOu 
Dalrymple’s sign in 
Graves’s disease 722 
Damiana, priapism from.. 538 
| Damp, fibrositis from 475 
— myositis from 475 
- nephritis FPOMIA keke 10 
— pain in shoulder from.. 474 


=, aveeiey 


Dancing, deterioration in 
quality of, in general 
paralysis 

— hematuria after 

Darier, on prurigo 

Davies, Dr. D.5., 
tions by 

Day-blindness 

— (and see Vision, Defects 


489, 
illustra- 
561, 562, 


of) 
DEAD FINGERS .._ 162, 
DEAFNESS : be 
— from congenital syphilis 
235, 


— detection by tuning-fork 
— in hysteria 
— Meniére’s disease ae 
Deafness, methods of in- 
vestigating ee 
otitis media 165, 308, 492, 
otosclerosis 166, 
from syphilis of internal 
ear 5) 35 sie 
tests for .. ae 
— tinnitus and 
Deafness, various ue et 


— from wax in ear fee 
Deal porters’ bursa (Fig. 
65) 
Death. from functional dis- 
ease. - ae 
impending delirium from 
from inadequate causes, 
lymphatism and sa 
malaria .. Ba 
serum injections 
simulated by trance 
sudden, from aneurysm 
93, 120, 287, 
fibroid heart . ae 
pulmonary embolism 
159, 


120 


. 280 


490 


757 


465 
163 


348 
164 


, 610 
752 


423 
753 


{66 
421 


156 


699 
169 


434 
213 


290 


— — rupture of heart -.. 213 
— — in thymic infantilism 189 
—— from tooth-plate in 
larynx A 195 
Debility, Comen from . 148 
— cramps from .. eel Ow 
- general, flushing with .. 241 
— in Malta fever .. -. 466 
- muscular, in rickets .. 145 
— pain in the back from.. 428 
— from polymyositis . 464 


— spinal caries simulated by 429 


Decerebrate rigidity 
Defacation, difficulty on, 


Rat, 


from carcinoma recti 78 
— erroneous posture for .. 128 
— frequent desire for, from 

rectal polypus 78 
— involuntary, in epilepsy 143 
— muscles of, nerve supply 

of . 499 
— no sense i relief on, 

from carcinoma recti 129 
— normal time, relation- 

ships of 121 
— peremptory desire for, 

as an aura of epilepsy 67 
— precipitate, from spastic 

paraplegia eeu 
— — from spinal lesions .. 315 
— role of levator ani in 127, 128 
— unsatisfied, with invagin- 

ation of rectum et Mee 
Definition of amblyopia .. 759 
— anesthesia 05, 606 
— analgesia.. 606 
— aphasia .. 624. 
— Argyll- Robertson pupil 551 
— an auditive ‘ 625 
— hippus 552 
— leucocytosis 359 
— leucopenia 361 
— marasmus 384 
— menorrhagia 385 
— merycism 388 
— meteorism 388 
— metrorrhagia - oo 
— metrostaxis . 392 
— nodules .. . 402 
— nystagmus . 407 
— orthopnea » 418 
— oxaluria .. . 425 
— palpitation 484 
— papule 487 


Definition, contd, 


| 


| 
| 


— of paraplegia moe ls 
— phosphaturia «. 922 
— priapism - dal 
— pruritus .. . 540 
— ptyalism.. - O42 | 
— purpura . -. 902 
— shoulder . weAO.| 
— stertor 2 O4/ | 
— strangury . 649 | 
— stridor .. - 650 | 
— tache cérébrale . . 702 
— tachycardia » 702 
— tenesmus os C16 
— thermo-anesthesia . 606 
— a visual . . 625 


DEFORMITY OF THE 
CHEST 

Degeneration, reaction of 
(see Reaction of De- 
generation) 

Dejerine, myopathy of 


— olivo-ponto cerebellar 


atrophy of .. 
Delicacy, from deep caseous 
glands. ae Se 
DELI RI UM 
— in acute yellow atrophy 
273, 
— belladonna 169, 
— cholemia 


— with cirrhosis 323, 


. 135 


727 


385 


169 
333 


332 


Delirium, classified causes of 169 


— cordis, from digitalis .. 
with hysterical } pyrexia 
in Kirkland’s disease .. 
objects varying in size in 
from otitis media 
in phosphorus poisoning 
prognosis with .. 
pupil changes in 
in scarlet fever.. 
with typhoid fever 76, 
in uremia, 40, 
tremens, from alcohol .. 
— with cirrhosis 

— hyperpyrexia from 


169, 


Deltoid, nerve supply of 

— paralysis of, in Erb’s 
palsy .. 

- pseudohypertrophy of . 

— root innervation of 

— wasting of, in phthisis .. 


704 
310 
616 
763 


- 202 


336 


oy 
= LAO 


273 
169 
169 


peotL 
Sc BANE) 
— spasmodic twitching in 136 
-- 505 


61 


Delusions concerning Christ 405 


— — God -. 405 
Se VOICCSir. : -- 405 
— genital, prognosis with 613 
— — subjective smells and 613 
— loss of appetite and 45 
— in myxcedema .. 38, 119 
Dementia, catalepsy and.. 598 
— from cerebral syphilis .. 146 
— epileptic. . 323 
— irritability in 323 
perentia, memory defects a 
Dementia, mutism in 624 
— in myxcedema as fe ets) 
— penile erection absent 
from a so BWR 
— precox, cerebrospinal, 
fluid sugar reduced in 304 


— from saturnine encephalo- 


pathy .. ‘ a MS) 
Dements, slobbering in .. 543 
Dendritic ulcer . 734 
Dengue, erythema in 
222, 225, 466 
— fever in.. .. 466 
Dengue, general account of 466 
— hematemesis in 265 
— headache in .. 466 
— influenza similar to - 466 
— loss of weight after a The 
— meteorism in a ork) 
— pain in joints in .. 466 
—— in limbs in 463, 466 
— — loins in . 466 
— — muscles in .. 466 
— pulse rapid in . 466 
— pus in stools from STi les 
— roseolar eruption in . 466 
— sore throat in 466 | 
— yellow fever simulating 336 


Dental caries (see Caries, 
penta) 


| Dercum’s disease, general 
ae = th 


tions ace GY 
— — various irritants caus- 
ing’ .; ae . 224 
— from 2-rays . 22 
Dermatographia ee LOZ 
Dermatomyositis .. - 464 
Dermatoses, bullous, eosino- 
philia in BG 219 
Dermoid cyst (see Cyst, 
Dermoid) 
Desquamation from cheiro- 
pompholyx .. 97 
— after erythema scarlatini- 
forme .. 227 
'— in Paget’s disease 730 
- pityriasis rubra 604 
_— after scarlet fever 227 
— (and see Scales) 
Detached retina (see Retina, 
Detached) 
_ Deutero-albumose in urine 16 


DEFINITIONS 


Dental, contd. 
- diseases, headache On 294 


— ulcers on ee 
Dentition, delayed, in 
anosteoplasia, a bey 
Depression, from arsenic.. 268 
— constipation from . 124 
— with fatty heart Hee Ne 
— from gastritis .. SASADE 
— in influenza 465 
— myxcedema iyi) 
— pyorrhcea ae 74. | 
— with toxic diarrhea Li 
— with tropical liver 369 
Dercum’s disease, age inci- 
dence of ot Pee ae | 
—- alcohol and .. 431, 732 
— -— fat deposits in 431, 732 


account of {0 
— — obesity in x 408 
— — pain in the chest from 431 
— — sex incidence of -. 431 
Dermatitis, acute EEE 755 
_ application 755d 
—- itching in .. 540 
— from caterpillars 540 


exfoliative, general health 
impaired by .. 489 
— pityriasis rubra pilaris 
distinguished from 489 
Dermatitis, eczema distin- 
guished from . . mee Tale 
gestationis, itching in .. 
herpetiformis, age inci- 
dence of ro 3 
— — blebs in ae Ag 
— bleeding gums with .. 


— — bulle in .- 96, 98, 710 
— — colon affected by .. 74 
Dermatitis herpetiformis, 
eczema gaan shed 
from : -. (55 
-- eosinophilia in 219 
— — erythema in. Shee 7210) 


— — fingers_affected by .. 239 
Dermatitis herpetiformis, 
general account of 
impetigo herpetiformis 


and .. 98 
— — itching in ‘98, 540, 710 
— — mucous surfaces af- 

fected by . 74 


pityriasis rubra after 604 
in pregnancy.. 


— — pyrexia in ‘ 75 
— — relation to diet 99 
— — sex incidence of 99 
—-— tenderness of scalp 
from 4 en dliO 
— — urticaria in 98 
— — — simulating 771 
— — vagina affected by .. 74 
— — vesicles in 710, 753 
— occupation ¢. 705 
— from primula obconica.. 540 
— pruriginosa polymorpha 
recurrens graviditatis 96 


from rhus toxicodendron 540 
‘from satinwood sawdust 540 
septic, simulating small- 


pox (Fig. 239) . 562 
— from soaps .. 540 
— sugar . 540 | 


Dermatitis, various causes of 755 
= vesicular, from occupa- 


Diabetes insipidus, ‘general 


DIARRHGA 


| Dextrose, tests for 
— in urine (see Glycosuria) 
Dhobie’s itch : 
—-— bathing drawers area 


250 


affected by - 401 
Diabetes, azotic, polyuria 
in -. 0086, 537 


| — — total nitrogen in urine | 
- 537 | 


increased in 
— bronzed, cirrhosis in 372, 528 


| — — pigmentation of skin in 528 


— Prussian-blue reaction 


Tiny es et Ow 
— insipidus, acromegaly and 537 
— — from cerebral lesions 537 
— — colourless urine in .. 743 
— — from fractured base.. 537 
— — fright . 537 


account of 
myxcedema and... 537 
polyuria in 533, 534, 
535, 536, 537, 
simulated by drinking 
habits 
specific gravity of 
blood in diagnosing 
— thirst in ae 
urine changes in .. 537 
mellitus, abdominal pain 


in ae a 85, 389 
—- acetone in 261, ak 536 
—-acidosisin .. 3 


— age incidence of .. 
Diabetes mellitus, air hunger. 


of 4, 85, oS 
—— albuminuria in 
— — alcoholism simulating ae 
— — alimentary elycosuria 
and .. . 
— — alkalies in ve Pls 
— — amenorrhea in 18 
—-— appetite increased in 
43, 264 
— — arteriosclerosis with.. 255 
— — atheroma and af BME 
— — halanitis in eos 
— — boils in 260 


brachial neuralgia and 442 


— — bradypneoea in 84, 85 
— — carbuncles in.. _ "260 
— —careinoma of liver 
simulated by « 367 
— — cataract in . 261 


coma in 84, 86, 117, 


264, 764 
- — — first sign of Aig, LAs 
- — constipationin.. .. 125 
— — delirium in .. HA IGE) 


diacetic acid in 
261, 264, 536 


— — dimness of vision in.. 260 
— — drowsiness in 85, 764 
— — eczema in . 260 
——-— of penisin .. . 401 
— — — perineum from . 474 
— — — vulva in «. 401 
— — face flushed in . 264 
— — gangrene in 240, 255, 
258. 260, 737 
— — lung in 259, 644 
Diabetes mellitus, general 
account of .. ae Bixee! 
— — general wasting from 59 
— — hard dry feces in .. 121 
— — headache from -. 296 
— — hunger in .. 260 
— — hypothermia in sold 
— — intertrigo in .. . 260 
— — irritability in 323 


knee-jerks lost in 

63, 264, 359 
lassitude in . 260 
loss of weight from 768, 770 
meteorism in.. 
micturition frequent in 


. 889 | 
260, 393 | 


—-— neuritis of external 
popliteal nerve in.. 499 
— obesity and . 260 | 


Diabetes mellitus, 
preceding 
oxybutyric acid in 
pain in limbs in 
from pancreatic lesions 101 


obesity 
.. 408 
. 264 


penile erection absent 
from on 


63, 466 | 


318 | 


807 
- 261 | Diabetes mellitus, contd. 
-— — perforating ulcer of 
foot in 735, 737 


peripheral neuritis from 
59, 61, 63, 140, 255, 
260, 443, 466, 499 
pneumaturia in - 530 
pneumonia in e- 264 
polyuria in 
260, 533, 534, 536, 719 


— — prognosis in .. 2. 264 
— — pruritus from . 540 
— — reaction of degenera- 
tion in 59 
— — retinitis in 261 
— — senile gangrene and .. 258 
-- shedding of nails in. . 400 
—-— shortness of breath 
from 87, 88 
—-— specific gravity of 
urine in 536 
— — stupor in 86 
— — sugar in cerebrospinal 
fluid in 304 


> 


tenderness of scalp in 712 
thirst in 260, 264, 719 
tongue in .. 264 
torule in urine in .. 261 
— — tuberculosis of lungs in 264 
Diabetes mellitus, urine in te 


—-—-colourin . 
—-- — — (Plate XXXIV) We 
Diabetes mellitus, varieties 
of is ae .. 264 
—-— vomiting in.. .. 764 
— — wasting in . 264 
— — weakness in .. 43, 264 
— xanthoma in. 732 


Diabetes, Phosphatic 522, 523 
-- aching in back in .. 523 
— — emaciation in . 922 
—-— polyuriain 523, 536, 537 
— — thirst in % a. 922 
Diacetic acid (see Acid, 


oa 


Diacetic 
DIACETURIA -. 170 
Diamond mines, silicosis in 288 
Diaphany, in "diagnosing 
gastrectasis 174. 
Diaphragm contraction, 


phantom tumour and 691 
immobilized, by empy- 


ema 658 
— — pleural effusion <. 658 
— — with pleurisy.. Be Okey! 
— — with pneumothorax. . 432 
— — subphrenic abscess .. 658 
— lesions of, tenderness due 

to a Be ae 1009 
— nerve supply of STE: 


paralysis of (see Paralysis 
of Diaphragm) 
pushed up, by meteorism 656 
role in vomiting . 164 
root innervation of .. 509 
tenderness along inser- 
tion of, from neuralgia 431 
z-rays in determining 
position of 432, 
Diaphragmatic neuralgia 31 
— pleurisy (See Pleurisy, 


Diaphragmatic) 
DIARRHEA : 170 
— from achylia ‘ one 
Diarrhoea, acute infective 717 
— in Addison’s disease .. 172 
Diarrhea in adults {71 


— angioneurotic cedema .. 226 


_ appendicitis ve 172 
— arsenic 64, 73, 78, 171: 

268, 717 
— bradypnoea from 84 


from carcinoma coli 126, 


172, 313, 630 

—-—recti . 78, 172, 585 
in children hae 3 
Diarrhoea, chronic co Wee 
— from the cceliac affection 171 
— colitis (US hee A Ob Peta 
— collapse from 171 
— — severe. Bil 
— with constipation 121 
— depression from 171 


from distoma hepaticum 32 
diverticulitis . 
dysentery 76, 171, 


716, co 7 
dyspeptic i tyjal 


808 
Diarrheea, contd. 
— epidemic. . 174 | 
— — knee- jerks diminished 
inne 4 ~ 858 
— in exophthalmie goitre.. 172 
+ explosive 172 wee: 585 
— fatty, from pancreas 
lesions ep ows 
— fatty stools from 239 
— from fecal impaction .. 172 
— fontanelle sunken from 171 
— from food 3 oo 
— gastric juice analyses in 170 
— from gastritis 267, 766 
— gastrogenic aa LD, 
— in Henoch’s purpura 343 
— hill oy Pi AUT 
— hypothermia after severe 311 
— indicanuria from 314 
— from indiscretions in diet 171 
— in infantile diarrhoea 239 
~ infantile, tA stools 
with nig 2468) 
— in-influenza 465 
— from intestinal fermen- 
tation .. 241 
= with intestinal “ obstruc- 
tion ea DAL 
— in lardaceous disease 
8, 35, 172, 375, 636 
— marasmus from Ja otek: 
— in Meige’s disease «3 220 
— morning .. treed Liiizin eli (iy 
— nervous .. ax L738 
— paradoxical 172 
— in pellagra « 225 
— pernicious -aneemia 172 
— ptomaine poisoning” 
DP Lily 224s 
— pulse feeble and irregular 
with : Sepa 
— from pyzemia 7 O96 
— with pyonephrosis fe ol 
— pyrexia with Rome gee 
— rectal examination in .. 170 
— in rickets - 145 
— severe, from arsenic 533 
— — in cholera 533 
— — fluid loss from 533 
— — in infants 533 
- — polycythemia from. ’ 533 


— in ptomaine poisoning 5 


— sigmoidoscope in 170 
— skin inelastic from 171 
— from sprue Se a: 
— summer, hypothermia 
from 573 
— — in infants a 
— — or infective AGL 
~ from suppurative pyle- 
phlebitis 2096 
-- in tabes .. en CAN) 
— test meals in WOR. Ms 
— tetany from ae 3 
— thirst from ~ 720 
— in tropics 172 
— from tuberculous bowel 
458, 657 
— in typhoid fever 76, 17 1, 
239, 564 
— ulcerative colitis 76, 172, 459 
— unripe fruit yim pea. eked, 
— urate deposit due to 740 
— and vomiting, general 
wasting from ae) 
— — infantile, acetonuriain 4 
— — tetany from .. 151 
— zymotic, micro- organ- 
isms causing . 384 
Diastolic bruit (see Bruit, 
diastolic) 
— collapse of veins, with 
adherent pericardium 
90, 213 
~ shock, with adherent 
pericardium .. 90, 2138 
DIAZO-REACTION 173 


Diet, before stool analyses 170 
beri-beri and 63, 226, 414 
eolie from indiscretions in 117 


— deficient, constipation 
from .. 123 

— dermatitis herpetiformis 
and ; sf { 
— in diagnosis of scurvy .. 39 
— diarrhcea from .. ae ead 
—— and vomiting from .. 99 


DIARRHGA 


| Diet, contd. 


dyspepsia from unsuitable319 | 
effect on chyluria cee, MOE) 
errors in, acute gastritis 


from 267 
— — vomiting from 384 
— gall-stone pain and 437 
- elauicoma and .. 232 
— glycosuria and . 264. 
— indiscreet, biliousness 
from O20 
— — nightmare from 402 
- influence on gastritis .. 317 
— insomnia from improper 321 
— intestinal colic and 425 
— — constipation and 122 
— night terrors from im- 
proper - ae O2L 
Diet, oxaluria and 281, 424 
- pellagra and -- 226 
— pruritus and 5 540 
— relationship of gout to.. 344 
Diet, rickets and 145 
scurvy and ean 273. 5 096 
— scurvy-rickets me ey 0 


in testing for occult blood iA 
trichinosis and . 729 
urticaria and ae 
vomiting and 
Dietary, ergotism and 224, 
Dietl’s crises ? 115, 
— appendicitis simulated 
— from movable kidney 
665, 
— simulating calculus .. 
— vomiting from : 
Differential leucocyte count 
in diagnosing eosino- 


673, 


259 
280 
665 


765 
Ia 
765 


philia .. = SUS; 

— — — — leukemia » 632 
Differential leucocyte count, 

normal 23 
——--—-— in pernicious anie- 

mia 24 
——-(and see Lympho- 
cytes; Myelocytes; Poly- 

morphonuclear Celle : ete.) 


Digitalis, bradycardia from 

84, 704 

delirium cordis from .. 704 
effect with adherent peri- 

cardium : : 

— — mitral recurzitation E 


765 | 


— headache relieved by .. 296 
— heart affection benefited 485 
— in mitral stenosis ae 3 
— palpitation from 484, 486 
— polyuria from A WBN 
— tachycardia from 703, 704: 
Dilatation of bladder (See 
Bladder, Distended) 
— cecum (see Cacum, 
Distention of) 
— colon, from constipation 656 
— — idiopathie (See Hirsch- 
sprung’s Disease) 
— — from obstruction 657, 663 
— — succussion in.. .. 654 
— — x-rays in diagnosing... 654 
/— duodenum, from carci- 
noma of duodenum.. 662 
— heart (see Heart, Dilata- 
tion of) 
|— sigmoid colon, succus- 
sion in Zs . 652 
DILATATION OF 
| STOMAC 173 
— — abdomen distended _ 
from : eels 
— — acetonuria from ae 4 
— — after abdominal in- 
jury Siz ae ikioes 
| Dilatation of stomach, acute 
173, 174 | 
— — in acute fevers ae hene Cit: 
— — from adhesions wae ete 
—-— with asthenic dys- 
pepsia oud 
— — from atony 174, 244, 
317; 653 
— — from calcified cyst .. 174 
—-— carcinoma 174, 271, 
316, 678, 767 
— — — of duodenum 174, 
661, 662 
— — — gall-bladder 174 
— — — pancreas 174 


DIPLEGIA 


| Dilatation of stomach, contd. 


— chronic , ; 

copious vomit from ae 

diaphany in diagnos- 
ing she 

dilatation of 
simulating .. 3 

dipping in diagnosing 

from duodenal ulcer. 

eructations from 

by excess of food or 
drink ate es 

— from fermentation 

— from gall-stones 

— by gas 


colon 


Dilatation of stomach, gas- 


tric contents with 

—-— juice analyses 

diagnosing : 

— from gastric paralysis 
— — ulcer 


in 


Dilatation of the stomach, 


general account of . 
in heart failure 
hiccough from 173, 
hour-glass stomach 
simulating .. 
from hydatid cyst 
lavage in diagnosing. . 
idiopathic (fig. 276) 
indicanuria from 
indigestion from 
inflation in diagnosing 
174, 
in mitral stenosis 
after operations 
— paradoxical 


Dilatation of the stomach, 


physical signs of 52 I, 
in pneumonia 
ptyalism from we 
from pyloric Pontes 

tion 317, 653, 660, 


720, 
— renal tumour ie 
— sarcine with .. 115, 
— signs of i 
- from spasm of pylorus ¢ 
— splashing with 115, 


174, 522, 652, 
— not proof of se 
tetany from .. 
thirst from 
torule with 
visible peristalsis with 
174, 653, 
vomiting with 115, 


ae 


173, 522, 653, 765 
—- — @-rays in diagnosing 
115, 317, 653, 678 
Dilatator tubee, clicking in 
ear due to aun (0748) 
Dinitrobenzene, acute yel- 
low atrophy from 334 
— in bellite af 534 
— jaundice from 325, 334, Seif 
— in roburite 334 
Diphtheria, accommoda- 
tion affected by >. 64 
— acute nephritis from .. 10 
— albuminuria in .. dei, Ale! 
— arthritis with .. 340 
— ataxy from = 106 
— bacillus of (see Bacillus, 
Divhtherize) 
Diohtheria (Plate XXVIII) 612 
Diphtheria, bacteriological 
recognition of 419, 614 
— bronchial easts in >. 644: 
- pe breathing 
in 108 
— coma in.. 117 
— conjunctivitis from 231 
— cough from 149 
— cultures in diagnosing. a 64, 
Diphtheria, cutaneous 558 
— cyanosis from 157 
— diagnosis from other sore 
throats nes 14 
— diazo-reaction in iris} 
— difficult swallowing after 543 
— digital .. 240 
— dilatation of heart in s. wilt 
— dysphagia after 64, 196 
— dyspnoea from .. Je LDM 
— of ear : 422 
— epistaxis from 220 


Diphtheria, contd. 
Diphtheria, follicular Mit 
sillitis and - 614 
— foot-drop from 113 
— foreign body simulating 157 
— gangrene from .. -» 255 
— gastritis from o2 208 
— beart-block from . 546 
— infective arthritis after 648 
— influenza simulated by.. 589 
— Kirkland’s disease simu- 
lating .. 616 
— Klebs- Loeftler bacilli in 
154, 196, 589 
— knee-jerks lost in . 359 
Diphtheria, laryngeal . 419 
— — obstruction from 157, 
418, 589 
— leucocytosis in .. . 360 
— limping after - 362 
— measles with oa 99 
— membrane on pharynx 419 
—— uvula.. .. 419 
— meningitis in 090 
— — simulated by . . 590 
— menorrhagia from ss 336 
Diphtheria, ‘mild cases of, 
paralysis after -. 989 
— mistaken for laryngis- 
mus stridulus .. 420 
— nasal ‘ Prat ks) 
— — bacterial diagnosis Beye HY) 
—-— voice after 64, 154, 512, 
589, 627 
— neuritis after 140, 362 
— ophthalmoplegia interna 
from .. - 902 
— orthopnea from. 418, 419 
— otorrhcea from .. «. 422 
— paralysis- of abdominal 
muscles from. 154 


— of ciliary muscle after 
64, 197, 589 
— the diaphragm from 65 
— palate after 64, 154, 
196, 512, 588, 627, 764 
— pharynx after . 588 
peripheral neuritis after 
56, 61, 64, 65, 113; 
153, 154, 197, 465, 512, 589 


— prognosis of purpuric .. 554 
— ptyalism after .. 543 
— pupil not reacting to 

convergence in er iai & 
— — reflexes after .. ie G4 
— purpura in 553, 554 
-— regurgitation of food 


through nose after 64, 
154, 196, 512, 588, 764 


— retracted head from .. 589 
— rigor in . 4 .- 595 
— scoliosis from 153, 154 
— simulated by caseous 
bronchial gland son 
— sore throat in . 64, 613 
— spleen enlarged in 632, 637 
— stomatitis from . 542 
— stridor from . 650 


submaxillary glands in- 
flamed from .. Beet hy) 
tachycardia after 65, 703, 704 


— throat swabbings in .. 419 
— and tonsillitis, relative 
pyrexias of 574. 


toxeemia in F psn? 
typhoid fever simulated 
by . 637 
ulcer of cornea from 
ulceration of larynx from 


287, 292 
— vagal neuritis after .. 703 
— — paralysis after 65 
Diphtheria, Vincent’s an- 
gina simulating 614 
| — weak first sound in 214 
_- of wound 737 
Diphtheria, bal drop from 
(Fig. 2 ae 
| Dipniheatic antitoxin, pur- 
pura from .. 5d8 
Diplegia, from bilateral 
cerebral softening 515 
— cerebral, athetosis “from 
132, - 729 
— — embolism ay Leo 
— — dysarthria in 627 
— — facial paralysis in 493 


Diplegia, cercbral, contd. 
— — intention tremor in 
724, 729 
mental. backwardness 
with 132, 729 
optic atrophy with 132, 729 
pupils unequal with.. 729 
scissor gait with 132, 729 
— — sphincter trouble with 729 
Diplegia, congenital ceregral, 


general account of .. 132. 
— contractures in.. 139 
— from porencephalus .. 139 
+ spastic infantile 132, 139 | 
Seeremor from .. aon ote 
Diplobacilli of Morax- 

Axenfeld, conjuncti- 

vitis from 231 


Diplocoecus intracellularis 
(see Meningococci) 
— — meningitidis (see Men- 


-ingococci) 
— pneumoniz (Plate 
AXVIII) 614 
DIPLOPIA. 174 
— from abscess of or bit), 177 


Diplopia, binocular, general 
account of 175, 176, 177 
— crossed (Fig. 82) 76 
— cured by glasses ere 3, 
— in disseminated sclerosis 4.96 
— from hemorrhage into 
OLbib, ~... 
— homonymous (Fig. 81) 
from low error of refrac- 
CLOW Ss. 5 eee Miz 
Diplopia, monocular, peheral 
account of > 
— from orbital growth .. 177 
Diplopia from paralysis of 
eye muscles (/%g. 83) 
— physiological .. : 
from strabismus 
vertigo from 
(and see Strabismus) 


Tie 
176 


I 

Boral 

= 177, 6 
= qf 


Dipping Bias 
Dirt, marasmus from 385 
— ty ‘phus fever and 335 
— eating 43 
- disease 3 99 
Disc, choked (see N euritis, 
Optic) 
Discharge from the ear (see 
Otorrhcea) 


— eye, from ophthalmia .. 7 


DISCHARGE, NASAL 178 
—-— from antral disease 
179, 180, 462, 658 
— — bacillus lepree in 383 
— — bacterial examination 178 
Discharge, nasal, various 
causes of (78, ae 180 
in glanders .. 179, 559 
Ber RRGE FROM THE 
NIPP ss 181 
— — blood- peat ey from 
duct carcinoma 687 
— — bloody 181 
— — milk, at puberty 686 
— — — soon after birth 686 
— — milky : 685 
——in Paget’ s disease 730 
-- purulent ch aet he “ToKey 5} 
DISCHARGE, URETHRAL 181! 
— — bacteria in 67 
— — bacterial diagnosis 181 
— — due to carcinoma 184 
— — from chancre «. 184 
Discharge, urethral, endo- 
scope in investigating 183 
— — due to foreign body.. 184 
= — in gleet 182, 183 
Discharge, urethral, in 
gonorrhea 182, 381, 469 
—— from gout ... 181 
—— due to-herpes . 184 
—-— inguinal glands en- 
‘larged from 381 
Discharge, urethral, method 
of investigating 183 
— = non-gonococcal .. 184 
— — due to papillomata .. 184 
— — from polypus.. 183 
— — prostatic abscess 620 
— — rheumatism 181 
—-— due to soft sores 184 
— — from stricture oy alti} 
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Discharge, urethral, contd. 
— — due to syphilis 
— — with testicular abscess 622 


— — due to tubercle 184. 
— — without micro-organ- 
isms ne a LS 
DISCHARGE, VAGINAL.. 185 
— — blood-stained, from 
carcinoma .. 186 
— — — from endometritis. 185 
— — — fibroid 186 
— — — hydatidiform mole 186 
— — — polypi 7 86 
— — cervical erosions 185 
— — endocervicitis sae albeit) 
—— endometritis .. 185, 391 


foul, from carcinoma 
185, 186, 


— — — chorion eipthelioma 391 
— — —. fibroid ss 185 
— — — pessaries 185, 186 

— — pyometra 186, 392 


Discharge, vi vaginal, gonor- 
h Je 


— in puerperal fever 
pyosalpinx with ~~ ONS 
salpingo-odphoritis and 690 


— — ulceration of perineum 620 
—-— white .. . 185 
— — yellow 185 
Discomyces, madura foot 
Liga 3g 736 
Dislocation of hip, con- 
genital 156 
— — — abdomen prominent 
from a Pe 
— — — lordosis in . 251 


— — — waddling gait from 251 
— of jaw, ptyalism from.. 542 
— lens 175 
-- ophthalmoscope i in dia- 
gnosing Ae 175 
— — pupil irregular from. 551 
— — shallow anterior cham- 
ber from Be SO) 
— = tremor of iris from .. 175 
— of spleen.. 629, 630, 641 
Diseases, proper names 
associated with (see 
end of Index) 
Disorientation in aleonolism 20 
Disparateness LTS 
Disparation : eeelaite 
Disposition, change of, in 
general paralysis .. 120 
Dissecting-room sore, epi- 
trochlear gland  en- 
larged from .. 381 
— — finger affected by 240 
Disseminated sclerosis, 
abdominal reflex 
absent in .. So Ge 
— — allocheiria in 7 
— — amblyopia in su RS 
— —ankle-clonusin 307, 517 
— — aphasia in -. 148 
— — astereognosis in . 609 


ataxy in 57, 251, 307, 517 
Babinski’s sign in 
68, 148, 307, 728 
black spots before eyes 
from 


cerebellar tumour simu- 
lating 

coma fr om 

contracted visual fields 


Et etal 
central scotoma in 517, 760 . 
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| Disseminated sclerosis, contd. 


BLT | 
117. 14¢ | 


TER Ae ; 517, 728 
— — convulsions in 144, 148 
— — diplopia in ~. 496 
— — dysarthria in .. + 627) 


erythromelalgia w ‘ith 441 


extensor plantar reflex 


in 502, 517 
— — facies of ‘4 .. 234 | 
— — fatigability in . 148 | 
gait in 2 128 


Disseminated sclerosis, 


general account of .. 728 
— — girdle painin .. - 260 
— — — sensation in . 609 
—-— headache in .. 294, 295 
— — hemianezsthesia in .. 609 
— — hemiplegia in 303, 307 
— — hippus in . 552 


hysteria simulated by 727 
— simulating .. « $28 


impaired articulation 
in 

intention tremor in 148, 
307, 496, 517, 724, 


knee-jerk increased in 


307, 5 


mereury poisoning 
simulating .. 
monoplegia in 
neuralgia in .. 
neurasthenia simulated 


148 
728 


- 313 


neurosis simulated by 
517, 

numbness in .. 
nystagmus in, 
408, 496, 502, 


148, 
517, 
728, 
ocular paralysis in .. 


496, 502, 517, 
— neuritis rare in 
optimism in . 
pallor of optic dise i in 
728, 
pareesthesia in 
paralysis of accommo- 
dation in Ar 
— one leg in . 
paraplegia from 502, 
penile erection absent 
precipitate defecation 
in oe 
pseudo - nystagmus — 
with A 
Disseminated sclerosis, sen- 
sory changes in 


518 


7 609 


760 | 


760 


optic atrophy in 148, 


760 


5 DZ 


148 
760 


a aay 


760 
496 
514 
313 


Disseminated palerusls: signs 
148 


of 
-— spasticity In «. 307, 
—-— speech in 307, 517, 
627, 
—-— sphincter trouble in 
148, 496, 502, 517, 
Disseminated sclerosis, CUE 
ptoms of ae : 
tremor in ie - 
variations in Symptoms 
— voice hesitant in 
vomiting in 
writers’ cramp simu- 
lated by is 
Dissolution, sense of im- 
pending, in angina 
pectoris ee 
Distention, abdominal (see 
Abdominal Distention) 
Distoma hepaticum 325, 
— pulmonale 287, 
Disuse, contractures from 


q 
— muscle wasting from 


Diuretics at 

Diuretin, poly uria from .. 

— relief of angina by 316, 

Divarication ‘of recti, test 
for 


| - — visible peristalsis from 


Divers,noises. in the head in 
Diverticula of colon, age 
incidence of .. 125, 
carcinoma coli simu- 
lated by 
obstruction from 
pericolitis from 
sigmoidoscope in dia- 
gnosing as 
simulating carcinoma 
vesicocolic fistula from 
Diverticulitis, abscess from 
238, 
Diverticulitis, acute, general 
account of .. 453, 
— carcinoma simulated by 
130, 453, 


— tumour with 

Diverticulum, 
intestinal 
from 

— of csophagus, vomiting 
due to ri 

Diving, epistaxis from 

— fracture of spine from .. 

Dizziness (and see Vertigo) 

— before apoplexy 
— from aortic regur gitation 


Meckel’s, 
obstruction 


d02 
728 

728 
307 


724 
517 


ae ley 


295 


666 


130 
763 


APPA 


242 


147 
207 


809 


Dog-bite, hydrophobia from 
138, 197; 
Dogs, effect of toluylene- 
diamine on AB) 
— jaundice in Ws 2030 
— tenia echinocoeccus in .. 65 
Dome-shaped dullness, 
from hepatic abscess 291 
Dorsalis pedis artery, ces- 
sation of pulsation in 34 
Double consciousness, hys- 


730 


terical . 20 
| — vision (see Diplopia) 
Douches, astringent, steril- 
ity from 646 
— menorrhagia from 386 
| Douglas’ s pouch, malignant 
deposits in - 587 
— — hydatid in 49 
— — swelling in (See Pelvic 
Tumour ; Swelling, 
Pelvic ; and Swell- 
ing -in Douglas’s 
Pouch) 
Dragging, in chest, from 
ehronic mediastinitis 435 
— loin, from hydrocele 481 
— sensation, from hepato- 
ptosis ay -- 368 
—- in hypochondrium 
from carcinoma of 
liver. mn Nts: 
Draught, myalgia. from aire es 
~ stiff neck PrOMe ss 429 
Drawing up of legs (see 
Legs, Drawing up of) 
Dreamy state, from cerebral 
tumour ae Ae Moke) 
Dribbling of saliva, in 
babies 5 ~- 042 


— — bulbar paralysis 042, 589 
— facial paralysis 
— (and see Ptyalism) 
of urine ~ (See Urine, 
Dribbling) 
Drinking, diabetes insipidus 
simulated by. . 537 
— polyuria from 534, 535, 536 
— secret ie .. 905 
— — neuritis from.. se OO 
Drop-foot (see Foot-drop) 
Drop-wrist (see Wrist-drop) 
Drowning, from cramp 
Drowsiness, in acute yellow 
atrophy : Ae 
— from cerebral disease -» 295 
— cirrhosis rr we 382 
diabetes . a 
meningitis ‘ 
phosphorus poisoning . 
uremia .. tye 40, 
Drug rash 96, 5538, 5454, 
602, 755, ae 
— from acetanilide. 
from arsenic .. 
aspirin 222, 
atoxyl.. 
atropine 
belladonna 
bromide 96, 98, 222, 
559, 560, 563, 757, 
butylchloral hydrate 
299% 
eacodyvlate of soda 222, 
chloral. . 222, 
chloralamide 
chlorate of potash .. 
copaiba 222, 384, 553, 
563, 


413, 
229. 
229, 


a45 
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cubebs 
eucalyptus, sore fingers s 
from 239 
iodide 98, 559, 560, 
563, 757 
nodules due to .. 98 
purpura from 4 3 
pustules from 98, 
560, 5 
— acne simulated by 5 
— nocomedones with 5 
small-pox 
ted by 
syphilide simulating 
urticaria from 
vesicles due to 
iodoform 
— purpura from 


simula- 


O19 NA Ot or 
VO WIAD 


WrmoN Ses 


810 


Drug rash, contd. 
— — mercury 
neo salvarsan 


— — pityriasis rubra after 604 
— — from quinine. 602 
— — rhubarb . 5a PPA 
— — rhus toxicodendron na EE 
— — salvarsan a ve 224 
— — sandalwood oil 222 
— — santonin Oil 
— — seales in 602 
— — serum injections 56 RS 
— — sulphonal 222, 553, Tiga 
— — syphilis simulating .. 384 
— — trional. 222 
- = urticarial, causes of. Otol 
— — from vanilla ae _ 775 
Drugs, acute cedema of 
“tongue from .. 698 
— amblyopia from 759 
— anemia from .. SOD 
Drugs, anuria from -- 40 


— aphrodisiac ae -. 098 


— black urine from 745, 747 
— bradycardia from 84 
— bulle from 96 
— carboluria from 746 
— Cheyne-Stokes breathing 108 
Drugs causing wheals_ .. 771 
Drugs, coma from 118, 144 
— convulsions from 144, 145 
— cyanosis from .. So lay 
— deafness from .. 166 
— delirium from 169 
— dermatitis from 5 TR) 
— diazo-reaction from .. 173 
— discoloration of skin.. 529 
— eruptions due to 757 
— — pityriasis rubra after 604 
— erythema from .. 222 
Drugs, Fehling’s solution 
reduced after 157, 261 
— foul breath from Ab tele) 
— — taste from 705 
— for gall-stones .. 650 
Drugs, glycuronic acid in 
urine after .. ase eo 
— headache from .. ae 28) 
— hematuria from 275, 650 
— hemoglobinuria from .. 284 
— hypothermia from Si 
— jaundice due to.. 5 CAD 
— leucocytosis from 360 
— leucopenia from Fide BM 
— methemoglobinemia 
from 161 
- methsemoglobinuria from 
157, 533 
— noises in the head from 406 
— edema from 410, 413, 698 
— palpitation from 484, 486 
— photophobia from 525 
— pink urine from 745 
— polycythemia from 533 
— polyuria from .. 535 
— priapism from 538 
— ptyalism from ~. 542 
— purpura from .. 553, 554 
— rectal concretion from.. 718 


scaly eruptions from. 612 


— sore fingers from 239 
Drugs, strangury from 649, 650 
— sulphhemoglobinemia 
frOM, ie ras ee litoah 
— in sweat. .. 655 
- tachycardia from 703, 704 
— tenesmus from .. 718 
— thirst from 720 
— tinnitus from 723 
— transmitted by suckling 145 
— tremor from .. eZ 
— unequal pupils from 552 
urine coloration from ,. 744 
Drugs, urticaria Wels 77i 
— vesicant , jo 1313) 
— vomiting from _ : 764, 765 
— weight reducing 5 7 
— xanthopsia from 762 | 
— yellow urine from 744 


Drug-taker, shifty eyes of 234 


Drummers’ cramp a Lo 
Drums beating in head .. 406 
Drumstick bacilli - f30 
Duchenne’s palsy . 507 


Ductus arteriosus, " patent 
(see Patent Ductus 
Arteriosus) 


DRUG RASH 


Diihring’s disease. . 


— — eosinophilia in Sn, PAIRS) 

Dullness, abdominal, with 
ascites. . ous 

— — all over A renee eas 

— — from ovarian cyst .. 689 


— in tuberculous perito- 


nitis : 
— over aneurysm .. . 208 
— cardiac, increased to 


| Dithring, on scrofulodermia 559 | 


left in chronic nephritis 11 | 


— — in mitral regurgita- 
tion 
— increased to right, in 
congenital heart dis- 
ease. ; 
over distended. bladder 
dome - shaped, from 
hepatic abscess a 
over enlarged thymus 
gland... 
fibroid lung oe 
in flanks, with acute 
peritonitis -. 592 
— ascites 44, 689 
— in general peritonitis 3888 
hepatic, deficient (see 
Liver Dullness) 
over hydrops amnii .. 
with ovarian cyst 
over pleuritic effusion 
168, 206 
in pneumonia . 642 
to right of sternum, from 
aneurysm 92,93 
— — with tricuspid regur- 
gitation .. ae 92 
Dumb-bell crystals 423, 741 
Duodenal bleeding, coma 
LOM pre Z aeLLs 
— noises in head after .. 406 
lesions, subcutaneous 
emphysema from .. 203 
obstruction visible peri- 


45 
45 


stalsis from .. 521 
— ulcer, abdominal tender- 

ness from ORT 
— — acute ascites from .. 47 
— -—-— peritonitis from .. 592 
— — adhesions from iy OUGAE 
— — albumosuria with 16 


aneemia from 33, 36, 271 
appendicitis simulating 450 
blanching due to .. 120 
blood per anum from 33, 75 
cholecystitis simulating 450 
cicatricial fibrosis of.. 174 
dilatation of stomach 
from : ‘ 
distinction from gas- 
chiGu 
empyema fr om 
exploration in  dia- 
gnosing . 450 
gall-stones simulating 272 
gastric HCl with . 451 
— ulcer simulating .. 271 
Duodenal Meee general 
account of : 
general peritonitis from 388 
hamatemesis from 75, 
265, 271 
oT 
75 


174 


UG 
104, 106 


heartburn from 
hunger pain with 386, 
Duodenal ulcer, hunger 
pain of 
hyperacidity with 
indicanuria from 
indigestion from 
internal hemorrhage 
from 118, 120, 720 
interscapular pain from 
461, 462 
leakage from, con- 
stipation after . 126 
local peritonitis from 174 
— rigidity over . 592 
— spot of tenderness 
from ; 55 LM 
loss of weight from .. 
melena from 36, 75, 2 


75 
LOL 
a. exbes 


nocturnal pain from.. 
occult blood in feces 

with 101, 
cedema of legs after .. 


126 
414 


89, 210 


OL} 


271, 437, 450 | 


DYSOSTOSIS 


Duodenal ulcer, contd. 

— — pain in the abdomen 
from ne ei ll 

— back from . 


--- epigastrium from .. 462 
— — pain after food ‘with. 75 
---in hypochondrium 
with a 450 
— — — hypogastrium from 462 
— — — shoulder from 474. 
— — pancreatitis from 100, 101 
— — perforation of se AT 
— — — collapse from 436 
— — — laparotomy for 436 
— —— pain in epigastrium 
from = 436 
-—--— pneumoperitoneum. 
from 652 
— — — shock from 436 
— — pleurisy from.. 106 
— — ptyalism from . 543 
—-—rapid emptying of 
stomach and ate 
— — sex incidence of 75, 451 
— — simulating enlarged 
gall-bladder 368 
— — — gall-stones .. 5 B® 
— — — gastric ulcer aa Bho 


subdiaphragmatic ab- 
scess from 451, 652, 655 
suppurative peritonitis 
from x Bre eee | 
vomiting from 75, 271 
z-rays in diagnosing.. 272 
Duodenum, ankylostomiasis 
of a at ay ep! 
carcinoma of (see Car- 
cinoma of Duodenum) 
catarrh of, jaundice from 
325, 474 
— pain in shoulder from 474 
— pancreatitis from = LO 
congenital obstruction of 130 
dilatation of - 662 
gall-stone ulcerating into 
265, 
kinking of, with movable 
kidney . 33) 
movable kidney dragging 
on 
obstruction of, no ab- 
dominal distention with130 
tumour of, ascites from 46 
— portal obstruction from 46 
ulcer of (See Duodenal 


280 


Ulcer) 
Dupuytren’s contraction, 

finger pads with . 347 
— — (Fig. 59) .. 142 
— — from gout ~. 142 
— — occupation and . 142 
— fracture, talipes from .. 114 
Durham, trichophyton rosa- 

ceum in .. 247 
Duroziez’s sign sa eS 
Dust, cough from . 148 
— sore throat from 55 Nk) 
Dwarf, dachshund type .. 187 
— penguin-like .. ees 
— seal-like .. Sq tkeksy | 
DWARFISM {86 | 


Dwarf elder, polyuria from 535 
Dyers, stained nails in .. 399 
Dynamometer, in Dercum’s 
disease . 410 
— testing hand-grips 
Dysarthria, aphasia distin- 
guished from 302, 626, 627 


— from bilateral facial 
paralysis . 627 
_— bulbar palsy 5 OPT 
— cerebral diplegia O27 
— disseminated sclerosis .. 627 


Dysarthria, general acvourlt 
of é 


— in general paralysis O24 
— gummatous meningitis.. 627 
~ hemiplegia and.. 302, 626 
— from internal capsule 
lesions 302 
— myasthenia gravis 627 
— myopathy 628 


peripheral neuritis and 627 
Dyschezia from carcinoma 129 


— diarrhcea with . 122 
— from distended tubes .. 129 
— enemata in relieving 122 


5 OB al 


Dyschezia, contd. 
— feeces needing to be dug 


out in.. ee be 
— from fibroids oa oe 
— fibrous stricture’. of 
oe ao 229 
- Fy. 132 
nischerke general account \ 
of 127 
- intestinal - constipation 
distinguished from .. 121 
— from invagination of 
rectum : .. 129 
— ovarian tumour. . 129 
— pressure on rectum 129 
— rectal examination in 
diagnosing 121, 128 
— insensitive rectum with 121 
— sigmoidoscope in dia- 
gnosing 121 
= suppositories in relieving 122 
— in women : -. be 
— g-rays in diagnosing 128 
Dysentery, abscess of liver 
after 3s oo2, 00m 
— acute ascites in.. ws 44 
— agglutination test in 172 
— albuminuria in .. Ame te 
— albumosuria with 5 16 
— amceba causing 77, oe 716 
— anemia with 34 
— arthritis with 340 
— asylum wen WA 
— atony of colon after 
(Fig. 50) aK: 123 
— bacillary : V7 
- bacteriology in diagnos- 
ing oe SL 
- bladder opened by. 582 
— blood inspissated in 161 
— — and mucus stools in 
76, 172, 663 
— chronic .. Pet ie 7; 
— colon thickened in 663 
— comain.. 4 117 
— cyanosis in : 16L 
— diarrhcea with .. Lie 
— general abdominal pain 
iBYOY ye + 459 
— — wasting from.. Oe 
- hematuria from 275, 283 
— hyperpyrexia in 30g 
— indicanuria from .. 314 
— liver abscess after 253, 
291, 369 
— loss of weight after .. 770 
— meteorism in ©. B89 
— mucus due to 76 


Dysmenorrhea, meno eae 


“as 


Dysmenorrhea, types of 
pain in 192 
Dysostosis, cleido-er anial 


dwarfism from 


pain in iliac fossa from | 452, 


454, 459 
— — limbs in a% «- 463 
— purpura in m . 553 
— pus in stools from . 557 
— pyuria from <. O09 
— rigor rare in 2 .< 595 
— Shiga’s bacillus in 172, 716 
— stenosis of bowel after.. 125 
— suppurative peritonitis 
from x a. 4a 
— tenderness over colon 
from . . >» - 668 
— tenesmus in Ge ‘172, 716, 717 
— ulceration of bowel ‘from 283 
— — opening into bladder 575 
— — of rectum due to 585 
— ulcerative colitis a 
variety of 76 
| Dysidrosis, cheiropompho- 
lyx and mee 
— fingers affected by 239 
— miliaria and ie 755 
DYSMENORRHEA «. 192 
— acute abdominal pain 
iunayeay «ed ~s Lge 
— from appendicular ad- 
hesions 457 
— blue brain and . 163 
Dysmenorrhea, conditions 
simulating .. ASS 
Dysmenorrhea, list of 
causes of os oe 


vm 


Dyspareunia abs at 193 
Dyspareunia, causes of 193, 194 
— kraurosis vulvee 193, 194, 701 


— sterility from .. 646 
Dyspepsia (and see Indiges- 
tion) 
— from achylia 318 
Dyspepsia, acid 5 By 
— acute abdominal pain. 193 
— — ptyalism from .. 543 
—from alcohol .. sa By 
— anxiety . ne Oe 
— appendicular Als eae 
Dyspepsia, asthenic 319 
— from atony 319 
— bleeding gums from 72 
— brain lesions simulating 315 
— carcinoma of stomach 
simulating 270 
Dyspepsia, from carcinoma 
of stomach .. 316, 769 
— catarrhal jaundice after 328 
Dyspepsia, pranives} in stools 
with . 171 
— chronic, from " gastric 
ulcer a 7-008 
-— with cirrhosis Sia! 
— cough from ss 148 


from defective teeth ae 319 


— deficient exercise 319 
— diarrhoea from .. gal 
— from emotion .. Sal 
— flatulent 3 319 
— — heartburn from 297 
— foul breath from . 87 

Dyspepsia, functional, gene- 
ral account of 318, 319 
— from gall-stones 297, 316 
— gastralgia 319 
— gastritis simulated by.. 317 
— gouty... oF 319, 753 
— from grief 5 oA Bist 
— hasty meals ar 319 
— headache from .. 296 

— heart disease simulated 
by 433, 435, 709 

— from hyperssthesia of 
stomach ; Aa BHR) 
- hyperchlorhydria OLS 
Dyspepsia, hypersthenic .. 319 
— hysteria simulating .. 315 


— insomnia from .. 32) 


— liver congestion with . 369 
— loss of appetite from .. 4838 
— — weight from .. 5 Seka!) 
— myocardial affections 
simulating - 485 
— nervous, oxaluria and. - 424 
— from neurasthenia 466 
— with nutmeg liver 368 


— from oral sepsis 319 
Dyspepsia, organic, differ- 
ential diagnosis of 


316, 317, 318 
— from over-fatigue 9 OM) 
— over-work ae a8 Ml) 
— oxaluria and 281, 424 
— pain in the back from.. 428 
— — chest from 709 
— — round heart from .. 435 
— palpitation from 435, 485 
— pelvic lesion simulated 
by dus ree 468 
— photophobia from 525 
— precordial pain from 433 
— pregnaney simulating .. 315 
— from pyloric spasm 319 
— pyorrha@a 74 
— rosacea from 241 
— senile 319 
— from shock Z 319 
Dyspepsia, simulated by 
485 


fatty heart 

— simulating dysmenorrhceal 93 
— tabes simulating 5 ols 
'— from tea 3195 321 
— tenderness in chest from 709 
— from tetrachlorethane.. 334 
— tinnitus from .. ame tee 
— from tobacco Se only) 
— tongue swollen in . 698 
— — tootL-indented from.. 698 

— ulcer of tongue from 
738, 740 
— from unsuitable food .. 319 
— vertigo from Seo 
— from worry gece LD 


{ 


DYSPAREUNIA 


DYSPHAGIA 
— from. aneurysm.. 
— from bilateral 
paralysis aa 
in bulbar paralysis 135, 
LOT 5895 543, 
from carcinoma 195, 199, 
266, 435, 
cervical adenitis 
cicatricial stenosis 
cleft palate 
corrosives 
dermatitis herpetiformis 
after diphtheria 196, 
erythema bullosum 74, 
geueral paralysis 56 
hydrophobia 138, 
hysterical ae OG. 
from idiopathic dilata- 
tion of cesophagus 
after irritants 


195, 
facial 


— larynx lesions 198, 
— lead poisoning .. 
Dysphagia lusoria. . 
— from mercury ae 
— mumps .. 198, 
— myasthenia gravis 197, 


Dysphagia due to nerve 
causes 
Dysphagia from cesophageal 
obstruction 194, 195, 
Dysphagia from pain on 
swallowing 
— paralysis agitans 
— of hypoglossal nerve. . 
pemphigus ms 74, 
pharyngeal stenosis 
post-pharyngeal abscess 
pouch of cesophagus 196, 
ptyalism from .. Sc 
from quinsy 
sore throat 
spasm of cesophagus .. 
spasmodic, in  hydro- 
phobia 5 
from stomatitis 74, 
syphilis .. ‘ 197, 
thyroid gland enlarge 
MENte oe 
tongue lesions 
— tubercle of larynx 
DYSPNEA 5 
— from abductor paralysis 
acute, from aneurysm 
opening into pul- 
monary artery - 
— — — superior vena cava 
aortic valve rupture. . 
bronchitis ng 
bronchopneumonia .. 
heemorrhage into thy- 
roid 
irrnption of caseous 
gland into trachea 
laryngeal paralysis .. 
pneumothorax 
tabes .. 
— tooth-plate in larynx. 
from alkalies 
from aneurysm. . 
angina Ludovici 
aortic ape aa ge 
asthma .. 
athletes’ heart . 
with anuria 
from bronchitis 
bronchopneumonia 
capillary bronchitis 


198, 


92, 


in chlorosis ne e 

chronic mediastinitis .. 

chronic nephritis 

from congenital heart 
2155. 217, 

diphtheria ate 

emphysema 

with fatty heart 

fibroid heart 

— lung 

goitre a2 

Graves’s disease 

heemorrhage into intra- 

thoracic sarcoma 

— — mediastinum . 

— — thymus 

— — thyroid 


cardiac, asthma simulated 


454. 


esis deafness from 
| Har 


ECZEMA 


Dyspnea, contd. 


— heart disease 322 
— with hepatoptosis 368 
— hydrophobia 138 
— hydropneumothorax 652 
— insomnia from , - 322 
— from laryngeal obstruc- 
CLONE OOO 
— ligneous thyroiditis . 158 | 
— mediastinal new growth 434 | 
— mitral regurgitation LOR 
— myocardial changes .. 300. 
— myocarditis nis PREY) | 
— osteitis deformans - 670 
— overstrain of heart . 214 
— phthisis .. 5 - 322 
— pneumothorax .. .- 432 | 
— polycythemia and - 933 | 


from post-pharyngeal ab- 
scess Loos OG 
pulmonary embolism 159, 289 
Riedel’s disease. . . 158 
renal, asthma simulated 


Yy eK re a 
retracted head from .. 590 


— spasmodic, from asthma 42 

— from thyroid gland en- 
largement ee? 

— from uremia 40, 296 

— (and see Breath, Short- 
ness of; and Ortho- 

pneea) 
DYSTOCIA 199 
— from cystic kidneys 12 


Dystocia, list of causes of 200 
Dystrophy, muscular (see 
Myopathy) 
Dystrophia adiposogenitalis 
(igs W716): <% . 409 


AR, Arnold’s nerve of 
the : ave, eS 


— boils affecting we) 203 
Ear, cerebrospinal fluid 

from .. 119, 421 
— chilblains affecting . 203 


component parts of the 163 


— condylomata in.. .. 422 
— dermoid cyst of.. . 203 
— diphtheria of - 422 


discharge from (see Otor- 


rhoea) 
— eczema of 203, 422 
— — cough from .. 148 
— epithelioma of 378, 422 
— erysipelas affecting 203 
— foreign body in, (see 
Foreign Body in Har) 
— furuncle in 422 
— hemorrhage from (see 
Heemorr! hage from ae 
— — into middle i 
— herpes affecting 203 
— with facial palsy 493 
Ear lesions, noises in He 
head from. - 406 
— — nystagmus from 408 
= — vertigo from .. ..- 408 
— liguor Cotunnii eseaping 
TOTO 421 
— lobules, absent, in pro- 
geria .. IG) 
— lupus affecting . 422 
— polypi in (see Polypus of 
Ear) 
— pulsation detected by 
208, 693 
— rodent ulcer affecting .. 422 
— sebaceous cyst of 203 
— — glands in as 422 
- swelling of, from furuncle 422 
Ear, syphilis ‘of internal .. 752 


_ telephone 3 « 0 
— urate of sodium in 
— wax in, cough from .. 
164, 
of corn, inhaled, 
gangrene of lung from 
EARACHE 
Earache, various causes of 
203 


| Kars, atrophy of, from lupus 


| — blue, blue brain and 


- 608 
sme) 
«5 234 
.. 156 


erythematosus 


— coarse, in cretinism 
— cyanosis of 


811 
Ears, contd. 
— hematomata of, in gen- 
eral paralysis 243 
— large, in mongolism 238 
— pitcher-shaped, in mon- 
golism 238 


Raynaud’s disease affect- 


ing 203, 256, 699 
— singing in, in arterio- 
sclerosis 


thick, in myxceedema .. 234 
Eason’s reaction, in haemo- 

globinuria  .. . 285 
Eating of dirt 45 
— excessive, uric acid and 742 
— rapid, sense of fullness 


BUBCL ee 245 
Kberth’s bacillus (see Ba- 

cillus Typhosus) 
Ecechondroses, from arthri- 

tis ve 56 .. 148 
Ecchymoses . 592 


Echinococcus (see Hydatid) 
bl Tee ia, general account 


: 146 
- convulsions in 137, 146 
— rigors simulated by - 594 
Ecthyma Axe 7 O00) 
— impetigo and :. 557, 558 
— pustules in 557 
Ketopic gestation, felt per 
rectum 587 
Ectopic gestation, notes on 690 
— — abdominal pain from 393 
— — acute abdominal pain 
from Ike, OOS 
— — blanching due to = 20 
— — bimanual examination 
in detecting 468 
= DLOod) sper aca 
with OOS 
— — collapse from 393 
= = COMMMNE IANO ae Sel 
— — faintness from 395 


internal bleeding from 

3935 0995 t 

leucocytosis from 

metrostaxis from .. 
pain in  hypochon- 

drium from 4 


— — — the pelvis from 468, 688 

— — pallor from 593 
—-— pelvic swelling with 

393, 688 

— — rigidity from a6 BEB 

— — ruptured 120, 193 
— — simulating dysmenor- 

rhoea A so, 1EYS} 

— — — peritonitis .. - 993 
— — swelling in Douglas’ s 

pouch from . O87 


tenesmus from ee eels 
g 


— — tubal mole from... 393 
— — uterine bleeding due to 393 
— vomiting from eeeee (O'S) 
Betotare x ate ~- 248 
Ectromelus 188 
Ectropion . 220 
Hezema, anidrosis ‘with 654 
- baldness from ae. af 

— bathing-drawers region 
affected by 401, 600 
— burning in aa 5998 

- cheiropompholyx simu- 
lating . 756 
— crusts in 558, 600, 602, 7d5 

| Eczema, dermatitis distin- 
guished from 755 

— ear affected by 148, 202, 
203, 422 

— eczema marginatum dis- 
tinguished from 250 
— eosinophilia rare in 219 
— erythema from... 222, 602 
— erythrasma simulating 251 
— favus distinguished from 247 
— fingers affected by 239, 240 
— folliculitis from . . .. 249 
— folliculorum 602 
— — papules in . 487 

Eczema, general account of 
755 
— from glycosuria. 260 

— granulosis rubra nasi dis- 
tinguished from 654 

— impetiginous, cutaneous 
diphtheria simulating 558 


812 

Eezema, contd, 

— itching in 491, 540, 558, 560, 
710, 756 

— lens in diagnosing 488 


— lichen urticatus simulat- 


ing : 6 TNS 
— lips ‘affected by 365, 600 
— marginatum, bathing- 


drawers area affected 401 
— dhobie’s itch and .. 250 
— eczema distinguished 

from ne - 250 

— — epidermophyton caus- 

ing .. : 248, 250 

erythrasma simulating 251 
microscope in diagnos- 


Ings... 250 
Eczema marginatum, parts 
affected by .. 250 
— — seborrhcea distinguish- 
ed from 250 
— miliaria simulating 79d 


— mycosis fungoides simu- 
lating .. 55 eh 
nails affected by 250, 399 


— nipple affected by 730 
— no discoloration after .. 487 
— cedemafrom . 562 
— from otitis media 422 
— otorrhcea from .. -. 422 
— Paget’s disease simulat- 

ing 730 
— papular .. = GOO 
— — blood-crusts in ne AGT 
— — itching in 487, 488 
Eczema, papular, lichen 

planus distinguished 

from .. - 487 
---+ scrofulosorum simu- 

lating . 488 

— — vesicles in . 488 
— papules in . 487 
— pityriasis rubra after —.. 604 
— -—-— pilaris simulating.. 604 
— prurigo distinguished 

HERON, og “- .. 490 
Eczema, psoriasis distin- 

guished from . BY 
— pustular 557, 560 
— — impetigo simulating.. 558 
— ringworm simulating .. 249 | 
— rubrum .. is O00 
— scabies simulating 755 
— scabs in.. == 600 
— scales in 488, 601, 602, 603 
— seborrhceic 600, 602, 603 
— — congenital syphilis dis- 

tinguished from .. 401 | 

— — of flush area .. . 242 
Eczema, seborrheic, of in- 

fants A . 401 
— — parts affected by 491 
— — sealiness in . 242 


— small-pox simulated by 562 
— staining of skin from .. 602 
— syphilides simulating 491, 560 
— tenderness of scalp from 710 
— tinea circinata  distin- 
guished from . 249 
— — of umbilicus .. . 483 
—— versicolor simulating 250 
— vesicles in 487, 488, 600, 
758, 754 
— due to wax in ear . 422 
— weeplng in . 600 
liffervescence, urinary 4, 5 
EFFUSION IN CHEST, 
BLOODY 
EFFUSION IN ’ CHEST, 
SEROUS 
—-—-—(and _ see Pleural 
Effusion ; and 
Pleuritic Effusion) 
— pericardial (see Pericar- 
dial Effusion) 
Fegs, albuminuria after .. 15 


EGG-SHELL CRACKLING 150 


— — from aneurysm en OUS 
—— osteosarcoma... 152, 693 
— nail a ate .. 400 
Egypt, ankylostomiasis in 521 
-- bilharzia in 79, 282 
— cirrhosis in 5a) Guth 
— relapsing fever in . 596 
— splenomegaly in 634 


EHRLICH, dete REAC- 
TION OF 


, Hjaculatory 


ECZEMA 


ducts, gono- 
coccal infection of 

Hlastie fibres in sputum 
(see Sputum, LHlastic 
Fibres in) 

tlbow, osteo-arthritis of.. 347 

— pneumococcal arthritis of 339 


EMPHYSEMA 


| Embolism, cerebral, contd. 


- position in tetany os 2 | 


- tuberculous diseuse of .. 3 
llbow-jerks, increased, in 
brachial monoplegia.. 502 
— — hemiplegia 
llbow-joint disease, 
atrophy from : 
Elbows, psoriasis affecting 
489, 491, 602, 
rubra pilaris 


arm 


— pityriasis 
affecting .. 4 
- rheumatic nodules on .. 732 
— seborrhceic eczema affect- 
ing 
— small- -pox ‘affecting 
- xanthelasma of . 
Hlectric blindness, 
thropsia in 
— currents, gangrene from 2 
— light, eye-strain from .. 
— steel groovers, subacro- 
mial bursitis in 
— — welders, Se dee 
in 924 
Electrical reactions in my- 
asthenia gravis 
Electrical reactions, normal 
82, 583 
— in Raynaud’s disease, 
etc a. ees .. O84 
— — tetany 3, 584 
Thomsen’s disease 
(and see Reaction of 
Degeneration) 
— treatment of functional 
aphonia : 
Electricity, insomnia 
lieved by 
— in lowering high blood- 
pressure os 323 
Electrocardiogram, in dia- 
gnosing angina pec- 
LOLIS wer 6 
auricular fibrillation 
94, 485, (ig. Be 
heart- block 
heartburn z 
myocardial changes 15, 
paroxysmal tachy- 
cardia 548, (Fig.289) 7 
Stokes- Adams’s  dis- 
ease 
between stomach and 
heart lesions : 
— of heart-block es, Bilis 
38) ; 
— heart cases 3s . B44 
— showing extrasystoles 
(Fig. 231) : 
Electrolysis of water-pipes, 
plumbism from 
Elephantiasis, atrophy of 
’ testis from .. 66 
Elephantiasis, blood changes 
in Peco 
— chylous ascites with .. 50 
— chyluria from 28, 50 
— from filariasis 28, 109, 411, 
OR EAT 
— geographical distribution 28 
— impotence from e oll 
— from lymphatic obstruc- 


ery- 


re- 


486 


709 


tion po ALL 
Elephantiasis. pseudo- .. 4il 
— scroti ..- 695 
— syphilis simulating 701 
Embolism, cerebral, acute 
rheumatism and Se ane, 
— — age incidence of 119, 147 
— — aphasia from.. . 626 
— — apoplexy from sty LAG 
— — athetosis after 132, 133 
— — in children 133 
— —. brachial monoplegia 
from 501 
— — Babinski’s sien with. 68 
— — cerebral softening fr om 
108, 515 


Cheyne-Stokes breath- 


IN Ony eee oe LOS] 


—-— coma from 118, 119, 


304, 640 | 
— — diplegia from los 
— — from endocarditis .. 147 
— — epilepsy after 5 11835} 


fungating endocarditis 


and 34, 119, 303, 304, 

Embolism, cerebral, he- 
morrhage after ; 

—-— headache from 294, 


heart bruits and 
from heart disease 133, 
hemianopsia from 301, 
hemiplegia from, 68, 
133, 258, 303, 304, 
from intracardiac 
thrombosis. . 
mental defect after .. 
from mitral stenosis 
303, 


speech defect after .. 
from thrombi 
tremor from .. 
— — unilateral paresis from 
— of cord, in infective endo- 
carditis 5 
in fungating endocar ditis 
gangrene from .. an 
— from heart disease 
— infarction from.. 
— of kidney from 
from intracardiac throm- 
DUS. es 
— mesenteric, in fungating 
endocarditis 34, 389, 
heematemesis from ate 
from heart disease . 
intestinal obstruction 
simulated by 
laparotomy in egos 
TIES ae 
—- melana from. 
meteorism from 
peritonitis from 
— — simulated by 3 
peripheral, in fungating 
endocarditis . 50 
pulmonary, bronchial 
breathing from 
after childbirth 
from clot in heart 
eyanosis from 
dyspnoea from 
gangrene of lung from 
2095 
heemoptysis from 159, 
289, 


infarct from . 
from infective endo- 
carditis 159, 
lateral sinus throm. 
bosis 159, 
mitral stenosis 
after operation 
orthopnea from 
from otitis media 
pain in chest from 
159, 289, 290, 
pleuritic rub from 
rales from é Ar 
sudden death from 
159, 
from venous thrombus 
159, 


in pyeemia 


159, 2 
159, 2 


640 


- 640 


295 


5 JA 


Embolism of spleen, contd. 
— — pain in chest from .. 640 
— — spleen enlarged from 632 


— sudden pain from .. 258 
/— unequal pulses from .. 550 
Embryoma of kidney .. 356 
| — — aching in loin from .. 278 


| 
| 
} 


| Emetics, vomiting from .. 


515 


302 
640 


. 147 


133 


304 | 
Spastic paraplegia after 132 


133 


. 133 


644 


-2 209 
- 290 
sy PRS, 
em Log 


430 


. 290 


290 
290 


290 
596 


— — (and see Infarct of Lung) 


ing endocarditis 
— renal, in fungating endo- 
carditis oe lt 
— — hematuria from 
— — infarction from 
— — pain in loin in 


Embolism, retinal, appear- 4 


ances after 


— — (Plate XX) 
— — black spots before eye es 
from : es 

| — — blindness from 

— — in fungating endocar- 
ditis Le 
— of spleen, in fungating 
endocarditis 34, 632, 


Embolism of spleen, general 


account of 


| — of radial artery, in fungat- 
. d5d1 


— — colic from .-- Je 
— — hematuria from 275, 278 
— — renal enlargement from 278 
Embryoma of testis 480, 696 
765 
Hmetine, disappearance of 


amoebae after. 77 
| Emissary vein (see Vein, 
Emissary ) 
Emission, nocturnal, albu- 
minuria after : 
— — oxaluria and . .. 424 
Emotion, acute yellow 
atrophy after .. oom 
— angina pectoris from .. 434 
— blushing from . 240 
— convulsions from . 144 
— diarrhoea from . 173 
— dyspepsia from.. . oom 
— jaundice ‘from .. 325, 337 
— menorrhagia from . 386 
— palpitation from on 486 


| — hyper-resonance from .. 
| — inelastic skin with 


ptyalorrhcea from 543 
tremor from .. 
uncontrolled, facial nae 


alysis and .. .. 493 
— uncontrolled, in pseudo- 
bulbar palsy .. -. O29 
Hmphysema, albuminuria 
from aor 21g 
— ascites from 46, 217 
— from asthma 153 
— asthma, distinguished 
from by eosinophilia 219 
— — simulated by.. . 535 


— back pressure from 46, 217 
barrel-shaped chest in 


167, 366 
Emphysema and obron- .| 
chitis .. a .- 160 

— bronchitis with 14, 46, 


153, 167, 217 
bulging above and below 
clavicles in . 68 
cardiac dullness dimin- 


ished in 167, 206 
— chest changes with 14 
— — expansion slight in 167 


Cheyne-Stokes breathing 


TRO eye 108 

— clubbed fingers from -. Lidl 
- compensatory, with fi- 

broid lung oo SG 

- constipation from 128 

— eyanosis from .. 161 
— deficient vesicular mur- 

mur in : .. 266 

— dyspnoea from .. 322 

— epistaxis from .. 220 

expiration prolonged in 167 


Emphysema and fatty heart, 
pels of distnote 


ing . 485 
- flatulence ‘with. 241 
— hemoptysis from 289 


— heart failure from 14, 46, 

LOS elute 
— — impulse impalpable in 
— — obscured by . 217, 297 
— — sounds hard to hear in 


— insomnia from .. 321, 

— intercostal spaces wide in 167 

— liver dullness diminished 
in 167, 366, 

— enlarged from 

— mitral stenosis mistaken 


fora a: + 

- menorrhagia from 386, 387 

| — neck short in o« 

— cedema of legs from 217 

— in old people >) ee 

— orthopnoea from 823, 418 
— outline of chest in ms 

80) te. 167 

~ over-distended chest in 160 

— pain in chest from 432 

| — — limbs in . 463 

— palpitation from 484, 485 


Emphysema, contd. 
emehysema, physical signe i 
— pneumothorax from .. 531 
polycythemia from 532, 533 
resonance increased in.. 167 
ribs everted from . 366 
right ventricle enlarged 
from 2D, 
— rupture of bleb in 
shortness of breath from 


85, 89 

— shoulders square and 
high in enLLOW 

— smail respiratory expan- 
sion in 160 


Emphysema, subcutaneaus, 
various causes of 

— — crepitus from 

EMPHYSEMA, SURGICAL 203 


— — of abdomen 655, 656 
— — from fractured rib .. 532 
— — gas - producing mi- 
crobes .- 656 
— — wounds 2) 000 
— systolic bruit with 5 eee 
— telangiectases round 
waist from eh FMD) 
— ‘tenderness of chest in .. 708 
— tightness in chest from 432 
— tricuspid regurgitation 
from tee SEA 
— vesicular murmur dimin- 
ished in , way Loe 
— violent coughing bouts 
HOM ees - 289 
— winter br onchitis with. 160 
— — cough from 14 


Emprosthotonus, in oe 138 

EMPYEMA _-+ 103 

Empyema, abnormal sites 
of oe 


86, 103, 643 

— absence ot breath sounds 
With © 5°. 103 
— — voice sounds with 103 
— adhesions round 532 
— albuminuria with 13 
— albumosuria with ee LG 
— anemia with 32, 34 


Empyema of antrum of 
Highmore 180, 462 
— — — subjective smells 
from : 
— from appendicitis 103, 
104, 
— ascending nephritis 
— axillary abscess from . 
— bacillus coli communis 
causing . ‘ 
— — pyocyaneus causing. ‘ 
— bronchial breathing over 
— bronchiectasis after 
— from bronchopneumonia 
LOS, 
— bursting through lung.. 


Empyema, causes of -- 103 
— chest bulged on one side 

by = Ars aS 
—-— shrunken from 153, 

154, 168 

- from cholangitis . 106 
— clubbing of fingers from 

oLiee a Gath 

- crackling rales over .. 103 

— diaphragm depressed by 658 
Empyema, difficulties in 

locating 643 

— from duodenal ulcer 104, 106 
— elastic fibres in spuutm 

due to OU) 

— with few signs 291 

— fibroid lung after 292 
— fetid bronchitis simu- 

lated by 643 

— foul breath from ri RAT 

— — sputum from. 260, 643 

- — taste from «- 105 

— from fractured rib .. 104 

Empyema of frontal sinus {80 


— — — (and see Sinus, Frontal) 
gall-bladder, albumosuria 


with Aig 
— — from carcinoma = eo 
— — cholangitis from ABS! 
— — from cholangitis . 326 
— — from gall-bladder infec- 

tion 104, 106 


217, 299 | 
; B8l | 


150, 153 | 


TT ey as 


EMPHYSEMA 


| Empyema of gall-bladder, contd. 


— gall-bladder enlarged 
by Ae et LOD 
— from gall-stones . 326 
— leucocytosis from 254, 360 
— operation for , 264 
— from typhoid fever. 
254, 333 
gangrene of lung simu- 
lated by 260, 290, 643 
from gastric ulcer 103, 
104, 106 
gumma of liver.. aan LOG 
hemoptysis from 287, 291 
from hepatic abscess 104, 
106, 370 
hydatid cyst of liver .. 106 
indicanuria from 315, 745 
from infarction of lung 106 
injury ‘ 104 
lardaceous disease from 
» 635 
latent .. -. 103 
leucocytosis with 35, 
360, 361 
lobar pneumonia 103 
after measles 597 
needling in diagnosing 35, 
, 160 
nephritis from .. 9 
from new growth of liver 106 
after operations 106 
osteo-arthropathy from. 352 
from otitis media 106 
pain in the chest from 
430, 431, 432 
paths of infection in 104 
from pelvic peritonitis.. 106 
perinephric abscess 104 
perinepbhritis 106 
periodic pus expectora- 
tion from eae 
from peritonitis 106 
phthisis .. 104 
Empyema, without physical 
signs .. 86, 643 
after pleurisy .. 597 
pneumococcal 103, 104, 105 


Empyema, 


after pneumonia 35, 104, 


(Fig. 


pneumothorax from 
pointing .. 168, 169, 
polymorphonuclear cells 
and ete 35, 
prolonged pyrexia from 
563, 
from pylephlebitis 
pyosalpinx 
pyrexia of 


rarity of peritonitis from 
LOG 


from renal calculus 
retraction of chest after 
rib-resection in . us 
rigor from 595, 
ruptured into 
lung 86, 168, 291, 531, 
532, 643, 
after scarlet fever 
seoliosis from 
septicemia from 
simulated by abscess in 
the liver : 
— lung abscess . 
— subdiaphragmatic ab- 
scess 


simulating bronchiectasis 
Ae Ges 
-. LO04 
. 290-| 
. LO4 
subdiaphragmatic. 
abscess 103, 104, 370, 


sinus from 
staphylococci causing 
stench from 
streptococci causing 
from 


sudden abundant expec- 

toration of a4 
tenderness of spine from 
from tuberculous kidney 
typhoid bacilli causing. . 


Encephalitis, age incidence 


of 
ataxy from 
athetosis after .. 


120, 


— brachial monoplegia from 502 


IEE, 
120. 
502, 


coma from 

conyulsions with 
146, 

headache with 120, 


567, 


502, 


71) 160, 291, 
574, 597, 
. 531 


643 


999 


“aan 


361 
567 


. 106 
oe LOG 


574 
106 


169 


103 
597 


705 


aeRO 


153 
637 


- 103 


103 


103 | 


86 


658 


86 
713 
106 
104 


132 
58 


75: 


591 


B11 | 


525 


| — Sarcoma simulated by 


ENDOCARDITIS 


Encephalitis, contd. 
hemiplegia from 303, 
lumbar puncture in dia- 
gnosing 
meningitis simulated by 
optic neuritis from 120, 
paraplegia: from 132, 
photophobia from 
post-mortem diagnosis 120 
prognosis in - . 120 
pupil small with . 552 
pyrexia from ..- 502, 511 
retracted head from 
relation to poliomyelitis 
simulating meningitis 
120, 
— sinus thrombosis 120, 
vomiting with 120, 502, 
pile 
Encephalocele, exophthal- 
mos from 
Encephalopathy, saturnine 
Enchondroma of meta- 
carpal (Fig. 282) 


525 
511 
525 
510 


(Fig. 282) 
— — simulating 
Endarteritis, cerebral, hemi- 
plegia from 
- — from syphilis.. 
— — thrombosis from 


. 304 
.. 304 


— cerebral softening from 515 | 


— gangrene from ., 255, 258 


— hemiplegia from aly 
— syphilitie ole 
— — headache from . 294 


- — spinal, allocheiria from 17 
Endocarditis, absence of 
pyrexia with.. 
— acute, from acute rheu- 
matism, 90, 96, 105, 
209, 211, 2838, 464, 614 
Endocarditis, acute, bruits 
from . 
— cardiac 
plated from 
in children 
— aortic disease after .. 
— — regurgitation from 
- systolic bruit from 
Endocarditis, - acute, of 
aortic valve .. 
— — apical diastolic bruit 
from 
— — — systolic bruit from 2 2, 
89590, 201 
— calcification of valves 
after 5 2A 
— — in children ~2 “DA 
acute, from chorea 90,209,211 
— — from erysipelas 90 
Endocarditis, acute, general 
account of 
mid - diastolic bruit 
from 6 Ph IDE 
mitral regurgitation 
from oe 
— stenosis after moe ala 
myocarditis with .. 212 
palpitation from peeled) 
from pneumonia 90 
precordial pain from 
from puerperal fever 
reduplication of first 
sound from ..° 211 
— from scarlet fever 
90 209, 
sclerosis vl valves after 
from septicemia 
— in tonsillitis .. 
age incidence of 
aortic disease from 
cerebral embolism from 
fungating, acute abdom- 
inal pain in ,. 4 
Endocarditis, fungating, 
acute aneurysms in... 
— nephritis from 
age incidence of 
albuminuria in 
alternative names for 555 


89 


impulse dis- 

& yall 
5 Pala 
209 
93 
92 


209 
93 


587 


90 


211 
214 
90 
Gy eit 
° 93 
nity AGE 
147 


76 
640 
Artes 
2. 304 

7 


aneurysm from 
— of hepatic 

from 
aortic 
from 


artery 


regurgitation 
93,.209 


211 | 


304 | 


- 525 | 


303, 304 | 


815 


Endocarditis, fungating, contd. 
— — apical systolic bruit in 89 
— ascites in eaeow 
— axillary aneurysm from 667 
— blood cultures in 34, 


209, 566 
— — bruits in : 566 
— — without bruit 8, 566, 640 
- — acase of 5 7 
— — cerebral abscess from 502 
— — — hemorrhage from.. 640 
— — Cheyne-Stokes breath- 
ing in 108 
Endocarditis, fungating, 
| chief signs of... 34 
= — coma in Ty, 640 
— — convulsions from 3d 
— — disappearance of pulse 
in me Se od: 
SS Slovo) bissaa nny 8, 51 
— — — of spleen in 34 
— — — of brain in 34, 119, 
303. 304 
— — — cord in ey) 
— — — intestine in 34, 389 
Se Sahin otal 7, $5 BY BRS) 
— — lung in Aw 59, 290 
— — — pancreas in Ae 
= — radial artery in 2. Spi 
I Fetinea, IN). s See, 
—-—-—spleenin .. 384, 632 
—- fingers clubbed in 
(fig. 270) 640 
— gangrene from ‘ 3 
Endocarditis, fungating, 
general notes on .. 640 
— — gonococeal ., 217, 574 
—- heematemesis in = 20d 
— — hematuria from 7, 8, 34, 
283 
— — hemoptysis from 288 
— — hemorrhages with 34 
— — hemorrhagic erosions 
Tiere ‘t, mee PAS) 
— — heart block from . 546 


anemia from 7, 21, 34, 640 | 
34 


51, 331 | 


hemiplegia from 303, 304, 


; 640 
— — hyperpyrexia Oo 
— — influenza simulating 564 


intestinal obstruction 
simulated in 76, 389 
jaundice with . 334 
no leucocytosis with.. 34 
liver enlarged in (Fig. 
270) ; ., 640 
meningitis from se OOn 
— simulated by On 
micrococcus rheumati- 
cus in < ne PADS) 
mitral regurgitation 
from meee Ll 
—— of months’ ‘duration 567 
Endocarditis, fungating, 
multiple emboli in 
nephritis from 
neuritis in 
neuroretinitis in 
cedema of ankles from 
— face from 
obscure pyrexia fr om 
optic neuritis with .. 
from osteomyelitis .. 
pain in the back from 
paralysis from 34, 303, 
304, 640 
peripheral neuritis from 61 
peritonitic rubin ,.. 34 
peritonitis from 
petechize in 
pleurisy in 
pheumococeal 
from pneumonia 
prolonged pyrexia from 5 
pulmonary, bce 
tence from , 
of pulmonary valve. 
purpura with 34, 553, 
(Fig. 236), : 
pyrexia from 7, 34, 
334, 


7 
> 
5) 
283 


209, 


without pyrexia 

renal tube casts in . 

retinal haemorrhages in 

rigors in 34, 595, 

serum treatment arog nes 

shortness of breath 
from te ag 7 


814 


Endocarditis, fungaiing, contd. 
— — simulating gastric car- 


cinoma : 21 
—-—-— pernicious anemia 21 
— — simulating nephritis 7, 283 
— — — hemic bruits 7 
— — spleen enlarged in 34, 

32, 637, (Fig. 270) 640 
— — staphylococcus in 209 
— — streptococcus in 209 
— — sudden pain in loin in 283 
— — temperature chart in 566 
— — tonsillitis in . : 34 
— — tube casts in. 283 
— — typhoid simulated by 567 
— — — simulating. 565 
— — typhus simulated by 
563, 567 
— — vaccine treatment 34 
— pulmonary regurgitation 
from ne me 217 
— pyrexia from 574 
~— without pyrexia 574 
Endocervicitis, character of 
discharge ‘from se 185 
Endometritis, acute perito- 
nitis from 592 
— anzemia from 35 


— backache from 192, 387, a 
Tiel 

blood-stained watery dis- 
charge from .. 
cachexia with .. 

characters of discharge 
from .. 

cured by cur etting 

dysmenorrheea from .. 192 

leucorrhcea from ~ 192, 387 

menorrhagia from 185, 

192, 386, 

metrorrhagia from 390, 

microscope in diagnosing 

3875 SOL 

pigmentation of face with 99 


391 
99 


. 185 
LOZ 


387 
391 


— rare with ovarian cyst.. 387 
— with retroflexion - 387 
— retroversion - oot 
— salpingo-odphoritis . 387 
— senile, foul discharge 
from aie 
— — metrostaxis from - 392 
— — pyometra from . 186 
— sterility from .. 646 
— with subinvolution .. 387 


Endometritis, symptoms of as 
— in virgins 
Endoscope, 
through . ‘ 
— in diagnosing stricture 
183, 394, 396, 470, 620 
-—- urethral calculus 283, 469 
Endoscope, in wiaggostay 
urethritis Me 
— herpes of urethra seen 
through neuter | 
—p apillomata ur ethrae seen 
through . 184 
— polypus seen with - 183 
— soft sores of urethra seen 
through . 184 
Endothelioma of antrum 
180, 685 
— hypernephroma and .. 356 
— of jaw, spread to nose.. 179 
— nose, discharge from 179, 180 
— palate, microscope in dia- 


calculus seen 
. 184 


gnosing 588 
— parotid gland . 695 
Endothelioma of _ testis, 
notes on : as 
— vulval swelling from .. 700 
Endothrix .. : -- 248 
Enema, barium, in dia- 
gnosing spastic con- 
stipation 245 


Enema, bariuns, technique 
125 


0 
— bismuth, ‘in diagnosing 
carcinoma coli (Fig. 54) 126 
in diagnosing fecal tu- 
mours 354, 631, 677, 
dyschezia relieved by .. 
erythema from.. 
fecal accumulations re- 


718 


moved By) -y:* 
— ileoceecal v alve Lescas) by 
(Fig. 18 -. 426 


ENDOCARDITIS 


| Enema, contd. 


— in intestinal obstruction 129 
— vomiting after .. 
ENLARGEMENT OF THE 
FOREHEAD .. .- 203 
— gall-bladder (see Gall- 
bladder Enlargement) 


_ ENLARGEMENT OF THE 


sympathetic 217, 541, 552 
| Entassement 499 | 
Enteric fever (See "Typhoid 
Fever) 
Enteritis, acute, indican- 
uria from Ne 314 
— blood and mucus motions 
from AA ao Sos) 
— with cirrhosis 371 
Enterolith, felt per rectum 584 
Enteroptosis, abdominal 
swelling from . 655 
— with movable kidney .. 33 
— undue abdominal aortic 
pulsation 543 
— viscera displaced in 659 
Enterospasm : -- 426 
— constipation with 438 
— epigastric pain from 438 
Enterospasm, general ac- 
count of 124 
- mucomembranous colitis 
with .. 438 
— relation to food.. ». 438 
Entropion, pain in eye 
from ane . 445 
— from trachoma .. 231 
ENURESIS hs 218 
— nocturnal, from oxaluria 424 
Envelope crystals. . 423 
Eosin,; Charcot - Leyden 
crystals stained by .. 102 
— mucus stained by 399 
— pink urine from .. 745 
— in sweets oe TAO ad 
Eosinophile cells, in asthma 
102, 153 
— — coarsely granular, char- 
acters of .. 22 
—-—-—-— (Plate II, Fig. L) 22 
— — normal numbers of .. 218 
— — in pleuritic effusion .. 102 
— — relative numbers of 23, 218 
— — in sputum 102, 219 
- pha Nie Ss AP 
(Plate IV) 26 
EOSINOPHILIA aoarl te) 
Mey heascre 219, 521 
— in asthma 153, 219, 535 
— in bullous dermatoses 99, 219 
— with cancer of liver 375d 
— eysticerci causing 405 
— in dermatitis herpeti- 
formis 219, 755 
— with elephantiasis = 28 
— in filariasis £09, 219 
— in herpes gestationis 96, 219 
— with hydatid disease 49, 
226, 253, 291, 374, 375, 658 
Eosinophilia, list ‘of causes 
of 218, 219 
- parasites | 26, 33, 109, 
219, 405, 464, 519, 
521, 729 
— in trichinosis 464, 729 
Epicanthus, in Mongolism 23 
Epicritic sensibility 606 
| Epidemic cervical adenitis, 
general account of .. 6I6 
_-— — — sore throat in 613 
— diarrhoea A aera 
— infective jaundice 325 
— influenza 639 
— the Manchester. 66 


122 | 
222, 224 


450 | 


HEART (and see Heart, 
Enlarged) 
(for. other 
ments, see 
Various Organs) 
ENOPHTHALMOS 
— from paralysis of cervical 


Enlarge- 
under 


ptomaine poisoning 554, ve 


— relapsing fever . 596 
— spotted fever ~- O54 
— of tetany oh a lb 
— trichinosis : Ae 

| Epider molysis bullosa, 
bulle in 96, 98 
— — fingers affected by .. 239 


765, 767 | 


‘206 | 


SARE 


EPISTAXIS 


Epidermolysis bullosa, conid. 

| Epidermolysis bullosa, genera! 
account of sg 4! 

— — nails affected by 


399 


| — — related to urticaria .. 98 
Epidermophyton inguinale 
248, 250 


Epididymis, cysts of the 481, 697 
Epididymis, encysted hydro- 


cele of. . 695 
— enlarged, from epididymo- 
orchitis 4 .. 478 


gonococcal infection of 182 
new growth of .. aa OMT 
nodule in 478, 479, 622 
secondary syphilis of .. 
Epididymis, swollen, general 

. account of .. . 697 
| — tuberculous nodule in 

277, 622 
Epididymis, various affec- 

tions of the 477, 478, 479, 


, 481 
| — atrophy of testis from.. 66 
Epididymitis, causes of 66 


gonorrheal, 

66, 409, 697 
— non-gonococcal urethritis 182 
— obesity after -.- 409 
Epididymitis, septic . 697 
Epididymitis, tuberculous 697 
Epididymo-orchitis (and see 

Orchitis) 
Epididymo-orchitis, general 

account of ar, ee 479 


Epididymitis, 


— gouty .. : 742 
— hydrocele from .. 481 
Epididymo-orchitis, list of 
causes of : ne Th 
— from mumps 66, 696 
— after typhoid 696 


Epigastric angle, wide, from 
emphysema Ae 

— — widened by ascites . 

— sensation, as an aura of 


217 
43 


epilepsy ; 67 
Epigastrium, fullness Ta, Sule 
— hernia in .. 436 
— injury to, shock from .. 765 
Epigastrium, organs con- 

tained in 60 
— pain in (See Pain in the 

Epigastrium) 

— pulsatile tumour in 437 
— pulsation in, from large 

heart .. . +2) 206 
— stomach seen in 660 
— succussion in .. 660 
— tenderness in(see Tender- 

ness in Epigastrium) 
— tumour in (See Swelling 

in Epigastrium) 

— visible peristalsis in 660 
— sense of weight in, in 

gastritis 317 
Epiglottis, tuberculous ul- 

cers of. 293 
Epiguanin, uric acid from 742 
Epilepsia media . 145 
Epilepsy, absentmindedness 

in : 136 

| — albuminuria in. 144, 146 
= aphasia an expression of 626 
| — apnoea in : 5) 
| — asphyxia in 145 
| — athetosis associated with 132 
|— aura in .. .. 145 
| — — the only sign ‘of $ 68 
_ Epilepsy, aura in, varieties 67 
— automatism after 20, 144 
— Babinski’s sign in 4 GS 
— bradypnoea in .. 84, 85 
— bromide in diagnosing... 535 
— bruising in 554. 


from cerebral embolism 133 
clonus in eles 
coma in.. 117, 144, 145 
convulsions in 68, 137, 143, 

144, 145, 


deafness from 166 


— defecation during fit . ; 143 
| — dementia from .. ~ ed 
| — enuresis from egal koi 
| — family history and . 145 | 
_— flushing in .. 241 
| — foaming at mouth in .. 145 
| — hands in.. ey 


479 | 


| Episarkin, uric acid from.. 7 
146. 148 


| Epilepsy, contd. 


— headache in 143, 145, 296 
— heart thumpings from.. 486 
— hebetude after . 145 
— hysteria simulating 13% 
— indigo blue in treating.. 747 
— in infants .. 145 
— injury during 457, 554 
— insanity and .. 145 
— irritability from 323 
Epilepsy, Jacksonian 137 
— — aura in 2 67, 147 
— — consciousness in 147 
— — head injury and 147 
— — localized convulsions 
HPO: .. 144 
— — sear on head ‘and 147 
— — ‘spread’ of attack in 147 
— — from syphilis.. 147 
— — unilateral convulsions 
in 147 
Epilepsy, Jacksonian, local- 
izing signs... . 68 
— jactitations in .. ape 35 
- laryngeal spasm repre-_ 
senting 5A .. 152 
— lassitude after .. . 143 
— loss of consciousness in 68 © 
— — of reflexes during fit.. 148 
Epilepsy, major, pagar lL of 
typical 145 
— mania after Ae . 148 
— medico-legal aspects of. 20 
en. menor ele a 
- Ose. 136 
— objects varying in size in 763 
— palpitation from 484, 486 
— parageustia in .. . 705 
— partial : . 145 
— pavor nocturnus ‘and . 322 
— from plumbism.. 34 
— polyuria from 535 
— priapism from .. 538 
— pupils immobile in 13% 
— — dilated from .. 552 
— purpura in 554 
— pyrexia in go 144 
— rigidity of face in 729 
— rigor simulated by 594 
— simulated by ee 148 
— — eclampsia 146 
— — in heart disease 146 
— lung disease .. 146 
Epilepsy, simulated by 
malingerer 137, 147 


— Stokes-Adams’s disease 


146, 546, 549 
— — uremia at .. 146 
— sleepiness after .. 143 
— smell aura in 612 
— stertor in 85 
— stupor after i 85 
— taste aurain .. -. 705 
— tetanoid . .. 145 
— tongue bitten in 594, 698 
— urine passed during 143, 594 
— vertigo in . . 752 
— — aura in : 752 
— vomiting due to. . 2) hee 
— voluntary suppression of 
attack in é «» Lom 
warnings in . 13a 
‘Epileptiform neuralgia .. 447 
EPIPHORA 730220 
— in facial paralysis .« 493 
Epiphyses, large, in rickets 635 
Epiphysis, separated . 695 
—— in congenital syphilis 
348, 670 
— — paralysis of limb from 348 
Epiphysitis, from  con- 
genital jie 669 
— in infants .. 669 
— limping from 362, 363 
— pain in the leg from 670 
| — paralysis simulated by.. 670 


Epispadias, urine stream 
changes from 394 
EPISTAXIS a 220 
— in acute yellow atrophy of 
- 5 e & 
— age incidence of 221 
— anemia from .. ..) One 
— blood-spitting from .. 289 
Epistaxis, causes of 220, 221 


Epistaxis, contd. 

— in chronic alcoholism . 51 | 
— nephritis 11, 76, 221, 266 
in cirrhosis 51, 220, 266, 635 
common site of ulcer 


causing = veal 
— concealed ; 221 
— in familial acholuric j jaun- 

dice 332 


fullness in head relieved 


Vv 221 
- heematemesis from 265, 266 
= in-hemophilia .. 221, 273 
— Henoch’s purpura 76 
— Hodgkin’s disease . 274 
— internal carotid erosion 421 
— in leukeemia 25, 221 
— relapsing fever .. aos O 
— scarlet fever 220, 221, 273 


Eranlating hamatemesis 22 
— hemoptysis 
in small- -pox 
speculum in diagnosing 
cause of 
m splenomegalic poly- 
cythemia : 5 
tinnitus relieved by .. 
in typhoid fever 76, 221, 
vicarious menstruation 
and ae 
Epithelial casts 
— cells, similarity of renal, 
ureteral, and vesical 
— renal, in chyluria 
— in urine 
in acute nephritis 
from bacteriuria 
— — from calculus 
Hpithelioma (See Carcin- 
oma) 
— adenoides cysticum 
— distinction from rodent 
ulcer’. Scales) 
serelioms, general notes 
t 5 FADS Tes 
F Ee pitrechlear glands (see 
; Lymphatic Glands, Epi- 
trochlear) 
Hpulis, bleeding gums from 72 
Epulis, fibrous 671, 684 
— malignant se Ode 
— microscope in diagnosing 
— ptyalism from .. 
Equilibrium, mechanism of 
maintenance of 
Erb, on electrical reactions 
in tetany _ 
' = myopathy of 
- Erb’s palsy, general 
count of aie 
— sign in tetany .. 
Erections, painful 
Priapism) 
Ergotism, dead fingers in. . 
— erythromelalgia simu- 
lated by 
— gangrene from 255, 259 
— purpura from .. 553 
— Raynaud’s disease simu- 
lated by . 259 
— from rye 
— tetany from 
Erosion of bone, by aneur- 
ysm 434, 483, 516, 
693, rey, 
—— in Kaposi’s disease .. 
— — by rodent ulcer 
— cervical, backache from 
— — carcinoma simulating 
— — character of discharge 
from ; 
— — metrorrhagia from see KN) 
= metrostaxis from > 392 
— — tubercle simulating .. 391 


733 


751 


ac- 
3, 
(see 


a PAS) 


732 


468 
391 


.. 259 | 
Pst) 


HON 


735 | 


. 185 | 


EPISTAXIS 


| Eructations, contd. 


= haemorrhagic 265, 269, 272 | 

Erosions, in Jacquet’s 
erythema = AOL] 

Error of refraction (see 


Refraction, Error of) 


Eructacio nervosa. 240. 316 

Hructations, acid, from 
dyspepsia .. 319 

— from acute dilatation 
of stomach 2 13 

) — explosive, after soda- 
; water, etc. .. 29088 
} — from gastritis Zoe 


— with intestinal colic 425 
— rapidly repeated, aero- 
phagy indicated by .. 245 
Hrysipelas, albuminuria in 13 
— bacteriological diagnosis 413 
— baldness from con Wes 
— bathing - drawers area 
affected by ..- 401 
— bulle in.. 96, 98, 674 
— diazo-reaction in ao lB) 
— dilatation of heart in 214 
— of ear .. 203 
— endocarditis with 90 
— erythema in . sa eae 
— — simplex simulating See 
— of face bus 674 
— gangrene from .. 255 
- hyperpyrexia in 309 
— leucocytosis with 360 
— lupus erythematosus 
simulating oe LO 
— meningitis from 4. 090 
— oedema, frome) 413) 415. 
— pyrexia in 98, 567, 568 
— rigor in :. 594, 595, 674 
— from a scratch .. - 568 
— simulated in angioneu- 
rotic cedema .. 226 
— — Meige’s disease 226 
- sloughing EON 674 
- spleen enlarged in 632, 637 
— streptococci in.. : 98 
— stridor from oe Gil 
— temperature chart in 
(fig. 245) 568 
— tenderness of scalp from 710 
— toxemia in rhe eels. 
— urticaria simulating Gta: 
— weak first sound in 214 
ERYTH EMA 5 Pypes 
— acute febrile -» 962 
— in acute rheumatism .. 228 
— in angioneurotic cedema 226 
— from arsenic .. 224 
— artefactum 222 
— from atoxyl 224 
— bromides ae fa (9S 
— bullosum, acute cedema 
of tongue from . 698 
— — bleeding gums with .. 72 
— — bulle in 96, 98 
— — colon affected by ee Tk 
— — dysphagia from 198 
— — eosinophilia in Sy eS) 
Erythema bullosum, genera 
account of .. 98 
= — mouth affected by . 74 
-- pyrexia in 75 
— — vagina affected by . 74 
— in cerebrospinal menin- 
itis, 2. 225, 591 
Erytharia classified causes 
of , 223 
— from copaiba 384 
— in dengue 3 225, 466 
— dermatitis herpetiformis 
98, 710, 755 
— eczema 602, 754, 755 
— after enemata 224 
Erythema exfoliativum, 
general account of 223, eet 
— of feet, from cold .. 224 
—-—in erythromelalgia .. 441 


— from filariasis 226 
— fingers affected by 239 
— in folliculitis decalvans 71 
— fourth disease se 2eo 
— a frigore 222 
Erythema fugax 228 
pry iemet general account a 
— in German measles 228 
— gestationis 96 
— in herpes 5 754 
— from herpes progenitalis 618 
— hydatid disease 226 
—abigne . é 222 
— in impetigo 558 
— induratum 223 
Erythema induratum scro- 
fulosorum - 404 
— — tuberculosis and o (ese 
— — ulcer of leg from Rea iye) 
— from iodides os 
— iris, bulle in 96, 98 
— — eosinophilia in 219 


| Erythema iris, corey ac- 


EXCITEMENT 


Erythema iris, contd. 


Erythema nodosum, general 
account of .. 
leprosy simulating 403, 404 
limping from. > 862 
multiple swellings with 668 
osteomyelitis simulated 
b 


404, 668 
— — pains in joints in . 404 
— — pyrexia in 3 . 404 
— — shins affected by . 668 
— — successive crops of .. 404 
— — no ulceration with .. 404 
— papulatum .. 489 
— — from parasites 226 


— with peliosis rheumatica 556 
— in pellagra 162, 226 
— — (Plate X) . 228 
— from polymyositis . 464 
— ptomaine a ws . 224 
— radium . -223 
— in ratbite fever.. -. 998 
— rheumatic 14, 337 
— from rhus toxicodendron 224 
— salvarsan BA eae: 
Erythema scarlatiforme, 
general account of 293, park 
— — scales in 6 602 
— in See fever .. 614 
— from sea-cats .. 224 
— in seborrhceic dermatitis 401 
— from serum injections .. 223 
— simplex .. . 223 
— — erysipelas simulating 227 
Erythema simplex, genera! 
account of .. 227, 228 
— — leprosy simulating 383 
— — scales in 602 
— — scarlet fever simulated 22 
— in small-pox .. 561 
— from sodium cacodylate 224 
— solare a PRY 
— from strawberries 225 
— tape-worm 226 
— toxemia 226 
— trade 3 224 
- trypanosomiasis — ee 26 
— vacciniform, of infants. . 401 
— vesicular, perléche with 366 
- vesiculosum SECO 
— from weever-fish 224 
w-rays .. 223 
Erythramia : 534 
| Erythrasma, bathing-draw- - 
ers area affected Diya st 0 
Erythrasma, general ac- 
count of a 50 4a 
‘Erythrocythemia .. 534 


| 


815 

| Erythromelalgia, age inci- 
dence of 441 

— in apparently "healthy 
persons : .- 441 
— cold relieving . 441 


| 


| 
| 


in disseminated sclerosis 441 


— ergotism simulating .. 259 
— erythema in -- 223 
— flushing of feet in . 441 
— gangrene from .. 255, 256 
— — rare in be -. 441 
Erythromelalgia, general 
account of .. ae 
— influence of posture on.. 441 


Erythromelalgia, intermit- 
tent claudication differ- 


entiated from 441 
— cedema of feet in 44} 
— pain in the feet in 441 
— — the limbs from 256 


| Erythromelalgia, Raynaud’s 


count of 98 
—-— vesicles in . 756 
| — intertrigo, bathine-draw- 
ers area affected by .. 401 
— itching in , 540 | 
Bones Jacquet’s infan- 
tile ue 400 
| — from jelly LSION 9 ye 224 
Erythema keratodes 404, 405 
— due to knot-grass we ok 
| — of. legs, in ‘girls, from 
standing 404. 
Erythema in leprosy 225, 383 
— in malaria <« 229 
— measles .. A eer tel 
— Meige’s disease . - 226 | 
— multiforme 223 
— — in acute rheumatism 105 
Erythema multiforme, 
general account of .. 489 
— — lesions of “ 489 
— — parts affected by 489, 562 
— — pityriasis rubra after 604 
— — prurigo simplex simu- 
lating .. 489 | 
— — seabs in 600 
— — small-pox simulated — 562 
— — strophulus simulating 489 
— — urticaria simulating.. 489 
— — vesicles in 227, 756 
— from neosalvarsan 224 
— nodosum in acute rheu- 
matism 105, 228, 614 
— — age and sex incidence 404 
— — Bazin’s disease distin- 
guished from .. 404 
— — bilateral character .. 404 
— duration of 404 


disease aera alee 
from .. . 444 
| — sex incidence of. 44} 
— in syringomyelia 44} 
— tabes dorsalis 441 
Erythropsia : 762 
Essence of vanilla, “derma- 
titis from oe 1D 
Essential albuminuria {5 
— hematuria 5 275 
Essential hematuria, general 
account of . 28 
— leucocytosis from . 360 
Hsthioméne, syphilis and 701 
— vulval swelling from .. 699 


Estimation of alkapton by 


silver nitrate. 746 
Estimation of suvar 263 
Estimation of tctal acidity 

of gastric contents .. 320 
Ether, blood pigment dis- 

solved by nes» ol 
— hemoglobinuria from.. 284 
— headache from .. 295 
— leucopenia from 55) Be 
— in occult blood test .. 172 


— peripheral neuritis from 61 

— tinnitus from .. Be ee 

Hthmoidal air cells (see 
Sinus, Ethmoidal) 


Eucalyptus, sore fingers 
from 5 2B 
Kunuchs, obesity in 409 


Eustachian tube, adenoids 


obstructed, deafness 
EPO are or, 165 
— — in syphilis 166 


Exanthemata (see Fevers, 
Acute) 

Exercise, anemia and . 487 

deficient, biliousness and 526 

— obesity from . 408, 485 

— uric acid and.. 742 


— effect on albuminuria . 15 
— — aortic regurgitant 
bruit : 485 
— — pulse-rate 88 
— — renal calculus 394 
— hematuria after 280 
— intermittent claudication 
and at -. 441 
— irregular heart made 
regular by . 88 
— palpitations and .. 487 
— pulse-rate and 485, 486, 704 


pyrexia from .. a O18 
rheumatism relieved by 466 
urine amount and . 534 
violent, epistaxis from.. 220 


Excitability, in Graves’s 
disease 215, 722 
— of muscles, increased in 
tetany ae ba tiv 
Excitation, irascible, in 
myxoedema 119 
Excitement, arrhythmia of 
heart and 545 
— diarrhcea from .. eS 
— after epileptic fit 143 
— insomnia from .. oer dl 
— nightmare from -. 402 
— paroxysmal hemoglo- 
binuria from - 285 
— precordial pain from .. 433 
— pulse rapid from 549, 702, 704 
— pyrexia from "573 


816 


Excoriation of lip, in nasal 


EXCORIATION OF LIP 


Extrasystoles, 


We Mackenzie on 
Extrasystoles, 


Extensor, contd, 
— plantar reflex (see Plan- 


tar Reflex) 
— proprius hallucis, nerve 
supply of 498 
External auditory meatus, 
lesions of ; - 422 


cutaneous nerve, pain in 439 
plantar nerve -- 498 
popliteal nerve (see Nerve, 
External Popliteal) 
rectus, paralysis of 176, 


1=-5 


Tie 


Extract, pancreatic 
Extragenital chancre (fig. 
23) 73, 240, 379, 381, 
615, 
arrhythmia 
from .. 5 
auricular, in mitral sten- 
osis : 
auscultatory phenomena 
with 
from coronary sclerosis 
curve showing (Fig. 231) 5 
— dropped beat from : 
Extrasystoles, general ac- 
count of 
— heart-block simulated by 
546, 5 
— irregular pulse from .. 5 


need for 
graphic tracings in cae 
gnosing 

— from neryousness 


| — polygraph tracing of (Fig o- 


diphtheria Aw tS 
— nose, in nasal diphtheria 178 
Exertion, angina pectoris 
caused by 316, 433, 434 
— brachial neuralgia in- 
creased by .. 449 
— excessive, “~heemoglobin- 
uria after 284 
— pain in eipgastrium in- 
creased by .. 436 
— precordial pain on 435 
Exhaustion, with hepato- 
ptosis .. .. 368 
— hypothermia from 571, 573 
— impotence from pie le 
— insomnia from .. 321, 322 
Exhaustion during labour, 
signs of . 201 
— in malaria 30 
— myasthenia 235 | 
— nervous, localized con- 
vulsions from 144 
— — twitching from 7- 136 
— from polyorrhomenitis.. 107 
Exophthalmic goitre (see 
Graves’s Disease) ° 
EXOPHTHALMOS 229 
— from aneurysm... 229, 230 
— cayernous sinus throm- 
bosis 597 
— distended nasal sinus 2 29, 230 
— encephalocele 229 
— epiphora from 220 
— from exostosis .. 229 
— in Graves’s disease, 215, 
220, 229, 236, 486, 703, 
722, 726, 734 
— from gumma .. 229 
— intermittent, from yari- 
cose veins e230 
— from meningocele 229 
— myopathy -+ 230 
— new growth .. =s SPR 


orbital cellulitis. . 


from thrombosed cavern- 


ous sinus ‘ so. 229 
— tubercle in orbit . 229 
— tumour of orbit . 220 
— ulcer of cornea from .. 734 


Exostoses, from arthritis.. 143 
— bursa over eeokO | 
— cartilage cap on - 670 | 
— family history of . 693 


of femur (Fig. 281) 670, 692 
ivory, exophthalmos from 671 
= of frontal bone 204, 
— skull .. a 
multiple hereditary 
orbital, exophthalmos 
from bie 2 
gz-rays in diagnosing 204, 


Expiration, prolonged, in 
emphysema 167, 217 

— — phthisis .- 288 

Exploratory needling of 


chest (see } Needling) 
Explosives, high, acute 
yellow. atrophy from 
Exposure, hypothermia 
from; 5 ace ios 
Extensor brevis digitorum, 
nerve supply of . 498 
— — pollicis, nerve supply 505 
—earpi radialis brevior, 
nerve supply of . 505 


334 


pulsating, from aneurysm 230 | 
| — of urine, after injury 278, 470 
_ Extroversion of bladder 539, 540 | 


230 | 


unilateral, from exostosis 671 | 


234) 55 oe BAT 
— pulse with 


| — pulsus bigeminus from _ 


547, 
— slow pulse from x 
E:xtra-uterine gestation 
Ectopic Gestation) 
Extravasation, urethral, 


scrotal fistula from .. 621 


EYES, ACUTE INFLAM- 


MATION OF . 231 
| — — — of (Plates xe, XID 
232 
— almond-shaped, in Mon 
golism 238 
EYES, BLACK SPECKS 
BEFORE : 7I 
| — blue, psoriasis and 605 
— burning, from error of 
refraction 295 


| Eye, choroid coloboma of 415 


571 | 


— — — longior, nerve supply 505 | 


— — ulnaris, nerve supply of 505 
— communis digitorum, 
nerve supply of 499, 
— — — réle in claw-hand .. 
— hallucis, nerve supply of 
— indicis, nerve supply of 
— longus digitorum, nerve 
supply “of a 
— — hallucis, hypertrophied 
in Friedreich’s dis- 
ease. oe AG 
— — pollicis, nerve supply of 505 
-- minimi_ digiti, nerve 
supply of bc 
— ossis metacarpi pollicis, 
escape in ey ai 
wrist-drop ‘ 
- — — — nerve supply of. 


505 
109 


50d 


498 


505 


65 
505 


499 |. 


| — closing of, ataxy exhi- 


bited on A 56, 57 
Eye, congenital crescents in 415 
conjugate deviation of 118 
deformed, by exostosis 
difficulty in closing in 

myopathy 
discharge from .. 
displaced, in hydroce- 
9 


phalus.. 05 
- oT oliane of (see ‘Embol- 
ism, Retinal) 
— feeling of grit in, from 
conjunctivitis Je pood: 
— foreign body in (see 
Foreign Body in Eye) 
— herpes of, pain from .. 445 
— infarction of (see Embol- 
ism, Retinal) 
— inflamed, from conjuncti- 
vitis oe oe: 
— — glaucoma 231 
— — iritis 231 
— injury of, photophobia 
from .. 524 
— — pupil irregular. after. 5d1 
— melanotic sarcoma of, 
(see Sarcoma) 
Eye, myopic crescent in .. 416 
— nerve connections of 
(Fig. 138) . 300 
_ — oblique, in Mongolism . eee by | 
— ochronosis of (Plate 
XXXII) 746 
— opacities in, in congenital 
syphilis - 235 


Eye, opaque nerve fibres in 416 


|— pricking, from error of 

refraction 295 

_ Eye, rodent ulcer of . 734 
— running at (see Coryza) 
— sarcoma of = aa oe 
— shifty, of drug-taker 234 | 


— herpes of 754 
EYEBALL, RETRACTION 
OF THE 217 
| Eyebrows, defective, in . 
myxcedema 234, 409 


| — eczema seborrhceicum of 


| Eyestrain, 


204 | 


| Poke (and see Facies) 


FACIES OF ACROMEGALY 


Eye, contd. 

— pain in (See Pain in the 
Eye; and Photo- 
phobia) 

Eye, physiological cup of. . 


ulceration of (see Ulcera- 
tion of the Cornea) 
watering, from error of 


refraction an 295 
Eyeball, fixed, from ab- 

scess in orbit apt Wig? 
— — growth in orbit LTT, 


— — hemorrhage into orbit 


— overhanging 
— sycosis affecting : 
Eyelashes, pediculosis pubis 


affecting 01 
— sycosis affecting - 558 
Eyelids, absence of hair on 71 


angeioneurotic cedema of 
411, Ue: is 
F 3 


— chancre of 79 | 
— chromidrosis of . 654 | 
— drooping, in myasthenia 235 
- epithelioma Of... a7 
— cedema of (See (Edema) | 
— pigmentation of, in 
Graves’s disease 215, 236 


puffy, in myxcedema .. 2 
quivering of, in DRY 
_ malingering 
red, from cavernous sinus 
thrombosis 2 
— chronic conjunctivitis 
retracted, in Graves’s 
disease is 
stitching together 
in treatment 
Eyelids, xanthelasma of . 
— xanthoma of 
from astigmat- 
ism oe 2 es 
— close work ae 
— error of refraction 446, 
pAbnpe peneral account 


of, 


glaucoma ‘from . 
headache from .. 
from hypermetropia 
occupations causing 
pain in the eyes from .. 
— photophobia from : 
Eye-tension, diminished, 
from paralysis of cervi- 
cal sympathetic, in- 
ereased in glaucoma 


232, 233, : 


= av 2 


— absence of hair on 
— acne affecting 489, 
actinomycosis affecting 
angeioneurotic cedema of 
(Fig. 178) 
asymmetry of, 
facial paralysis 
— with torticollis aa 
athetosis of 131, 132, 
133, 
atrophy of, from seventh 
nerve paralysis 
bleeding nevi of (Plate 


from 


XVII) Ae hae eA 
— bloated, from aspirin .. 413 
— bones of, enlarged, in 
leontiasis ossea 670 
— chromidrosis of 22 Goo 
—cirsoid aneurysm of 
(Plate XX XI) .. 694 
— colloid milium of 733 
— contracture of (Figs. 
198-200) 492 
— — from Bell’s palsy 140, 494 
— cramps in, in tetany 151 


cyanosis (ee Cyanosis) 


| Face, 


Face, contd. 


ie dysidrosis of 


endothelioma invading 

enlarged, in acromegaly 

epilepsy confined to 

epithelioma of .. 

erysipelas of .. 

erythema multiforme af- 

fecting - ; 

fibroma of 

flush area of 

flushed, in diabetes 

- yellow fever -. 

flushing of (see Flushing) 

gumma of 

habit tic of .. 

heematidrosis of 

— healed gumma of (Fig. 
VE ft ere 

— hemiatrophy ‘of 61, 

(Fig. 20 2) 

— Henoch’s purpura affect- 
ing (Fig. 157) 

- herpes of 

— hysterical spasm “of 

— impetigo affecting 

— leprosy erythema Gb o> 

— lichen scrophulosorum of 


Face, lupus of LY 
-- erythematosus affect- 
ing .. nel, eek 
- meningocele projecting 
into (Fig. 102) 

— miliaria of j 


multiple benign “sarcoid 
affecting ; : 
myoclonus of 
myopathy of .. 
ochronosis of 
AA ATINY Foe 
cedema. of (see C2dema) 
pain in (see Pain in the 
Face) 
paralysis of (see Paraly- 
sis, Facial) 
pellagra affecting 
(P late IX). 


(Plate 


| — pemphigus neonatorum 


affecting 

pigmentation of (and see 
Pigmentation of the 
Skin) 


prurigo affecting 
puffiness of, in nephritis 
rigidity of, in ePHeD aT 

= meningitis ac 

— uremia 


Face, rodent ulcer of 735, ye 


— rosacea affecting 241, 
scarring of, ectropion 
from 


sebaceous cyst of 
seborrhcea affecting .. 
sensory areas of (Figs. 

188, 189, 191) 
small, in anosteoplasia. . 
small-pox affecting 561, 
subcutaneous emphy- 
sema of ae Ee 
swelling of (and see 
(Edema) ae ‘ 
— from vena caya ob- 
struction 158, 

— sycosis affecting 
Face, syphilis of 208, 383, 
490, 560, 
syringomyelia affecting 
608, 


tics affecting 
tinea versicolor on 
tremor of, in general 
paralysis ‘ 4 
tumours affecting 
— ulceration of 
Face, unilateral sweating of 
— vaccinia of E ae 
— varicella affecting 756, 
Facial nerve paralysis (see 
Paralysis, Facial) 
FACIES, 
TIES : 
Facies in achondroplasia 
(Fig-1lT) .- 
Facies of acromegaly 204, 
(Fig. 116) 237, 


pityriasis rosea affecting 


sclerodermia affecting eet 


. 136 
250 


146 


: 673 


735 
be 
57 


ABNORMALI- 
OF . 233 


237 


685 


~?! Gee rOmtw tee Ft ty ee yh 


Facies, contd. 
— bloated from aneurysm 159 
— — from aspirin .. se 45 
—-— vena cava. superior 
obstruction ae liste, 
— in catalepsy ZOOS 
— chronic alcoholic 4 BBR! 
—in colic .. 
Facies, congenital syphilitic 
-- congested, from mitral 
regurgitation 210 
Facies of cretinism 189, 
(Fig. 88) 
— expressionless, in paraly- 
sis agitans 
— in familial 
jaundice 
— — — — (Plate XVIID . 
Facies, in familial lenticu- 
lar degeneration 
— fatuously placid; in insu- 
lar sclerosis 
Facies, in Graves’s disease 
(Fig. 113 2 
— hippocratica, from peri- 
tonitis.. 388, 
—in leontiasis ossea 
— mitral stenosis .. 5 
Facies in Mongolian idiocy 
(Figs. 118, 119) 237 
Facies, myasthenic 
Facies, myopathic (Figs. 
109, 110) 235 
myxeedematous 
(Fig. 15) 38, 234 
ochronosis (Plate 
AX XITI) 
Facies of eae “agitans 


235 


acholuric 


Facies, 


— in 
746 


114) 236, 725 | 


- Rekcheblecsom: in scarlet 
fever’... 

in pellagra (Plate i pa 

pigmented, with uterine 
lesions. . 

— rat-like, in microcephaly 138 


Iecal vomiting (see Vomit- 
ing, Feecal) 
Feeces (and see Stools) 
— abdominal swelling from 677 
— accumulation of, in colon 657 
— — movable kidney simu- 
lated by (Ge 


114 | 


235 — 


FACIES 


Feces, contd. 

— examination of, in duo- 
denal ulcer : 

— fat in, in chronic pan- 
creatitis 


| — — jaundice 
| — fats in 


_— — — from carcinoma recti 5 


— — enemata in diagnosing 354 | 


Feces, accumulated, nates 
on ao 
— — obstruction from . 631 
— — pain in hypochondrium 450 
— acid, from fermentation 246 


— — pancreatic disease .. 101 
— alkaline, with gall-stone 
obstruction eed OWE 
— — putrefaction .. 246 
— analysis of, Cammidge’ 3 
reaction and . ela 
— bilharzia ova in.. es at te 
— blood and mucus in (see 
Stools, Blood and 
Mucus in) 
— bubbly, from fermenta- 
tion .. - 246 
— clay-coloured . 324, 326 
-—in colon, swelling in 
hypochondrium from 629 
- dry and hard, from 
deficient water intake 
17h, 125 
— —-— in diabetes 121, °125 
— — — in hot weather - 125 


— — — obstruction due to 125 
— enema in diagnosing tu- 
mour due to.. me Ge 

D 


— fatty 2 

— — iridescent, from pan- 
creatic disease 

— flukes in.. 

— gall-stone in Tie; 

- hard, dyschezia from .. 


/- impacted, age incidence 


of Sa ae 
carcinoma simulated 
Vi tele 453, 
diarrhcea from : 
enemata in diagnosing 
felt per rectum 
intestinal obstruction 
from 
pain in left iliac fossa 
from Fi 
rectal examination in 
diagnosing . 
swelling in right iliac 
fossa. from .. 
tenesmus from : 
— incontinence of (see 
Incontinence of Feces) 
— keratin particles in 
— lead in 


73, 


| -— meat fibres in, in chronic 


pancreatitis ; 
— — fragments in, in putre- 
; faction 
Feces, microscopical 
amination of . 
— — — in pancreatitis 
— mucus and blood in (see 
Stools, - Blood and 
Mucus in) 
muscle fibres in, from 


ex- 


intestinal putrefaction 2 


— in risus " sardonicus . 598 | — — — pancreatic disease. . 

— rubicund, from alcohol 35 | — occult blood in.. 

— sallow pigmented, in | — — — with carcinoma of 
cirrhosis sees ea Me the pancreas 

— senile, in congenital { — — — duodenal ulcer 
syphilis . 400 — — — gastric ulcer 

— in seventh nerve paraly- | — — — pancreatitis 

; sis 1 | — offensive, in ee A 

Facies in " splenomegalic —ovain... = PAT 
polycythemia 34 | — of ankylostomum in 

(Plate XXIX) 634 | — — ascaris in 

— square, in acromegaly .. 237 —— distoma in . . 

_— starchy, ‘in — pseudo- | — palpable in sigmoid colon ¢ 
bulbar palsy .. .. 627 | — parasites in F 

— in strychnine poisoning 598 | FAECES PASSED PER 

— tetanus .. ; . 598 URETHRAM ae 


Fallopian canal, lesion in 494 

| — tube affections, pelvic 
swelling due to - 688 

—-— suppuration in (see 
Pyosalpinx) aa OL, 

— tubes, absent, sterility 
from drt .. 646 

— — distended, dyschezia 

from Aa 

False images a ATE 


FEET 


Faintness, contd. 


— movable kidney LD 


|} — paroxysmal tachycardia 703 


— preceding hematemesis 286 
— from snake-bite. . 337 
| Falls, deafness from . 166 
— on head, fractured spine 
from :. a .. 648 
— shoulder, Erb’s palsy 
from SUE 


— subacromial bursitis from 476 | 


' Familial acholuric jaundice 


| — amaurotic idiocy ae 
— ataxy, tremor 724, 727, 728 


| — constipation eB 
| — jaundice -. 320 
rans eecuat degenera- 
tion - 238 
- merycism — sh B¥ate: 
— over-weight . 408 
— tremor 280 OS 
Family history, in acholuric 
jaundice re 634 
— — acute rheumatism 133, 
337, 464, 614 | 
— — angioneurotic cedema 699 ae 
— — chorea a6 UBS) | 
— — congenital syphilis en GSE 
— — epilepsy »- 145 
— — exostoses EASES |h 
— — Friedreich’s disease 
140, 512 
— — Gaucher’s disease .. 633 
—-— gout .. Ote 
— — hemophilia aa 73, 556 
— — Hanot’s cirrhosis . 332 
— — heart disease. po 4. 
— — Huntingdon’s “chorea 134 
— — Meige’s disease . 414 
— — myopathy D09, 512 
— — paramyoclonus 136 
— — pavor nocturnus - 322 
— — phthisis 104, 768 
— — pseudo - hypertrophic 
paralysis a3 OLD 
— — Quincke’s disease .. 411 
— — retinitis pigmentosa.. 760 


(Plate XVIII) 332, 634 
— — — spleen enlarged in.. 631 
761 


splenomegalic cirrhosis 633 
Tooth’s peroneal atro- 


phy EI OLZ. 513 
— — — cystitis simulating 238 | Famine, relapsing fever and 
Feces passed per urethram, 336, 637 
list of causes of 238 — typhus fever and <6 BES 
—-—-— pneumaturia with 530 | Faradic current, in muscle 
— ribbon-like, from carcin- testing 582 
oma recti 3 78 | Fascia, gonococcal infec- 
Feeces, simulating, | kidney 354 tion ‘of ¢ Ae Bx) 
— enlarged liver -. 367 | Fastigium .. -. O94 
31 --- spleen Age 631 | Fat boy of Peckham 409 
— small in amount, yet — boys, hypernephroma 
| normal : 121 and . 409 
| — starch cells in, from —— pituitary lesions and 409 
carbohydrate ferment- — deficiency of rickets and 145 
ation .. 241 — droplets, stains for 108 
— stercobilin absent from, | — in feces .. 101 
in carcinoma of pan- | — — in jaundice 324 
creas .. 101 | — — from pancreas disease 
| — tryptic activity ‘of Rel Bye: 116, 172, 264, 328 
— tubercle bacilli in 76, 385, 458 | — — saponified and un- 
— tumours simulated by.. 354 saponified .. 101 
— urobilin in oe ..- 743 | — globules in ascitic fund 50 
— vegetable cells in -- 520  — — feces :. ne: Fo LOL 
—-— residue in, with fer- Si ue CAStS | lee 6 
mentation .. -. 246 | — indigestion, stools with abril 
Fainting, after flushing .. 241 | — necrosis, in acute pan- 
— attacks, in Addison’s creatitis 131, 389, 661 
disease 526 | — — pancreatitis 594, 767 
Faintness, in angina pec- — subcutaneous, deficient, 
toris .. 433 | in tabes 236 
— from aortic regurgitation 207 | Fat-pads above clavicles in 
— arsenic .. 268 cretinism Se OeEY! 
— extra-uterine gestation 393 | — in myxcedema .. .. 234 
— fatty heart .. 212 | Fatigability, . undue, in 
— hematemesis .. 268 neurasthenia . 715 
— hepatoptosis AG eiaksi | 


Fatigue, dyspepsia ‘from. 319 


817 
Fatigue, contd. 
— fibrillar contractions from 134 
— hemoglobinuria from .. 284 
— insomniafrom .: eee Oe 
— localized convulsions 
from ; ss 144 
— specks before eyes ites) ht 
— tremor from’ 724; 725, 727 
— twitching from .. -ka6 
Fatness, myocardial change 
associated with . 14 
— in pituitary infantilism 190 
| — (and see Obesity) 
) Fatty casts 6 
| — change, heart lar: fexe) from a4 
|= crystals, in stools 5S SSA) 
~ —~ from pancreas dis- 
ease oe sl 2 
— degeneration of heart 
(see Heart, Fatty) 
| — — liver in phosphorus 
poisoning Td ool 
— infiltration, ascites from 3 
—— of bowel, constipation 
from a Fa AB! 
Fatty liver, general account 
0 3 a 374 
FATTY STOOLS .. 239 
—-— from carcinoma of 
duodenum .. 239 
— — — pancreas 51, 239 
— — chronic pancreatitis... 239 
— — jaundice 239 
| — Superposition of heart 53 
| — tumour (see Lipoma) 
— Fauces, dermatitis her- 
petiformis affecting .. 74 
epithelioma of 379, 613 
— erythema bullosum of.. 74 
— gumma of 613 
Fauces, inflamed, “general 
account of 3 (SUG 
— — sore throat from 613 
— mucous patches on, in 
syphilis Soe OLS 
— pemphigus affecting 74 
| — red in scarlet fever 227 
— tuberculous 613 
| Favus, achorion Schonleinii 
causing 246 
— alopecia ar eata distin- 
guished from. . 247 
| — baldness from 71 
— crusts in ‘ .- 600 
| — diagnosis obscured by 
treatment ae ~- 247 


| — eczema distinguished from247 
Favus, general account of 
(Fig. 123) 246, 247 

— hair changes from 247 
- honey- comb appearance 

in . 246 
— lupuser ythematosus simu- 
lating . * 247 
= microscope in diagnosing 247 
mousy smell of . - 246 
— mucous membrane affected 
by E . 246 


- 247 


| — mycelium in... 3 

| — nails affected by 247, 250, 399 
— preference for scalp ;, 246 
|; — ringworm distinguished 

| from .. 249 
| — seborrhea distinguished 

| from pee Ys 
| — simulating psoriasis 247 
| — spores in 247 
| — sulphur dises of 246 


— tenderness of scalp from 7 

Fear, amenorrhcea from. 

| Febricula, enteric and 

— gastro-intestinal upsets 
Chive eae 

Febricula, general account 
of fe ae BYE: 

— measles and . 464 

— pain in the limbs in 463, 464 


— pneumonia and 464 
— pulmonary tuberculosis 
and .. 464 
— rheumatism and. . 464 
— scarlet fever and .. 464 
— sore throat and.. .. 464 
Feet, acroparesthesia of.. 444 
— athetosis of A Hep GUBAL 
— blue, with talipes jae ae 
— broad, in myxcedema .. 410 


52 


818 


Feet, contd. 
— bromidrosis of . =e 
— cheiropompholyx of 600, 7 


— cold, insomnia from 322 
— cyanosis of 156 
— enlarged, in acromegaly 
204, 537, 685 
— erythema of, from ex- 
posure to cold . 224 
— — multiforme affecting 489 
—-— nodosum of .. -. 404 
— flat 186, 362, 438 
— flushing of, in erythro- 
melalgia . 441 
— gangrene of, in syringo- 
myelia sie EDT, 
— hematidrosis of -. 655 
— position in tetany oe 


— pulmonary osteo-arthro- 

pathy of (Fig. 165) .. 351 
— scabies affecting - 563 
— sore on, inflamed inguinal 


FEET 


| Ferments in pancreatic cyst 451 


Ferret-facies in micro-~ 
cephaly 5% 188 
| Ferrets, fever from bite of 598 
| Ferric “chloride, aia 
and . 4 746 
—-—in Bial’s test . . 261 
— — indican and . 745 
— — melanuria and 745 
— — reaction, after carbolic 
acid eA) 
— — — after salicylates ats LO 
— — — after salol . elt | 
Ferrocyanide of potassium 24 
_Festination, in paralysis 
agitans 725 
| Fever (and see Pyrexia, and 
Temperature Charts) 
— blackwater, heemoglobin- 
uria in 284 
— continued (see "Pyrexia, 
Prolonged) 
— relapsing (see Relapsing 
Fever) 
— typhoid (see Typhoid 
Fever) 
Fevers, acute dilatation of 
stomach in 173 
—-— nephritis in .. 10, 42 
Feyers, acute, aphthous 
stomatitis in-. .. 740 
~ — backache in .. 427 
— — baldness from rial 


glands from .. ARE ate b 
— Sweating in acute rheu- 
matoid arthritis 342 
— trench .. .. 224 
Fehling’s solution, ‘in esti- 
mating sugar.. 63 
— — reduction by alkapton 
261, 746 
—-—-— by carbéluria 746 
— — — cerebrospinal fluid 
178, 304 
— — — creatinin ss 204 
— — — after drugs 157, 261 
— -—-— by glycuronic acid 261 


homogentisic acid.. 7 

lactose ae S 

— pentose Ae 

— uric acid 2615 

— — — xanthin a se 

Fehling’s test re 

Femoral artery (see Artery, 
Femoral) 

— glands (see Lymphatic 
Glands, Femoral) 

— hernia (see Hernia, Fe- 
moral) 

— thrombosis (see Throm- 
bosis) 

Femur, epiphysitis of, limp- 

ing from 5 
— exostosis of (Fig. 281, 
p. 670) 

— fractured (See Fracture 
of Femur) 

— myeloid sarcoma of 

— necrosis of 

— osteomyelitis of, limping 
from .. 

— periostitis 
from .. 

— — popliteal abscess from 

— sarcoma of A 363, 

— separated epiphysis of. 

— swelling on, in scurvy 
rickets . 

— typhoid osteitis of 

Fen districts, malaria in.. 

Fenestra rotunda, pressure 
on, giddiness from .. 

Fenwick, Hurry, on renal 
angioma fe 

Fergusson’s speculum, in 
examining for gono- 
COCCIE Ee 

Fermentation, 
from :. 

— in estimation of sugar. 

— flatulence from. 

— gastric, stomach dilated 
from .. 

— intestinal, 
.with : 

-- carbohydrates ‘and . 

Fermentation, intestinal, 

characters of stools with 246 

constipation with .. 241 


of, "limping 


acid stool 


borb< orygmii 


2 
82 


— — diarrhcea with oo ak 
— — distinguished from 
putrefaction 246 
— — flatus from 246 
— — stools in Peers 
— — tetany from .. ee 3 
— — wind with ; 241 
— test for glucose. 743 


Fermentation test, for sugar 262 


cerebellar atrophy after 729 
Cheyne-Stokes breath- 


ing in 108 
— — coma in és 117, 144 
— — — at onset of.. . 594 
— — convulsions from 144 
— — — at onset of.. 594 
— — cramps in 152 
— — deafness from 166 
— — delirium in 169 
— — diazo-reaction in 173 
— — dilatation of heart in 
211, 214 


eosinophilia after .. 218 
epididymo-orchitis 

from 
epistaxis in 
gastric HCl deficient 

cs eae Bean 
heematemesis ‘in 265, 272 


— — hematuria in 275 
— — hzemoptysis in 287 
— — hemorrhagic erosions 

re es 5 AY 
— — hydrocele from 481 
— — hyperacusis after 309 
— — hyperpyrexia in Bee) 
— — hypothermia after .. 311 
— — infective parotitis in.. 694 


insomnia from 
— inspissation of bile in 328 
Fevers, acute, jaundice in 


25, 335 
— — menorrhagia from 386, 387 
— — mitral regurgitation 
from 211 
— — necrosis of j jaw “from. 683 
— — nephritis after ~> 201 
— — pain in the eyesin... 446 
— — — in the limbs in 463 
— — parenchymatous car- 
diac changes in 214 
— — photophobia in Se Fpe 
— — polyuria and . 536 | 
— — prolonged pyrexia from 563 
— — purpurain 5538, 554 
— — pyelonephritis in 576 
— — rapid pulsein.. 702 
— — rigor at onset of 594 
Fevers, acute, splenic en- 
iargement in.. 632, 636. 


taste loss from -- 105 


— — tetany from .. 151 
— — tinnitus from.. t23 
— — uric acid in 742 
—-— yomitingin .. 765 
— — — at onset of.. Be S64: 
— — weak first sound in .. 214 

— albumosuria in. ap ELS 
Fevers, albuminuria ing, As 
= amenorrhcea after 18 
— anuria in es 41 
— athetosis after .. ce 
— bleeding gums in 


FINGER 


Fevers, contd. 


— cloudy swelling in 13 
— constipation in .. 123 
— diazo-reaction in 173 
— encephalitis after 132 
— fatty heart from 53, 212 


— hypersesthesia acustica in 166 
— shortness of breath in. 87 
— sordes in = 72, 13 
spastic paraplegia after 132 
— specific, vaginal atresia 


1rOWlenes : 18 

— — yaginitis from 18 

— thirst in .. TNS) 

— urate deposit due to 740 

Fibrillar contractions 134 
— — in amyotrophic lateral 

sclerosis 135, 508 

— — bulbar paralysis . 135 

— — myopathies . 504 

— — from poliomyelitis .. 140 


— — in progressive muscular 
atrophy .. Sree 18835) 

Fibrillation, auricular (see 
Auricular Fibrillation) 

— of tongue, in bulbar palsy 627 

Fibro-adenoma of breast, 
general account of .. 686 

— heart (see Heart, Fibroid) 

Fibroid lung (See Lung, 
Fibroid) 

— of uterus (see Fibromy- 
oma of Uterus) 

Fibrolipoma of abdominal 


wally... pas -- 656 
Fibroma of bone .. OTL 
— breast . 686 
= dermoid cyst simulating 732 
—fOLTACE oe ye, oie L673 
— femoral .. 675 
— ofjaw 683, 684 

| — larynx, asthma simulated 

by es -. 930 
-- stridor from ae 55, (DY 
— of mediastinum. Seas 
— molluscum . 132 


—— yon Recklinghausen’: s 
disease simulating. : 
— of nose, epistaxis ne 


— ovary, ascites with .. 689 
— — twisted pedicle of 689 
— of vulva.. - 700, 702 
— of uterus, anuriafrom.. 41 
— — bearing-down pain 
from 427 
— — bladder distention simu- 
lating a sa. (iets! 
— — cachexia with ase OD 


Fibromyoma of wien 
characters of . aie} 

carcinoma with 5 BL 
chronic nephritis from 7 
cystic change in 391, 690 
difficulty in micturition 

with A - 399 
dyschezia from + 129 


— — dysmenorrhea from 192 
— — dystocia from -. 201 
— — ectopic gestation simu- 
lating - 690 
—— expulsion of .. .. 468 
— — extrusion of.. Se 


foul discharge from .. 185 


frequent micturition 


from é 394 
— heemorrhage from 539 
— — in iliac fossa .. 678 


inversion simulated by 539 
kidney simulated by 354 
malignancy simulated 
rane ar - = 690 
menorrhagia from 
386, 391, 688, 689 
metrorrhagia from 390, 391 
necrobiosis in - 690 
ovarian cyst simu- 
by 386, 688, 690 
pain in pelvis from .. 468 
pelvic swelling due to 688 
pigmentation of face 
with : Ber 3) 
pregnancy simulating 688 
projecting from vagina 539 
renal tube castsdueto 7 
retention of urine from 649 
of round ligament .. 681 


cancrum oris after ea 


| Fibromyoma of uterus, contd. 


sarcoma from 391, 690 
simulating tumour ot 
cauda equina 


63 


— — sloughing 7. oO” 
— — softened in pregnancy 
O01, 690 
— — sound in diagnosing... 386 
— — stenosis of urethra by 7 
— - sterility from .. 646 
— — strangulation of 391 
— — strangury from .. 648 
— — tenesmus from Sells 
— — uterus enlarged by .. 391 
—-— ureters obstructed by 41 
— — vaginal examination in 
diagnosing... 353, 394 
— of vagina oo§ .OS0, 5000 
— vulval swelling from 700 
Fibromyxoma of parotid 
gland .. 695 
| Fibroneuromata of brachial 
plexus 2 . 443 
Fibrosarcoma of — naso- 
pharynx oe =e pete 
— — snoring due to eos 
— of scrotum as . 695 
Fibrositis, from cold and 
damp .. 475 
- pee op pain in foot 


from .. 439 
— infective periarthritis and 475 
— from injury 475 
— interscapular pain from 461 
— occupation neurosis simu- 
lating . : -. 476 
- pachymeningitis simu- 
lating . aca i | 
— pain in the shoulder from 474 
Fibrositis of shoulder region 475 
Fibula, epiphysitis of, re 
ing from as . 362 
= greenstick fracture of . 362 
— osteomyelitis of, limping 
fromigeee 
— periostitis of, 
from .. 
— sarcoma of, limping from 362 
Fidgetiness, in chorea .. 133 
Fifth nerve paralysis (See 
Paralysis of Fifth Nerve) 
Figs, oxalate from »- 424 
Figures, list of, p. xiv 
Fiji, elephantiasis in 5 oe 
Filaments in urine, from 


ee 


; limping 


gleet .. os eed Bot 
Filaria bancrofti nocturna 28 
— diurna .. 28 
— embryos, in blood 109, 226 
— — (Plate XXVIII) 614 
— perstans 28 


Filariasis, age incidence of 109 
Filariasis, blood changes in 
26, 28 
chylous ascites from 50 
— chyluria, from .. 50 109 
— elephantiasis from 28, 
109, 411, 695, 701, 737 
eosinophilia in .. 109, 219 
— erythema from . 223. 226 


| Filariasis, general account of re 


— par asites in blood in 


= 27 


— cedema from . 410 
— sex incidence of . L109 
— in tropics - 109 
File-maker’s cramp 5 > gl Oe 


Fillet, sensory path through 55 

Film, blood- (see Blood- 
film) 

Filth, relapsing fever and 637 


Fingers, anesthesia in .. 606 
— athetosis of os eke 
Finger, bedsore of. . 240 
— broad, in achondroplasia 187 
-- myxcedema ae a. Oom 
— bulla of, in syringo- 
myelia 97 


— bullous affections of a 239 


— burrows of acarus on .. 540 
— chancre on : 381 
— — occupation and 240 
— cheiropompholyx of .. 736 
-— clubbed (see Clubbed 
Fingers) 
— cow-pox of 240 
— cyanotic, in Rayman 
disease eo :. bm 


-- 362. 
- 3622_ 


FINGERS, SORE... 


FINGERS, DEAD. i 

— from arteriosclerosis 
162, 163 

atheroma 

blue brain 

carbonate of soda 

cervical rib 

cold 

ergotism ‘ 

menorrhagia and 

from occupation 

in pellagra 

swimmers 

washerwomen 

—-— from weight- -carrying 


162, 


-— enchondroma of (Fig. 


282) 
— enlarged, in acromegaly 
—-— pulmonary  osteo-ar- 
. thropathy . 

- erythema keratodes of . 
— erythematous lesions of 
Evers; gangrene of 240, 
“(Plate XIID 

= in Raynaud’s disease 
— — syringomyelia . 257 
— gonococcal arthritis of.. 
— Heberden’s nodes on 
(fig. 155) 343 
— necrosis of, in Raynaud’s 
disease (fig. 126) 257 

— nodosed juvenile eae 
— numbness of, in acro- 


paresthesia 444 
— — occupation and .. 444 
— pads on | (Fig. 160) 347, 405 
— papular affections of 239 
— pityriasis rubra were 

affecting 489 
— podgy, in ‘myxcedema . 38 
— position in tetany see 2 


— pulmonary osteo-arthro- 
pathy of 111 (fig. 164) 351 
— pustular affections of .. 239 


_ — Raynaud ’s disease affect- 


ing 162, 256, 257, 699 
— rheumatic fever affecting 337 
— septic, cellulitis from .. 410 
— — epitrochlear gland en- 
larged from -. 380 
— scabies of 563, 755 
Poo 
— — inflamed axillary glands 
from : -. 380 
— spindled, in acute rheu- 
matoid arthritis (Fig. 
153) 38 
— squamous affections of 
— syphilis affecting 
— swollen, from tuberculous 
dactylitis .- 668 
— thickened, in myxcedema 409 
— three middle equal, in 
achondroplasia Se ikey/ 
— tremor of, in Graves’s 
disease 703, 7 
— tuberculous (see Dacty- 
litis, Tuberculous) 
— ulceration of AE 240 


— vesicular affections of.. 239 
— xanthelasma of .. 324 
Firemen, left ventricle en- 
larged in a .» 206 
Fish, poisonous .. 224 
— ‘trypanosomes in Ales arts: 
— urticaria after . 673, 771 
Fishbone, aorta opened by 267 
— in. gum, ptyalism from 542 
— inhaled, gangrene of 
lung "from 259 


— esophagus perforated by 267 
— in rectum Se een) 


— tongue swollen from 698 
Fishermen,.erythema in .. 224 
Tissure, anal, aching in 
perineum from . 474 
— — dyspareunia from .. 193 


levator ani spasm from 193 
pain on defecation 

from 585 
— — — in penis from 471, 473 
— — rectal examination in 


diagnosing . eee 
— —-speculum in diagnos- 

ing .. : «. 194 
== tenesmus from LS 
— of tongue, syphilitic 739 


‘— pain in chest from 


FINGERS 


Fistula, anal 3 Mee iis: 

— — vagismus from 5 UGE 
- between bile-duct and 

urinary tract. . . 144 

— broncho-cesophageal .. 259 
— gastrocolic, faecal vomit- 

ing from : 7 LOG 

— genital, sterility from -. 646 

Fistula, rectovaginal . 586 

— rectovesical . ~. 586 

— — after childbirth . 238 
— renocolic, from  carci- 

noma . we 1OS0) 

— — pneumaturia from > 030 

— scrotal -- 479, 621 
— — from rectal suppura- 

tion. . oie ary AL 

— — stricture ; we Ook 

— — syphilitic testis ~ G2 

~— — tubercle bacilli from.. 479 


from tuberculous testis 621 
urethral extravasation 621 


— fecal accumulations with 354 
— with gastric atony . 241 
Flatulence, gastric, general 
account of .. - 240 
— from gastritis So Ane! 
— in heart disease . 241 
— heart disease pain simu- 
lated by 433, 435, 
— insomnia from . 
— interscapular pain from 
461, 
Flatulence, intestinal, 
general account of 241, 
— loss of weight from 
— merycism and 


709 
321 


462 


246 
769 
. 388 

709 
. 437 
435 


— — epigastrium from. 
— — round heart from 433, 
— — in left hypochondrium 
from os .. 450 
— — shoulder from .. 474 
— palpitation from 435, 485 
— pelvic lesion simulated 468 
— with polycystic kidneys 42 
— with pyloric obstruction 241 
— simulating dysmenor- 
rhea ... 193 
— tenderness in chest from 709 


— from tetrachlorethane.. 334 
Flatus, absent with intes- 
tinal obstruction . 129 | 
— in acute pancreatitis .. 131 
— from aerophagy . 246 


| — — ulnaris, nerve supply 5 
| — — — root ‘innervation of 


| — — — in ulnar paralysis.. 


FORDYCE’S DISEASE 


Flatus, contd. 


— cirrhosis .. 

— constipation . 246 | 

— fermentation 246 

— fullness relieved by pas- 
sage of 245 

— from heart failure 246 


— passage of, colic relieved 
b ci 


Y J: oie 
— from putrefaction 
Flavour 
Flea-bites, itching in 
— purpura from 
Flexor brevis digitorum, 
nerve supply of 
— — hallucis, nerve supply 
—-—minimi digiti, nerve 
supply of .. 498, 
— — pollicis, nerve supply 5 
— carpi radialis, nerve 
supply of 


— longus digitorum, nerve 
supply ‘Olas c 

— — hallucis, nerve ” supply 

— — pollicis, nerve supply 

— profundus digitorum, 
nerve supply of 

— sublimis digitorum, 
nerve supply of 

Flexores digitorum, réle in 
claw-hand 


Flies and disease 28, 29 | 


Flint’s murmur 
Flowers, in ankylostomiasis 521 


Fluke, liver 305, 328 
— lung - 287, 292, 645 
Fluid, ascitic . 45 
— — albumin in 48, 50 
| -— — bacteria in - 48 
— | bloody 49 
— — cells in AP 48 
Fluid, ascitic, characters of 48 
Fluid, ascitic, chylous. 


characters of.. 


— — tinged in jaundice . dot 


| — cerebrospinal (see Cere- 


| — — cyanosis from 157, 


— umbilical fecal 43 
— — from pneumococcal 
peritonitis .. ; 631 
— — tuberculous peritonitis 
43, 48, 631, 656 
— urethral, aching in peri- 
neum from .. .. 474 
Fistula, urethral, general 
account of -. 620 
— — from syphilis... .. 184 
Fistula, . urinary, general 
account of .. on BEE 
— vesical, cystoscope in 
diagnosing 2 9380 
— vesicocolic 125 | 
Fits, definition of (and see 
Convulsions) . 143 
Fixation in vision. : 758 
Fixing fluid for histological 
specimens 390, 391 
Flagellum, trypanosome 
bearing va clap < p74! 
Flail joint .. .. 346, 349 
Flashes of light, from 
plethora Bn eile) 
Flat-foot, limping from .. 362 
— metatarsal neuralgia and 439 
— pain from .. 438 
— in rickets (Fig. 85) SoLoG 
FLATULENCE - 240 | 
— acute abdominal pain 
from 193 
— in angina pectoris 241, 
316, 433, 709 
— — abdominalis . LOM 
— asthenic dyspepsia LOM) 
— atheroma 4 ey eed 
— bismuth and a-rays in 
diagnosing cause of .. 241 
— borborygmi with 82 
— constipation with = UPR 
— with emphysema 241 


brospinal Fluid) 


| — hydatid, hooklets in 49, 


Loi 376 
— hydrocele : .- 481 
— loss of, in cholera 161 


| — — from diarrhcea 720 
— — dysentery ‘ 161 
—— excessive, bradypneea 

after 84. 

— — extreme thirst ‘from. 720 

= Iitsion Lom. .. . 534 
—-— inspissation of the 

blood from 161 

— — from peritonitis 720 
—-— polycythemia from 

532, 533 

— — from severe diarrhcea 533 

— = — vomiting 532 

— — sweating 720 

— — in typhus 161 

— — from vomiting 720 

— — in yellow fever 161 

— ovarian .. 45 
Fluid, pleuritic, characters 

of 108; {04 

- spermatocele 481 

Fluorescein in detecting 

ulceration of cornea... 733 
Fluorescence in urobilin 

testi. .- 329 

— — — (Plate XXXI V) 748 


Flush, malar, mitral stenosis 
and 53, 485, 704 
—-— in myxedema 38, 
ee, a 234, 409 


FLUSHING. . 241 
ag an aura 241 
— from alcohol 241 
— blushing distinguished 
Meron ers ap oe 
— in brachial neuralgia 442 
— chlorosis. aa seed 
— at climacteric 241 
— in erythromelalgia 441 
— of face in malaria 30 
| — fainting after ... 241 
— from feeble circulation. 241 


a 


Flushing, contd. 
general debility -- 241 

— giddiness after .. ot 

— in Graves’s disease .. 

— with hysterical pyrexia 


| — from indigestion 241 
— in lactation 241 
— local, from visceral dis- 

ease ate 428 

— menstruation -. 241 
— nausea after .. .. 241 
— numbness after.. 241 
— palpitation after 241 
— in paralysis agitans 725 

| — paresis after .. SEA 
— in pregnancy 241 
— rosacea 241 
— sense of suffocation after 241 

| — in tic douloureux 447 
— tinnitus after .. se Jel 
— tremor after 241 

| — vomiting after .. 241 

| Flute-players’ cramp eo 
Fluttering, in precordia .. 703 
Foam test for bile.. 743 
Foaming at mouth in con- 

vulsions 143 
— — epilepsy 145 
— — malingerer 147 
Fetal heart, swith preg- 
naney . 689 
| = — sounds proving preg- 
nancy 19 

| -- —- with hydrops amnii 45 

— movements, with regia 
amnii . 
— — pregnancy . 689 


Foetid bronchitis (see Br on- 
chitis, Foetid) 
Feetor of breath (see 
Breath, Foulness of the) 
Foetus, dead, albumosuria 
from 2 7 eLG 
Fog, nasal discharge from 178 
Folie circulaire - 405 
Follicular conjunctivitis 
(Plate XI) 230, 231 
— tonsillitis (see Tonsillitis) 


Folliculitis decalvans 71 
— eczematous Sie249 
Fontanelle, depressed, 

from diarrhoea 171, 384 
— late closure of, in rickets 

145, 635 

Food, arsenical contamina- 

tion of . 718 
— foul taste from .. 705 
— irritating, vomiting due 

to = Ths, 
— in larynx BE eee BI, 
— regurgitation through 

nose (see Regurgitation 

of Food) 
— between teeth, foul taste 

from ae wen LOD 
Foods, urine’ coloration 

from -. 744 
Foot, Charcot’s joint in .. 349 
~ claw 2 -- L109, 499 
— epithelioma of .. Sig -BIsAL 
— flat (see Flat-foot) 
— foreign body in .. 362 


Foot, gangrene of (Plate 
, avi - 258 
- mycetoma Of, si 736 
— pain in (See Pain in the 
Foot) 
— pallor of, from intermit- 
tent claudication - 441 
— perforating ulcer of 257, 


515, -735, (Hig. 297) 736 
— small-pox affecting eS Gill 
— ulceration of (see Ulcera- 

tion of Foot) 
Foot-drop .. a6, 113) 
Footballers, cramps in .. 150 
— enlarged heart .. . 214 
— nodes on shins of . 667 
— tenderness of spine in .. 715 


Foramen cecum, emissary 
‘vein through.. 2220 
— oval, patent ENE 
Forceps at delivery, para- 
‘plegia from 510, 511 
— hemiplegia from syluley 
Fordyce’s disease, general 
account of .. 365, 366 


820 


Forearms, erythema multi- 


FOREARMS 


forme affecting 489 
—-— nodosum of .. 404 
— local fatness of, in Der- 

cum’s disease 410 
— paralysis of, Volkmann’s 

(Fig. 58) 141 
— septic, epitrochlear g eland 

enlarged from 380 
Forehead, acne affecting.. 489 
— bulging, ‘in achondro- 

plasia :. LST 
— — rickets.. 187 
— carcinoma of : Se eA) 
— cheiropompholyx on .. 97 
— chromidrosis of.. .. 654 
— cirsoid ‘aneurysm of 

(Plate XXX) . 694 
— congenital éyphilitic 

eruption On .. 400 
— downy, in Mongolism .. 238 
— herpes of 754 | 
FOREHEAD, ENLARGE- 

MENT OF THE 203, au 


— hematoma of .. oa 20 
— pigmentation of 2027 
— prominent, in congenital 


syphilis (Fig. 106) 234, 235 _ 


— sloping, 


im microcephaly 188 
— syphilis of : 


. 490 


— wrinkled, in acromegaly 237 | 


— — in tabes (Fig. 115) .. 236 
Foreign body in air-passage, 
asthma simulated by 535 
— foul breath from .. 87 
aorta perforated by .. 267 
in bronchus, bronchi- 
ectasis from ~- 
gangrene of lung 
from 259, 260, 
hemoptysis from .. 
pyopneumothorax 
from 


stridor from ~- 650 
cyanosis from Aas aly) 
in ear, deafness from 165 
— earache from -- 202 
— — — otorrhcea from > 422 
speculum in detect- 


ing ae 422 
— — — tinnitus from 722, 723 
— — — vertigo from 752 


in eye, blinking tic 
from 52 a2 236 
— pain’ from .. .. 445 
— photophobia from.. 524 
— ulcer of cornea from 733 
fatal hematemesis from 267 
in foot, limping from 362 
— pain in foot from .. 362 
in gums, ptyalism from 542 
hematemesis from .. 271 
in knee, limping from 362 


— — larynx.. 149, 157 
—~—-— death from (Fig. 
94) ye 95 
— — — foul breath ‘from 87 
— — — laryngeal obstruc- 
tion by .. 418, 419 


meningitis simulated 
by - 590 


— simulated by abduc- 
tor paralysis - 158 
in nose, discharge from 179 


3 -- 652 | 
simulating diphtheria157 


Foul air, headache from .. 
FOUL BREATH ae 
Fournier, on chancre from 
herpes. . ae a 
Fourth disease, general 
account of 228, 229 
Fowls, blood of, used by 
malingerers as 286 
Fox, Colcott, on vacciniform 
erythema of infants... 
— Tilbury, ng conta- 
giosa of 
Fracture, badly “united, 
elephantiasis from, 2 40 
— —- ulceration over .. 737 
— of base of skull, blind- 
ness from . ee 
--- cerebrospinal fluid 
from ear due to.. 119 
nose due to 119, 178 
— deafness from SLGG 
— diabetes insipidus 
from 3 Res aif 
+ epistaxis from 220 
hemorrhage from 
ear'due to {[19, 421 
nose due to Alas, 
tinnitus from . 523 
— — — vertigo after 752 
— basisphenoid, hemianop- 
sia from : Be Ue 
— bulls from Shen ait 
— callus after .. 667 


401 
401 


762 


' — compound, talipes from 114 


— crepitus from .. ee oe 
— Dupuytren’s, talipes 
from) ys . 114 
— of femur, cedema of legs 
after esate 
| — — sciatic nerve paralysis 
from = 499 
| - of fibula. nt a0: 
- greenstick, callus first 


— orthopneea from 418, 419 | 


evidence of 667 
of femur, limping from 363 
of fibula «. 362 
limping from.. 362, 363 
from mollities ossium 242 
- — from rickets . .. 242 
- of humerus, paralysis of 


musculospiral nerve 

from : 504 
— jaw he 4 683 
-— — ptyalism from .. 542 


— muscle atrophy with 
— from muscular effort .. 242 
— affecting nerve, muscle 


{ 


Fracture of spine, contd. 


— — paraplegia from 243, 538 
— priapism from . 538 

— — spontaneous, from 
caries ois .. 248 

— — transverse myelitis 
from : 516 
— — urine dribbling after 398 

FRACTURE, SPONTANE- 
OUS : 242 
— — from carcinoma 242, 672 
— — caries .. a 242, 243 
— — chloroma £3 -. 242 
— — fragilitas ossium 242 
-- general paralysis 242, 243 
— — hydatid . aye: 
— — new growth .. 243 
— — sarcoma : 242 
— — in scurvy- -rickets 670 
— — syringomyelia 257 
- of vertebrae 715 
— x-rays in diagnosing 152 


Fracture-dislocation, spinal, 
allocheiria from Sy se Gr 
Fracture-dislocation of 
spine, anesthesia from 
— — knee-jerks lost after. . 
Frenum lingue, abraded, 
by violent coughing.. 289 
— — ulcer of, in whooping- 


- cough. ne BE 
— penis, ‘perforated, by 
soft sore 2. 618 
Fragilitas . ossium, blue 
sclerotics with =. 242 
— — dwarfism with 187 


Fragilitas ossium, poner 


account of . 242 
— — osteomalacia and 187 
Fragility of red cells, en- 

larged spleen and 634 


— — — in familial acholuric 


jaundice .. 332 

— — — mode of testing 634 

Frambeesia 403 

France, ringworm "of 247 
Freckles, in acute rheuma- 

toid arthritis. 342 

— Kaposi’s disease 731 


— von Recklinghausen’ s 
disease 2% 710 
— xeroderma pigmentosum 
simulating 383 
Freezing-point depression 
of ascitic fluid Soo 
Fresh air, deficiency of, 
rickets from . -. 145 
Friction, auricular -. 548 
| — bulle from 965,97 
Friction-sounds, in 3 icar- 
ditis 3 s 435 
— perisplenitis .. 450 
— pleurisy .. < .. 450 
— pleuropericarditis . 433 
— (and see Rub) 
| Fried fish, colic from SL 7 


Friedlander’s bacillus, (see 
Bacillus Pneumoniz) 


| Friedreich’s ataxy, age inci- 


wasting from 61 
——-— R.D. from .. ~ee JL 
Fracture. pain long after.. 476 

| — of pelvis, sciatic nerve 

paralysis from 499 | 

-—rupture of pladder 
from . 278 
— — urethra injured by .. 470 
— penis ro LOS 
— Pott’s, talipes from 114 
— of rib, crepitus with 707 
| - — empyema. from 104 
- — hemoptysis from 286 

—-—rarity of pneumo- 

thorax from - 532 

— — surgical emphysema 
from se 203; 932 
— — tenderness from 707 
— x-rays in diagnosing.. 707 


87 | 


— — — epistaxis from - 220 
— — — foul breath from 
— — esophageal stenosis 
from | .. 194 
—-in cesophagus, bougie 
in diagnosing « 267 
— — — hematemesis from 265 
— — — wsophageoscope in 
diagnosing 196, 267 
— — — perforation by . 267 
— — — pyopneumopericar- 
dium from 652 
— — — 2-rays in diagnosing 267 | 
Foreign body in rectum .. 584 
— —— abscess due to 584 
—-—-—tenesmus from .. 718 
—-in urethra .. 181, 184 


Formalin fixing fluid 391, 701 | 


Formication : 540 
Formosa, distoma pulmon- 
ale in... 2 oe 292 


Fracture of sacrum, anes- 


thesia from (Fg. 259) me 
| — skull, bradypncea from 


-- cerebrospinal fluid 
from ear after eal 
— — coma from ~~ 118 


— — hyperpyrexia from .. 


dence of 60, 113, 140, 513 
no ankle-clonus in .. 512 
ataxy in 57, 113, 140, 251 


— — Babinski’s sign in 68 
— — choreiform movements 

af, ese ser Olle 
— — contractures in 138, 140 
~— — familial nature .. 140 
— — family history in .. 512 


Friedreich’s ataxy, general 
account of .. 140, 512 


| — — hallux erectus in 113, 


309 | 


—-— unilateral paresis from 118 | 


— spine, acute bedsore from 258 
— — allocheiria from eG, 
from diving .. 242 
fall on head : .- 648 
girdle pains from 431, 436 
from hunting. . ge SLO 
hyperpyrexia from 
309, 310 
from muscular effort 242 
myelitis from . 310 
pain in neck from .. 648 
paralysis of bladder 
from 


- 398 | 


512, 513 
hypertrophy of exten- 
sor longus hallucis 
i Hise s 2. 140 
inco-ordination in .. 251 
intention tremor in .. 728 
knee-jerk absent in 


113, 512, 513 
— — kyphosis in . 140 
— — main botein .. . 140 


muscular atrophy in. . 140 
myopathy simulating 60 
nystagmus in 113, 140, 513 


— — optie atrophy in pls 
— — paraplegia from 510, 512 
— — phthisis in cole 


FUNGIFORM PAPILLAL 


Friedreich's ataxy, contd. 


— — pneumonia in oo Oley 
-— -— posterior column 
changes in.. te Bi 


pseudonystagmus in.. 407 


— — pupils normal in . 512 
— — rigidity in pee ts) 
— -— scoliosis from 140, 
154, 512 
— — nosensory disturbance 
ATL byes ee 512 
— — sex incidence of 140 
—-— simulating infantile 
paralysis 60 


speech in 113, 140, 513, 627 
no sphincter trouble in 512 
talipes in 60, 113, 140, 512 
tremor in 140, 512, 727,728 
Fright, acute yellow atrophy 
after ae Ss 


— chorea after oe | 133 
— convulsions from 144 
— diabetes insipidus from 537 


— menorrhagia from 26 


= palpitation from 484, 486 
— paroxysmal pee baie; 
from —. = 03 
— pupil dilated by Oo! 
Froelich’s syndrome 190 


in cretinism 
(fig. 103) 233, 234 
Frontal bone, exostosis of 


Frog-belly, 


230, 671 

—-— tumours of .. =. 204 
— lobe lesion, agraphia 

Irom yes =<) 626 

— — speech cette in me EPH 


Frontal lobe tumour, signs 
of ie ot cy (GFE 
— ridges, enlarged, in acro- 
megaly 
— sinus disease (see Sinus, 
Frontal) 
— veins, engorged, in caver- 
nous sinus thrombosis 229 
Frost-bite, bullae from 96, 97 
— fingers affected by 239, 240 
— gangrene from . p= 255 


— hemoglobinuria from .. 284 
- Raynaud’s disease simu- 
lating .. ee del RP 
— vesicles from .. mete LOKe 
Fruit, colic from .. Spy OF 
— diarrhea from .. 171, 717 
— nightmare from. 402 
Fruit-stone in bronchus, 
hemoptysis from 287 
Fuchsin stain 641 
Fucus vesiculosus, weight 
reduction by . 770 
Fullness in chest, from 
mediastinal new growth 434 
— epigastrium, from gas- 
tritis .. pola 
— gastric, from atony 2. 244 
Fullness, gastric, general 


account of .. sane 
— — from hypertonus 
— — leather-bottle stomach 
— — rapid eating .. 
— in head, from high blood- 
pressure Rts 2. 296 
— — plethora 2. 220 
— intestinal, from excess 
of gas .. a -. 245 
FULLNESS, SENSE OF .. 432 
— — from acute congestion 
of liver a5 -» Sot 
—-— aerophagy due to .. 245 
from asthenic dys- 
pepsia Sas 4319 
in hypochondrium, 
from carcinoma of 
liver : 
rectum, from carcin- 
oma = ee 
— piles ee i> 
— — — rectal polypus 
Functional albuminuria 15, 
— disease, death from .. 
— nerve trouble (see Hys- 
teria ; and Nenrosis) 
Fungating endocarditis (see 
“Endocarditis, Fungat- 
ing) 
Fungiform papille, pro- 
nt ‘minent, in scarlet fever 


244 
243 


FUNGOUS ihn hal 


OF THE SK 246 
Furfuraldehyde in Cam- 
midge’s reaction 100 


Furnacemen, left ventricle 


enlarged in 206 
= photophobia in .. 524 
Furs, workers in, mercur y 

poisoning in .. 726 
Furuncle, carbuncle dis- 

tinguished from 559 


— in ear, earache from .. 202 


- erythema EL OM 222 
— sinus thrombosis from. 229 
— staphylococcus in 422 


Furunculosis of external 
auditory meatus bicest, | 

— pustules in , Se 
— vulval swelling from .. 
Fusiform bacilli 613, 
—-— of Vincent’s angina 
(Plate XX VIIL) 


AERTNER’S bacillus 
fee Bacillus, Geert- 


’s) 
GAIT.” ‘ABNORMALITIES 


— ataxic (see Ataxy) 

— in disseminated sclerosis 

Gait, cerebellar : 

— cross-legged, from cere- 
bral diplegia .. * 

— — in Little’s disease 

— festinating, from pees 


agitans . 252 
— halting (See Limping) . 251 
— in hemiplegia ; 139 
— hesitant, in paralysis 

agitans 503 
—-—in peripheral neuritis 57 
— high-steppage 57 


— limping (see Limping).. 251 
— — in sacro-iliac disease 
— — from trench-foot .. 224 
— in paralysis agitans 252, 725 
— with paralysis of sciatic 


nerve .. 499 
— reeling (See Ataxy) 251 
— scissor, from cerebral 
diplegia aie, TK) 
— — with diplegia.. 132 
— — in Little’s disease 139 
— shuffling, from lateral 
sclerosis : sme S 
— — in paralysis agitans .. 498 
— spastic, in disseminated 
sclerosis 728 
—-— (and see Paraplegia, 
Spastic) 
— in spinal caries . 154 
— staggering, from cere- 
bellar tumour Se lr 
— — in disseminated scler- 
osis . as, Gulig/ 
— in tabes dorsalis 57, 252 
— Thomsen’s disease 584 
— tottering, in general 
paralysis 726 
— — unsteady, in peripheral 
neuritis 56 


— waddling, with congenital 
dislocation of hip 156, 251 
—-— in pseudo-hypertrophic 
paralysis 251, 513 
Galactocele 429, 686 
Gall-bladder, carcinoma of 
(see Carcinoma of Gall- 
bladder) 
- empyema (see Empyema 
of Gall-bladder) 
GALL-BLADDER_ EN- 
LARGEMENT : 
— — abscess simulating .. 
— — appendix abscess simu- 
lated by 678 
carcinoma simulating 
253, 368 
from carcinoma of 
duodenum . - 662 
253, 254, 


— — with carcinoma of 
326, 330, 451, 630 


pancreas 51, 


— — from cholecystitis .. 597 
— — cicatrization of cystic 
duct a) a) 


FUNGOUS AFFECTIONS 


Gall-b ladder enlargement, contd. 
— — duodenal ulcer simu- 


lating . 368 
— — from empyema .. 253 
— — gall-stones 253, 327 


gastriculcer simulating 368 
hydatid simulating 

258, 375 

hydronephrosis simu- 

lating : «0 203 

in iliac fossa .. . 678 

— jaundice with -- 326 
Gall- bladder enlargement, 

kidney simulated by 353 

678 


laparotomy in dia- 
gnosing 253, 
movable kidney simu- 
lated by 253, 663 
—— from mucocele 253, 254 
new growth .. - 253 
— — from pancreatitis 
116, 253, 254 
— pelvic swelling due to 688 
Gall- bladder, enlargement 
physical signs of 252, 353 
—-— pyloric growth simu- 
368 
253 


lating . 
— — resonance in loin with 
— — Riedel’s lobe simu- 
lating 663, 
— — rigid rectus simulating 
Gall-bladder enlargement, 
things simulating .. 
— — in typhoid fever 253, 
254, 
— infection, empyema from 
04, 106 


678 
659 


252 


— — pleurisy from 


— inflamed, local acres 
OV.EEE Pare a BOP: 
— mucocele of 254 


— opened by hydatid cyst 328 
— rupture of, peritonitis 
from: .2 
— — in typhoid fever 
— suppurating (see Empy- 
ema of Gall-bladder) 
— —tabes .. of a 
— tender 254, 437, : 
Gall-stones, abscess of liver 
from: .. 
— adhesions caused byr_.. 
— age incidence of 116, 316 
— alkaline feeces with 
— bile-duct obstruction by 
325, 
— biliousness simulated by 
— carcinoma following .. 252 
— — simulated by.. 
— catch in breath on 
palpating 437, 450 
— cholangitis from 254, 326, 
333, 597 
— chronic pancreatitis with 264 
— cicatrization of bile-duct 
from 
— clay-coloured stools from 
— colic from 116, 130, 252, 
272, 326, 327, 3 
— collapse from 3 
— diagnosis from pancrea- 


titis 2 239 
— dilatation ‘of heart simu- : 

lating . ae 496 
-- stomach from 2 he 
— duodenal ulcer simu- 

lating .. 2 oeeOG 
--- simulated by sehe 


— duodenum ulcerated into 
by 2 OOm ale 
- dyspepsia ‘from. AU PENG 
—infat women .. ee 
— in feeces .. 116, 272, 327 
— gall-bladder contracted 
POM: pose af 
— — enlarged from 253, 327 
— — not enlarged with 326, 
Gall-stone, gastric ulcer 
distinguished from .. 437 
— — — simulated by sees 
Gall- saranes, 0 general account 
0 
- haamatemesis from 265, 272 
— heartburn from - 297 
— hexamethylenetetramine, 
etc., for ee .. 650 
— indicanuria unusual with 451 


Gall-stones, contd. 
— interscapular pain from 
461, 
— intestinal obstruction by 
— jaundice from 101, 116, 
252, 272, 325, 326, 327, 
308, 374, 
— liver enlarged from 272, 
— — tender with ae 
— local peritonitis from .. 
— melena from .. 
— microbial causation of. 
— mucocele after .. 
— obscure pyrexia due to 
— pain at angle of right 
scapula from. 
— — in the back from 327, 
428, 
— — epigastrium from 327, 
437, 
— — after food from 


— — over gall-bladder with 


in hypochondrium 
from 27, 
— — hypogastrium from . 

—-— left hypochondrium 

from 

— shoulder from 116: 
327, 
100, 


— pancreatitis and 
— — simulating 
— pyloric obstruction from 
— pyrexia from 252, 254, 
327, 
— renal colic simulating .. 
— rheumatism of shoulder 
simulated by.. 
— Riedel’s lobe and 3 
— rigors from 254, 326, 
327, 374, 595, 
— saponified fats with 


| — seldom felt 


— sex incidence of 116, mies 
32 8, 437, 

— shivering from .. 

— simulated by cicatrization 
of bile-duct <c 

— sizes of ye 

— spasms due to .. 

— stercobilin and . 

— suppurating gall -bladder 
from A 

— tenderness over 

— — gall-bladder from 


254, 


-- in right shoulder from 7 


— after typhoid fever 

— urobilin with 

— vomiting from . 

— wind due to : 

— without symptoms 

— a-rays in diagnosing 
116, (fig. 146) 

Gallic acid (see Acid, Gallic) 

Gallop rhythm (see Canter 

Rhythm) 
Galyl (see Salvarsan) 
Galton’s whistle (#%g. 75) 


Galvanic current, in muscle 
5 


testing. . 

Galyanometer, 
testing. . 

Gamboge, tenesmus from. 

Games, cramps during 

Gaol fever (see typhus) 

GANGRENE 5 

Albumosuria with. 

— from aneurysm.. 

— atheroma 

— of bladder, from ‘cystitis 

— bulle in.. 96, O75 

— of cheek (Fig. 24) 

— in diabetes 

— — finger affected by 

— from ‘embolism AD 

— endarteritis 

— epidemic, from ergot . 

— from erythromelalgia a 

— femoral ligature 

— of fingers, in Raynaud’ s 
disease 

Gangrene of the fingers 
and foot (Plates X/IT, 
XORY cee ae 256, 

— from fungating endocar- 
ditis' <. i aN 

— of gums... 

— from glycosuria 


in muscle 


GASES 
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Gangrene, contd. 


— from hot-water bottle... 257 
— ice-bag ide -- 208 
— injury 256 
- intermittent claudication 

40, 441 
=f jaw o a <P Te! 
— in leprosy 257 


Gangrene, line of demarca- 

tion in 256, (Plate XT V) 258 
Gangrene, list of causes of 255 
GANGRENE OF THE LUNG 259 


— — albumosuria with 16 
— — in alcoholics .. ee ergs 
— — from bronchiectasis .. 259 
— — from bronchitis - 259 
— — in diabetes 259, 644 
— — elastic fibres in sputum 
from 260, 290, 644 
— — from embolism 259, 644. 
— —fcetor from .. 644 
— — from foreign body 259, 260 
— — foul sputum from 643 
— — — taste from .. 705 
Gangrene of lung, general 
account of 259, 643, 644 
— — hemoptysis from 287 
— — after immersion 260, 644 
— — indicanuria from 315 
— — from infarct .. 652 
— — inhalation of food 259 
—-— injury.. Ap ae 200 
— — latent .. es -- 260 
—-— from lateral sinus 
thrombosis. . 259 
— — leucocytosis with 360 
— — from liver abscess 370 
— — new growth 652 
— — inoldpeople.. 259 
— — from phthisis - 259 
— — physical signs of .. 259 
— — from pneumonia, 259, 
644, 652 
— — pneumothorax from 
53L, 532 
— — in pyemia 260 


— — pyopneumothorax from 652 
simulated by bronchi- 


ectasis 260, 290, 643 
—-—-— empyema 260, 290, 643 
— — — fetid bronchitis .. 260 
—-—-— phthisis .. 260, 290 
— — sputum in 149 
Gangrene of gl ‘sputum 

in 259 

-- stench of 86, 290 
— — from subphrenic ab- 

scess au eo hO 
Gangrene of lung, sym- 

ptoms of ae .. 259 

~— — unsuspected .. =. 209 

— — from wounds.. 259 

— from pemphigus 601 


— peripheral neuritis .. 256 


— in Raynaud’s disease 256, 441 
Gangrene, senile .. 4 rate 
— of skin, leucocytosis 
slight with ee OU) 
— from snake-bite 337 
— spreading 256 
— subcutaneous emphysema - 
TrOMI ee -- 203 
— in syringomyelia 257 
— of testis . ae 482 
— from thrombosis 258 
— tight bandaging 258 
— of toes, in diabetes 240 
— — from embolism 34 
—-—tabes . 257 
Gardener’s itch : 540 
Garlic, foul breath from. 86 
— — taste from 705 
Gas in abdominal cavity 
652, 653, 656 
— carbon monoxide poison- 
ing from 5 aD 
— per urethram (see Pneu- 
maturia) 
— in pleural cavity (see 
Pneumothorax) 
— workers, carcinoma of 
scrotum and . 621 
| Gases, inhalation of, hemo- 
globinuria from .. 284 
i= irritant, coryza from .. 178 
| — — laryngitis from saab 


| — poisonous, headache from 295 


822 


Gasserian ganglion, exci- 
sion of, necrosis of 
cornea from . . 134 

— — herpes of .. 447 

Gastralgia, dyspepsia from 319 

— epigastric tenderness 

from . 437 
pain in epigastrium from 
319, 436 

— — after food from + 437 

— in young women .. 437 

Gastrectasis (see Dilata- 
tion of Stomach) 

Gastric carcinoma (see 
Carcinoma of Stomach) 

— contents; arsenic in .. 78 

—— blood in, from carci- 


noma of stomach .. 317 
Gastric contents, in carci- 
noma of stomach . 270 


Gastric contents, in dilata- 
tion of stomach 
Gastric contents, estima- * 
tion of total acidity of 320 
—-— HCl (see under’ Acid, 
A Hydrochloric) 
=- = lactic acid (see under 
~ Acid, Lactic) 
Gastric contents, methods 
of analysing .. 319, 320 
— — micro-organisms in .., 267 
— — mucus in .. 320 
—— occult blood in 630, 767 
— — Oppler-Boas bacilli in 320 
Gastric contents, organic 


acids in 46 
78, 85, 108, 417 


poison in 
sarcine’ in 115, 241, 320 


— — strychnine in wee LZ. 
—-— unduly acid, with 
‘gastric ulcer . 437 


yeasts in 241, 318, 320, 766 
— - (and see Vomit) 
Gastric crises (See Crises, 
Gastric) 
Gastric diarrhoea . : 172 
Gastric flatulence, general 
account of 
— fullness (see 
Gastric) 
— juice, absent, in gastritis 317 
Gastric juice, absence of 
HCI from a 33 
acidity diminished, in 
gastritis bee oer 
analyses, in diagnosing 
gastrectasis .. 174 
+ — = diarrhea = Au 
changes, with carci- 
noma of stomach .. 316 
—-—- pyloric stenosis .. 318 
Gastric juice, characters in 
chronic gastritis 43, 
—- unduly acid, with 
duodenal ulcer 75 
—-—-+- gastric ulcer .. 75 
— — (and see under Gastric 
Contents) 


Fullness, 


Gastric peristalsis, visible.. 52i 
sarcoma (see Sarcoma of 
Stomach) 
— ulcer, abdominal tender 
ness with Xe 5 eS) 
— — abscess’ of omentum 
from a Bache (oXe3 
— — acetonuria from ate 4 


acute ascites from .. 47 
— —-— peritonitis from .. 592 
adhesions from 
age incidence of 386, 268 
albumosuria with .. 16 
aneemia with. . 36, 269 
blood per anum from 75 
— in vomit from = GT, 
carcinoma from 316, 653 
in chlorosis eo DA 
chronic dyspepsia from 658 
cicatricial fibrosis of 174 

coffee-ground vomit 
from te 2s 268 

Gastric u'cer, diagnosis 
from anemic vomiting 36 

— — distinction from duo- 
denal oy ae ie: 

— — distinguished from 

carcinoma by a-rays 174 
—-— empyema from 104, 106 


317 


GASSERIAN 


| — — epigastric 


| — — — peritonitis from 


GANGLION 


contd. 
hyperees- 
thesia from 
— — — pain with 
— — excess of acid with .. 
— — females affected by .. 75 
Gastric ulcer, gall-stone 
distinguished from .. 437 
— — gastrectasis from 174, 653 
Gastric ulcer, general ac- 
count of 6, 268 
. 388 
— — hematemesis from, 36, 
75, 265, 266, 268, 
269, 317, 
hemorrhagic erosions 
and .. s+ 269 
HCl in 5a (oer 
heart-burn from .. 297 
hyperacidity with .. 75 
indicanuria from 101 
inflammatory matting 
round , .. 174 
interscapular pain from 
61, 462 
laparotomy in diagnos- 
ing from carcinoma 174 
leaking “Os 
— constipation after.. 126 
local peritonitis from 174 
— rigidity over =. aE 
— spot of tenderness 
from 3817, 437 
loss of weight from .. 769 
melena from 75, 268, 269 
occult blood in feces 
with 101, 126, 767 
cedema of legs after.. 414 
pain in the back from 
269, 428, 437, 716 
—- chest from.. > 409 
pain due to a AOe 
— in the epigastrium 
from 268, 436, 462 
after food from 75, 
269, 317, 437 
left hypochondrium 
from .. 450 
hypogastrium from 462 


Gastric ulcer, 


437 


— — ~ shoulder from . 474 
— — pancreatic artery 
opened by .. . 268 


pancreatitis from 100, 101 


— — perforation of 47, 658 
—--— acute abdominal 
pain from 5 8B} 
— — -—-— pancreatitis simu- 
lating .. . 389 
— —-—-collapse from . 436 


pain in epigastrium 


_ from - 436 

— — — laparotomy for .. 436 
— — — pneumoperitoneum 

from .. 652 

— — — shock from . 436 

— — pleurisy from.. 5 AKG 

— — pneumothorax from.. 531 


profuse hzematemesis 
from es ae 200 
‘ptyalism from S Bae 

pyloric stenosis from 
174, 269, 297, 317, 653 
m servants .. Le oO 
sex incidence of 36, 268, 437 
simulated by ansemia 768 
— carcinoma 125, 269 
‘cirrhosis 269, 272 
duodenal ulcer 386, 271 
dysmenorrhcea LOS 
gastric ulcer: . 272 

gastrostaxis 36, 76, 
266, 268, 274 
heart disease 436, 709 
leaking pelvic lesion 468 


— — —‘tabes ee oy 83) 
= —=‘undue abdominal 
aortic pulsation 543 


simulating carcinoma 174 
— enlarged gall-bladder 368 
splenic artery opened 
by 2 
subcutaneous emphy- 
sema from. 5 0s 
subdiaphragmatic ab- 
scess' from 103, 451, 


531, 652, 658 | 


sudden pallor from OS 


GENERAL PARALYSIS 


Gastric ulcer, contd. 
— — suppurative peritonitis 


from a See A 
—— tenderness in chest 

from Aa ao (OE) 
— — tetany from .. Sis ee) 
— — tumour with .. 318 
— — — in epigastrium from 660 
— — yomiting with, 36, 75, 

268, ne, 317, 437, 

: 767, 765 
——a-rays in diagnosing 269 
Gastritis, acute, abdominal 

pain from ae) (OG 
— — from alcohol .. Seo, PAE 
— — arsenic poisoning simu- 

lating a G6 

— — from corrosives we 267 

— — diarrhoea with a (hokd 
-- diphtheria bacilli caus- 

Th Ge . 267 

— — from errors of ‘diet . 267 

— — gastroscope in a PASI 
Gastritis, acute, general 

account of 67 


— — hematemesis from 265, 267 
— — from irritants 
nausea from . : 
phosphorus poisoning 
simulating .. 23 166 
— — pneumococci. causing 267 
a0 ek alveo- 
-laris. : mig PAO 
ree with . 
— — from septic teeth 
— — stomatitis .. + 267 
— — streptococci causing. 267 
— from alcohol 43, 267, 
— appetite diminished aiiahere 
~— carcinoma- of stomach 
simulating . 5 ATAU 


— chronic, from alcohol . 317 
—-—in cirrhosis Bl7/ 
— — epigastric pain from. 766 
— — fullness in rat ium 
from j 317 
Gastritis, chronic, " gastric 
juice changes with 317 


Gastritis, chronic, general 
account OF es eo 


— — hematemesis from .. 265 
— — HCl diminished in 766 
— — loss of weight from .. 317 
—— nausea from.. 317, 766 
— — from oral sepsis SMUG 
— — ptyalism from .. 543 
— — in renal disease re old 
—— secondary .to back 
pressure 6) IN 
— — from tea we 5 alle 
— — weight in epigastrium 
from 6 o Bully 
— with cirrhosis .. 43, 371. 


— from defective teeth 43, 317 
— furred tongue with 
— gastric juice in .. 43 
Gastritis, general account ‘of 317 
— heart disease simulated 
— with mitral disease 
— mucus with .. 55 BEY) 
— with nephritis bir 
— pain in the back from .. 716 
— — limbs in ie 


— — round heart from 435 
— — in shoulder from 474 
— palpitation from 435 
— phlegmonous .. 766 
— rheumatism of shoulder 
simulated by.. 708 
— from tobacco .. 43, Ses 


— toxic, haematemesis from 265 
— uremic .. a. SL 
— vomiting from 317, 765, 766 
Gastrocnemii, pseudohyper- 
trophy -of on Ara)! 3) 
Gastrocnemius, bursa under 692 


— nerve supply of 498, 499 | 
Gastrocolie fistula, faecal 
vomiting from oe 166 
Gastrodiaphany .. 660 
Gastro-enteritis, general 


cedema from .. 
— influenza complicated by 563 
— in trichinosis .. 464 
Gastro-enterostomy in er ror B 

in tabes 
— for pyloric stenosis 


. 174 


Gastro-intestinal disorder’ 


febricula representing 464 
— — headache from - 296 
— — insomnia from oom 
— — from round-worms .. 520 
— — in rickets on -. 145 
— — rigor from -. 595 
-- tetany froin eye 3 
— secretions, not tinged oy 

jaundice : 324 
Gastroptosis, asthenic ays- 

pepsia with .. + BIg 
— with gastric atony . 241 
— movable kidney with .. 318 


—a-rays in diagnosing 
(Fig. 144) 318 
Gastroscope, in diagnosing 
acute gastritis 220M 
— — carcinoma of stomach 
2705 20 
Gastrostaxis 
— age and sex incidence of 
— in chlorosis 
— gastric ulcer Sines by 
266 
— — — simulating . oe 274 
— hematemesis from 265, 266 
— from hemorrhagic ero- 
sions ... ohn 2G) 
Gaucher’s disease, conjunc: 
tive in - . 634 
familial acholuri ic jaun- 
dice and .. des 
family history and .. 
special cells in Br 
spleen enlarged in 
splenic aneemia and . 
von Jaksch’s disease 
cand =. ae -. 634 
Gauze packing, pain in 
pelvis after .. 468 
Gelle’s test. . a Soa 


Gemelli, nerve supply of 498 
General paralysis of the 
insane, anosmiain .. 612 
--- aphasia TOM G5 . 624 
—-—- Argyll Robertson } 
pupil in .. Bt 


bedriddenness from 
59, 243 
bleeding gums in .. 72 
cerebral softening 
from ae .. 108 
cerebrospinal fluid 
in + 120, 248 
Cheyne - Stokes 


breathing from .. 108 
——-— coma in 117, 120, 
144, 306 


congestive attacks in 624 
convulsions in 120, 
144, 146, 243 
deep reflexes in .. 146 
defective writing, 


ete., In... .- 120 
— —-— dementia from .. 19 
— — — dysarthria in .. (627 
— — — dysphagia in - Mo 


epileptiform seizure 
in 305 

General paralysis ‘of the 

insane, general account 
of 120 

- grandiose ideas in 
120, 146, 243 
grinding of teeth in 726 
hematomata in “3. 243 
headache from . 294 
hearing of voices in 408 

hemiplegia in 303, 


305, 624 
— — = insomnia from s.naee 
— — — irritability in . 323 


-judgement defective 
in . 
knee-ierks unequal i in 358 
laryngeal paralysis i in 495 
leucocytes in cerebro- 
spinal fluid in .. 305 
lumbar puncture in 243 
lymphocytes in cere- 
brospinal fluid in 
305, 306 
memory defective in 146 
mental and moral 
changes in . 726 
-mental work and.. 


243 


a 


GENERAL PARALYSIS 


General paralysis of insane, con. 
—~-= paraplegia in 514, 518 | 
—-— penile erection ab- 


sent in 313 
- —~ perforating ulcer of 
foot in .. = (35 | 


= plumbism simulating 
119, 727 


— — — pupil changes in .. 146 
—-—- pupils unequal in 
170, 552 


simulating cerebral 


hemorrhage 120, 305 | 


sordes in -.. 72 
spasmodic 
ings in 


speech blurred 


twitch- 
o2 L3G 
in 
146, 726 
spontaneous fracture 
in 242, 243 
stammering from.. 628 
syphilis and 243, 495 
tottering gait in .. 726 
tremor in 146, 724, 
726, 727 
Wassermann reaction 
ine 120, 243 
wasting in .. eh ash!) 
weakness of muscles 146 
“worry and .. . 2438 
writers’ cramp simu- 
lated by.. eee eat 
Geniculate branch of ob- 
turator nerve , 
Genital organs, coli bacil- 
luria after operations on 70 
— — condylomata round .. 400 
— — elephantiasis of es: 
— — external, glands drain- 


363 


hese ae “ae 
Genital organs, herpes of 
753, 
Jacquet’s erythema of 
myoma cutis of 
cedema of, in acute 
nephritis .. oe 9 
precocious, hyper- 
nephroma and (Fig. 
175, p. 408), 409, 
scabies of .. re 
syphilides affecting .. 560 
syphilitic papules 
round : a 
region, lice affecting .. 040 
Genito-crural region, ery- 


| 


thrasma of .. 251 | 
Gentian, heartburn relieved 
y ; : 297 
— taste of . Ne os en TAOS 
Geographical distribution 
of ankylostomiasis 81, 521 
— — beri-beri A aR 
— — bilharzia 79, 282 
— — chorea major.. 134 
— — dengue 466 


distoma pulmonale once 
eczema marginatum.. 250 
elephantiasis a on 28 
epidemic gangrene .. 259 
trichinosis a 
hepatic abscess ae ee 


— — hydatid disease 49, 291, 658 
— — impetigo herpetiformis 98 
— — kala-azar 29, 633 
— — lung fluke 645 
— — malaria 632 
— — Malta fever 466 


Mediterranean fever. 566 
mollities ossium 40, 242 
mycetoma . 

oidium tropicale 5 
primary alcoholicheart 53 


—— relapsing fever 336, 596 
— — sleeping sickness 28 
— yellow fever. 273, 336 


Berman measles, albumin- 


uria in. ANB! 

-- diacnosis from scarlet 
fever 5 14 

— — enlarged posterior cer- 
vical glandsin .. 562 


— erythema in.. 223, 
— fourth disease simu- 


lating 229 
-- lymphatic glands en- 
larged in 228, 376, 

377, 378, 562 


| 


German measles, contd. 


— — macules in 562 
— — measles distinguished 
from 77 
— — occipital glands en- 
larged in 377, 378 
— — rash of ‘a .. 228 
— — rigor rare in . 595 
— — scales in a 602 
—-— scarlet fever distin- 
guished from Mir) 
— — — — simulated by 228 
— — sore throat in 613. 
Germany, primary alcoholic 
heart in ; 53 
Gestation, ectopic (see 


Ectopic Gestation) 
— tubal (See Ectopic Gesta- 
tion) 
Giant cells in tuberculosis 403 
Giddiness (and see Vertigo) 


— in’angina abdominalis.. 115 
— arteriosclerosis .. ce aa is 
— from cerebral abscess .. 306 
— — tumour AG, OUP BUS 
— after flushing .. 241 
— due to increased intra- 
cranial pressure 590 
— in nephritis 5G ia, 42 
— pellagra .. ste .. 225 
— preceding hematemesis 286 
— from snake-bite. . 337 
— in uremia 40 
— Weil’s disease 336 
Giemsa’s stain, for spiro- 
cheeta pallida 701 
Gigantism, infantilism with 188 
Gigantoblasts (2laie TTI; 
Fig. F, 3) 22 
Ginger, heartburn relieved 
by 5 Fie 30, 2900 
Gingerbeer, regurgitation 
through nose. 588 
Gingivitis,  blood- “spitting 
“due to. an 285 


— septic, purpura and... 557 

suppurative (see Pyor- 

rheea Alveolaris) 

from syphilis oc. 18 
— tuberculous 72, 74 
Girald 4s, organ of, cyst from 481 
GIRDLE PAIN . 260 
— — from aneurysm . 434 

— from cord compression 
260. 516, 713 
— in disseminated scler- 
osis . 260 

— from fractured spine. 
31, 436 
2 140 
260 


heematomyelia 
in myelitis c 
from new growth in 
spine A 
in spastic paraplegia. 260 
from spinal injury .. 715 
syphilitic spinal menin- 
gitis : 260 
— in tabes 260, 436 
with transverse myelitis 
140, 436 
sensation, in disseminated 
sclerosis aie 
— tabes .. se. . ALR OS) 
Gland puncturein diagnosis 28 


714 


Glanders, arthritis with .. 3840 
— bacillus ‘(see Bacillus 
Mallei) 
— bacteriology in dia- 
egnosing . 599 
— bulle in 96, 97 
— horses and Sele 
— of leg 737 
- lungs affected i in 97 
~ nasal discharge in a ah) 
— occupation in diagnosing 179 
— pyrexia in a OT, 
— rigor in .. 595 
Glanders, skin lesions of.. 559 
Glans penis, desire to 
squeeze see 
— — epithelioma of iow 
Glaucoma (Plate XJ) 230 
— age incidence of.. By 
— anterior chamber shallow 
in ' 233, 762 
— atropine disastrous in.2 233 
— blindness from . 233, 762 


Glaucoma, contd. 
ciliary vessels injected in 232 


— from close work 232 
~ conjunctiva injected in 233 
— cornea anesthetic in .. 233 
— — steamy in 232, 762 
— cup, distinction from 
physiological .. . 415 
— from dietetic error + 2a2 
Glaucoma, disc of.. wale 
— disc in (Plate XX) > 418 
— halos round lights from 233 
— headache from 233, 294, 
295, 712 
— hyperacusis from . 3808 
— in hypermetropes . 232 
— inflammatory 5 PB 
— iris discoloured in 5 PBS 
— — injected in 5 PRY 
— from iritis’ 761 
Glaucoma, iritis, and con- 
junctivitis compared 232 
— lachrymation from mecol 
— migraine simulated by.. 233 
— codema of eyelidsin .. 233 
— optic disc white and ex- 
cavated in meas 
— pain from . an Zpill 
— — in the ears from 25 208 
—-— eye from 233, 445, 525 
— — face from 449 
— — head from . 233 
— — teeth from 233 
— photophobia from 231, 
524, 525 
— presbyopia increased by 233 
— pupil dilated in 232, 762 
— — — and fixed in 233 
— rainbow vision from 233, 762 
— sex incidence of 232 
— sick-headache simulated 
by Gn oe 
Glaucoma, signs of . 761 
— tenderness of eyeball i in 233 
— — scalp from 712 
— tension of eyeball in- 
creased in’ 232, 233, 552 
— unequal pupils from .. 552 
- visual field constricted in 
760, 762 
— vomiting from .. 50) 2B) 
Glaziers, plumbism in .. 117 
Gleet, arthritis from . 340 
— epididymitis with . 697 
Gleet, general account of 
82, 183 
— gonococci in. 184 
— marriage in relation to 184 
Glénard’s disease. 659 
Glioma of brain, | hemi- 
anopsia from. = XO! 
— cauda equina 62 
Gliosis, spinal, pain in arm 
from .. 443 
— in svringomyelia. cates ERD) 
Globulin and albumin, 
relative proportions in 
urine he ae 4 
— in ascitic fluid 48, 50 
— cerebrospinal fluid 305 


Globus EI se 197, 465, 651 


— — aphonia and . . 495 
— — in hysteria . 141 
- major, tuberculous 697 
— minor, swollen, gono- 
coccal . 697 
Glossina palpalis, trypano- 
somes from 28 
Glossitis, chronic, earcin- 
oma and as oe (iets) 
— — Jeukoplakia and . 698 
— — smoking and.. 5 a (eye. 
—-— syphilis and . ee Ste 
— dysphagia from. 198 


tongue swollen from 198, 698 


Glosso-kinaesthetic centre 
(Fig. 266) 624 

Glosso-pharyngeal nerve 
paralysis . 706 


Glottis, oedema of (see 
CGidema of Larynx) 
Glove anesthesia, in hys- 
teria 134, 465 
— — from peripheral neuritis 56 
— — in syringomyelia 609 
~— and ‘stocking anaesthesia 
(Fig. 256) 606 


GONOCOCCI 


Glucose, quantitative esti- 


mation of - 263 
Gluteal nerve, inferior 498 
- — superior - . 498 
— region, condylomata on 700 
Glutei, atrophy of, from 

hip-joint disease 61 
— cramp of; in treadlers .. 151 
— nerve supply Olt 499 
~ pseudohypertrophy of. 513 
Gluteus maximus, nerve 

supply of «>, 498 
— medius, nerve supply of 498 
— minimus, nerve supply 

(0) oe Are .. 498 
Glycerin, hemoglobinuria 

iromieeae 284 
Glycogen, relation to acid- 

OSIS# ioe aus oh 4 
GLYCOSURIA .. 260 
— and’ albuminuria, associ- 

ated .. a0 ss GL 
— albuminuria in testing 

fOr ae : =, 20k 
— from alcoholism 85, 264 
— alimentary e264. 
— — diabetes and . - 536 


alkaptonuria simulating 746 


— Cammidge’s reaction and 100 
— errors in. tests for oie 
— estimation by fermenta- 
ION 2. a6 AES 
— fermentation test fOnuaan (43 
— gout and : 742 
— in Graves’s disease 264. 


laryngeal paralysis with 495 
obesity preceding . 408 
with pancreas lesions 51, 
116, 264, 330, 437, 
peripheral neuritis from 
phenylhydrazine test for 743 
in pituitary infantilism 190 
pneumaturia from . 530 
in pregnancy . 264 
Glycosuria, prognosis with 3 
Glycosuria, significance of 


661 


505 


ares 264 
— in starvation 264. 
Glycosuria, symptoms of... 260 
— temporary, in alcoholics 264 
— — from cerebral hzmor- 
rhage .. 264 
—— — tumour .. 264 
— — head injury . 264 
— — pancreatitis .. 264 
Glycosuria, tests for .. 261 
— uric acid and . . 742 
— (and see Diabetes) 
Glycuronic acid (see Acid, 
Glycuronic) 
Gmelin’s test for bile 743 
Gnat bite, swelling of face 
from 674 
— vesicles from hon 
Goat’s milk, Mediterranean 
fever fror: 465, 566 
God, delusion concerning 405 


Goitre, asthma simulated 
by a? fe ee OS0 
— cyanosis from ee Las 
dyspncea from .. ae LOR 
exophthalmic (See Graves’s 
Disease) : ae 
heemorrhage into wee LDS 
parenchymatous, in anee- 


I 


mic girls wep hae 

— — breathlessness with.. 722 

— — palpitation with eal 
—-— simulating Graves’s 

disease Re tae 

— — tachycardia with nite ae 

— suppuration in .. 158 
Goitres, varieties of (and see 
Thyroid Gland, En- 

iarged) ap fou 

Gold miners, silicosis i in... 288 
Golfers, subacromial bur- 

sitis in ie Bie eas 
Gonococeal arthritis (See 


Arthritis, Gonococcal) 
Gonococci (Plate XXVIII) 614 


— acute ascites from 47 
— arrangement in pairs .. 591 
— in arthritic fluid no EAD) 
— in ascitic fluid .. 48 
— bacteriuria from 69 
— in cervix.. 700 
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Gonococcus, characters of 188 
— in chordee 


— infective Mheekint es 
from! .. ss) BAY, OFF 
— fascie affected by 340 
— in female urethra 700 
— gleet 184 
_ gonorrhoea be Old 

— lesions due to, opsonic 
index in diagnosing go Seo) 

— inside leucocytes 182, 
185, 591 

Gonococci, mode of examin- 
ing for in female 185 
— nasal discharge due to 179 
— orchitis from 5 67 
— in otitis media .. 422 
— prostatitis due to A 70 

— recovered on blood cul- 
ture ee Oe 
— reniform shape of 591 


rheumatoid arthritis from 35 


— spread to ejaculatory 
ducts, ete. .. 182 

— tendon ‘sheaths affected 
y .. 840 
— in urethral discharge 61. 181 
— urethritis due to 70, 182 
— inurine.. se oe) 
— vaginal discharve 185 
— vulval discharge 700 
Gonorrhea : { 183 
— abscess of testis” from . - 622 
— albuminuria from 183 
Gonorrhea, arthritis and.. 340 

(and see Arthritis, 

Gonococcal) 

— ascending nephritis from 13 

— bacteriology in dia- 
gnosing 700 
— balanitis simulating a) (Sale 
— Bartholinitis from . 194 
— Bartholin’s glands red in 700 
— bursitis from 439 

— caruncule myrtiformes 
inflamed in mS PKONO) 
— chordee from 108, 617 
— conjunctivitis from .. 231 
— contractures from 142 
— cystitis from : 182 
— eosinophilia from Se VARY) 
— epididymitis from 66, 697 
— epididymo-orchitis from 478 

Gonorrhea in deymale, notes 
on ; - 700 
— fibrositis “from 23 . 439 
— gangrene from .. .- 255 
— gout simulating 742 


— hematuria in 182, 282 
inflamed hymeneal re- 


mains from .. 194 
— inguinal glands enlarged 381 
- irrigation test in 182 
- joint lesions from 252, 340 


— micturition frequent in 182 
— orchitis from ae RY 
— oxyuris vermicularis simu- 


lating Abe OO 
— pain in feet from. -. 439 
— — penis from -. 469 
— — urethra from .. 5 ally 
— painful erections in - 182 
— — micturition in 182 


— papilloma urethre from 
184, 
— phosphaturia suggesting 
— priapism from .. 
— prostatic abscess fr om. 
Gonorrhea, prostalts threads 


after : . 399 
- prostatitis from. 473 
— pyuria from 575 
— red meatus from 182 
— residual in prostate 67 
— retention of urine from 649 
— rigors from Se Ook | 
— scalding: in 182, 700 
— soft sores from .. 700 
— spondylitis deformans 

GPOTOS - te -. (14 
— strangury from. . 649 
— streptococci in . 341 
— stricture after Ae AIS 
— testis atrophy after 66, 313 


— two-glass test in oe kOe, 
— ulcer of cornea from 
— — perineum from 


GONOCOCCUS 


Gonorrhea, contd. 
~— urethral discharge due to 469 
— urethritis simulating .. 181 
Gonorrhea, vaginal dis- 
charge of nis LSS 
— vesiculitis from.. sid DRM 
— vulval swelling from .. 699 
— warts from ae ae OO 
Gonorrheal rheumatism 
(see Arthritis, Gono- 
coccal) 
Goodhart, Sir James, on 
blue brain 163 
Gooseberries, oxalate from 424 
— oxaluria after a5 poll 
Goose-flesh, xerodermia 
simulating .. 488 
— papules in 487 
Gordon Museum, illustra- 
tions from 520, 521 
— — large heart in a PAO 
Gout, abdominal pain from 115 
— age incidence of . 344 
— angina abdominalis from 115 
= atrophy of testis from. 66 
— balanitis from .. ate migis 
— bony excrescences in .. 345 
— brachial neuralgia and.. 442 
— cavernitis from.. 473 
— cellulitis simulating 410 
— diet and. 344 
= Dupuytren’ s contracture 
frome ar 4 142 
— dyspepsia from. 319, 753 
— eczema of perineum from 474 
— epididymitis from 66 
— epididymo-orchitis from 
478, 742 
— epistaxis from .. + 229 
— erythema in : 223 
— family history of 344 
Gout, general account of.. , 344 
— giddiness from .. 115 
— elycosuria and . 264, 742 
— gonorrhoea simulated by 742 
— great-toe joint and 344. 
— of hands (fig. 158) 345 
— headache from .. 296 
— jaundice from 115 
— joints affected by 345 
— Miculicz’s syndrome in.. 695 
— nails affected by 250 
— nausea from 115 
— neuralgia in .. Sop CEH 
— orchitis from 66, 478, 742 
— osteo-arthritis simulating 345 
— oxaluria in 3 .. 424 
— pain in big toe from 438 
— — limbs from . 466 
—-—penis from .. 473 
~ pee neuritis from 
61, 64.4 
— from plumbism.. se 8 
— priapism from .. 53 
— pyeemic joint simulating 845 
— pyrexia in 344, 410 
— rarity of suppuration in 
joints in oes -. 345 
— rigors from 597 
— —,.rare in 595 
— salicylate ineffectual in 339 
— senile gangrene and 258 
- skiagram of ‘ 346 
- soles affected by 345 
— swelling of bones in 670 
_ syphilis simulating 348 
— tabes simulating . 436 
— temperature chart in 
acute .. 339 
— tenderness of spine from (13 
— tendon sheaths affected 345 
— tinnitus from .. 723 
— urate of sodium deposits 
in : 344. 
— urethritis from 181, 538, 
575, 742 
Gout, uric acid and 741, 742 
— vertigo from  .. ot O3 
— vomiting from .. 115 
— g-rays in diagnosing 345 
Gowers, epilepsia media of 145 
— myopathy of pel Rss 
Graafian follicle, heemor- 
rhage into 193 
Gracilis, nerve supply of. | 498 
Grain, sporotrichosis from 290 | 
Grand mal.. . 68 


GROOVERS 


Grandidier on hemophilia 273 , Graves’s disease, contd. 


Grandiose ideas, in general 
paralysis Ya 
Granular casts... : 6 

— kidney, accentuated aortic 
second sound in 
albuminuria with 406, 537 


— — apical systolic bruit in 89 
— — apoplexy from Se. el 
— — arteriosclerosis allied 
to 50 ilps ool 
Granular kidneys, from 
ascending nephritis .. 8 
— — ascites from .. 6, 55 
— — back pressure from .. 46 
— — cerebral hemorrhage 
with 12, 84, 119, 303 


| 


— Cheyne-Stokes breath- 
ing from 

— cyanosis from 161 

Granular kidneys, cystic 
ype .. ae are | 4 

— — epistaxis from 5 eral) 

— — hematemesis from .. 271 

— — hemoptysis with =f Ashi 

— — heart enlarged with 2, 

, 106, 206, 211, 588 


se ING7 


Granular kidney, | heart 
failure from 11, 14, 46, 55, 
161, 418 


—-— high — blood-pressure 
with 2, 14, 46, 81, 
SOL 0G. al Gl oils 

406, 418, 484; 588 


— mitral regurgitation 
from 2, 89, 90.241 
nocturnal micturition 
with = oak a) 
noises in the head with 406 
orthopnea from .. 418 


— — pale,afterscarletfever 14 
Granular kidneys, pale 
contracted, general 
account of = nea tl 
— — palpitation from . 484 
— — pericarditis with Ge 
— — peritonitis with i 


pleuritic effusion with 11 
from plumbism 34 
— — polyuria from 12, 90, 

533, 535, 536, 537 


— — precordial pain in 11 
— — pregnancy and A 9 
— — radial artery thickened 
with Bye ane SC 
Granular kidneys, red 
contracted, general 
account of 
— — reduplication of first 
sound with. . 588 


— — — second sound from 588 
retinitis with. . 90, 106 
ringing aortic second 

sound with.. welO6 
Granular kidney, signs of.. 2 
— — simulating mitral sten- 


osis . 55 
Granular kidney, symptoms 
and signs of ‘ 

— — tube casts from fe, OBL 
—-—(and see _ Bright’s 


Disease; and Nephritis) 
Granulosis rubra nasi .. 654 
Grape sugar in urine (see 


Glycosuria) 
Grating in joints. 346, 347 
Gravel 741 


— in urine after renal colic 451 
Graves’s disease, Addison’s 
disease simulated by 
age and sex incidence 
Ota. oe SER s 
albuminuria in ales 
amenorrhcea in 4 
arteries forcibly pulsa- 


tile in F Did 
— — breathlessness in 122 
— — bruits in 215 
— — cachexia in 99 
— — conjunctiva bright in 236 
— — Dalrymple’s sign in.. 722 
— — diarrhoea with LZ 


difficult cases of .. 722 
excitability in 215, 722 
exophthalmos in 215, 
220, 229, 236, 486, 
703, 722, 726, 


ale AXON 


— — eyelids retracted in .. 722 
Graves’s disease, facies of 
(Fig. 113) 236 
TS Sea ees j 
functional bruit in .. 
glycosuria in . - 
heart enlarged. in 206, 
hyperacusis. in 
irritability in.. F 
loss of weight in 215, 770 
low blood-pressure in 82 
menorrhagia in . 388 
mental changes in .. 726 
Moebius’s sign in 215, 229 
nervousness in 229, 
486, 703, 770 
— — noises in the head in.. 406 
Graves’s disease, notes on 
703, 722, 726 
236 


cedema of eyelids in.. 

palpitation in 488, 
486, 722, 

pigmentation in 215, 

236, (ig. 222) 527, 722 
pupil in .. 236 
Graves’ s disease, short 
account of ae 
shortness of breath 

from oe xe Sa 
skin moist in -- 236 
spasm of levator pal- 

pebree in 
spasmodic twitchings 

In Asses ars x 
stare of . 236 
Stellwag’s sign in 215, 


29, 7 
7 


726 


229 


‘Sweating in .. Ab 
tachycardia in 215, 
229, 486, 549, 702, 
703, 722, 726, 

tears excessive in .. 23 
thyroid gland enlarged 
in 215, 229, 486, 
703, 722, 726, 

-— — pulsatile in 215, 
694, 722 
229 
726, 


tremor in 215, 

703, 722, 724, 
ulcer of cornea in 
with undue abdominal 


aortic pulsation 543 
— — violent arterial pulsa- 
tion in 694 
— — von Graefe’s sien in 
215. 290 ae 
— — wasting in 726 
os winking deficient in. 236 


without exophthalmos 

— — — thyroid enlargement 

Gravid uterus (see Preg- 
nancy) 

Greedy colon 

Green cancer (see Chlor- 
oma) 

— sickness (See Chlorosis) 

Greenstick fracture (see 
Fracture) 

Grief, dyspepsia from .. 337 


Grimacing, in chorea 133 
— hysterical, simulating 
tetanus 3 138 
Grin, sardonic (see Risus 
Sardonicus) 
GRINDING OF TEETH .. 265 
— — in general paralysis .. 726 
— — from gumboil = st ee 
— — habit .. cs ». 265 
— — worms wie 5 OR 
Grip, pelvic -». 200 
Griping (see Colic ; and 
Tenesmus) 
Groanings in head 406 
Grocer’s dermatitis 755 
— itch 540 
Groins, chromidrosis of . 655 


— eczema marginatum on 250 

— lymph glands in (see 
Lymphatic Glands, 
Inguinal; and Lym- 
phatic Glands, Femoral) 

— swelling in (See under 
Swelling) 
Grooms, glanders in oat LTS 

Groovers, electric steel, 
subacromial bursitis in 476 


an — 


Growing Pains 14, 362, 363, 
464, 466 
—-— in history of heart 
disease p 14 
— — salicylates in relief of 363 
— — really acute rheumat- 
AST ae ae -. 863 
Growth, stunted, from 
coeliac disease ee WAN 
— incretinism .. . 234 
— — Hanot’s cirrhosis . 3t2 
— — splenomegalic cirrhosis 332 


Guaiacol, diazo-reaction. 
from Ets 3 ool ACR 

— foul breath from ae o6 

— — taste from 705 


Guaicum test for blood .. 75 
—-— iodine in urine and .. 98 
— — in verifying heemoptysis286 
Guanin, uric acid from .. 742 
Guinea-pig inoculation (see 
Animal Inoculation) 
Guinea-pigs, general tuber- 


culosis in 104 
Gum, epithelioma of 379 
- papilloma Mee he ss EE 
_Gumboil, alveolar abscess 

and . 683 
— foul taste ‘from. . 705 
— gripaing of teeth from.. 265 
— pain in the face from .. 446 
— ptyalism from .. . 542 
Gumma, abscess from .. 253 
— — simulated by . 408 
— Bazin’s disease distin- 

guished from.. . 404 
— of bone .. 348 
—cauda equina .. oe. or 
—-—- peripheral neuritis 

simulated by .. 559 


— cerebral, giddiness from 302 
--— headache from 294, 302 
— — hemianopsia from 301, 302 


— — hyperacusis from .. 308 

— — vomiting from -- 302 

— chronic mediastinitis 
from 5 (oul 


— of cord, allocheiria from 17 
— crus penis, caries of pubes 
simulating SOOS 
—.face, healed (Pig. 227).. 541 
— fauces, sore throat from 613 


— heart-block from . 546 
— hemianopsia from - 302 
— of liver .. sles, GME 


— — abscess simulated by 334 
— — ascites from .. 56 apie) 
— — carcinoma simulated by334. 


—— empyema from ee OG 
— — hicecough from . 808 
— — jaundice from . 334 


— — liver enlarged from 
330, 334, 568 
— — phantom tumour simu- 
lating as -- 659 


— — pleurisy from eLOG 
—— pyrexia from.. 334, 568 
—-— simulating enlarged 
gall-bladder 252 
— —— new growth 2538 
— — skodaic resonance with 611 


— — therapeutic test for 
253, 
mediastinal, Bright’s 
disease simulated by 
— — cedema from. 413, 
— — vena cava obstructed 413 

— of meninges, PePIEROS 

igovecw ore 84 


| 


— mercury in diagnosing. . 230 
— of nerve, muscle wasting 
THOM We.. sie Te aOL 
— orbital, exophthalmos 
from ee 229 
— of palate, foul taste from 705 
— — sore throat from 613 
— paralysis of one leg from 496 
— pelvic, simulating cauda 
equina tumour 5 63 
Gumma of penis, general 
account of .. . 619 
— — ulceration due to 617 
Gumma of periosteum 669 
— peritonitis over. 52 
— potassium iodide in dia- 
gnosing 230, 619 
— of rectum aie aks) 


GROWING PAINS 


Gumma, contd. 


— salvarsan in diagnosing 230 
— of spleen. . Pe Ooe 
— synovial membrane . 348 


Gumma of testis 479, 622, 623 
— of tongue o ath (ey 
— — foul taste from = Op 
— tongue swollen from .. 698 
— of tongue, tubercle simu- 


lating ec ; So HED 
— tonsil, carcinoma simu- 

lated by : .. 615 
— — phthisis and .. 22 OLo 
— — sore throat from . 613 


— — therapeutic diagnosis of 615 
— ulcer from ar Sepik t 
— of urethra 184 
— uvula, sore throat from 613 
— vocal cord Pees 
TOM 495 
— wash-leather slough in. 739 
— Wassermann test in dia- 
gnosing 230, 253, 334 
Gums, actinomycosis of .. 74 
GUMS, BLEEDING Bee gees 
— — blood-spitting from.. 285 
— — in infantile scurvy 99, 556 
Gums, bleeding, list of 
causes of .. eepece 
— — in scurvy ae 72, 266 
— — small-pox So PAU 
— — from stomatitis 72, 74, 266 
yellow fever .. 273 
- bine line on, in plumbism 
54, 65, 119, 124, 131, 
425, 505 


— epithelioma of . 
— foetid, in scurvy | 38 
- foreign body in > ptyalism 
from sis 542 
— gangrene of ces 74 
— Koplik’s spots on (Plate 
VIII) 178, 
— recession of, from pyor- 
rhea .. ae ate 
GUMS, RETRACTION OF 
— spongy, in scurvy 38, 
2, 266, 273, 556 


— — scurvy-rickets 670 
— — mercury ae .. 266 
— tender .. .- 462 
— tuberculosis of . ac SY 
— tumour of 74 

Gum-sucking, hemoptysis 
from esc 5 Se ereis) 
Gun-headache 296 

Gunsberg’ s_ test (Plate 
750 

eae aie heemate- 
mesis from .. a PAB 

— — pneumothorax from. 

531, 532 
Gurgling, in hernia 674, 682 

Guy’s Hospital Gazette, 

illustrations lent by 
141, 230, 520, 521 


— — Museum (see Gordon 


Museum) 
Gymnastics, menorrhagia 
from 386 
H78!t spasms .. .. 136 
— — localized con- 
vulsions from 144 
— — simulating chorea Be: 
— — tetanus simulating .. 138 


— unequal pormelys fissures 


frome ee - 540 
Habits, changed, "amenor- 
rhcea TROMIGEE Se aes 
HAMATEMESIS . 265 
— after abdominal opera- 
tions ae Aen ae! 
— in acute fevers .. se) ike 
— — gastritis 267 
-- yellow atrophy 273 
— anemia from . 32, 36 
— from aneurysm.. 267, 271 
— angina abdominalis 316 
— antimony ae Sa Piel 
— appendicitis os -. 274 
— arsenic .. oe 6 268 
— atheroma = EO 
— in blood diseases. 6 PTE: 
— from carcinoma of duo- 
denum ae noo 


HAMATURIA 


Hoeematemesis, contd. 


— in chlorosis 274. 

— cholera 273 
— chronic nephritis .. 274 
— cirrhosis 35, 51, 267, 

272, 371, 63 

— — of childhood . 332 
— coma from é ee Ls 
— with duodenal ulcer . 75, 271 
— from epistaxis .. . 266 


— epistaxis simulating .. 221 


— from epithelioma of 
cesuphagus .. ae 200 
— faintness from . 268, 286 
—in familial acholuric 
jaundice Oe 
— from foreign body 267, 271 
— gall-stones Bo an Cae, 
— gastric carcinoma ag ZAG 
— — ulcer 36, 75, 268, 269, 
317, 437 
— gastrostaxis a 5A, ee 
— giddiness preceding .. 286 
— in hemophilia .. 50 He! 
— from hemoptysis 266, 286 


Heematemesis, hemoptysis 


distinguished from 285 

— from hemorrhagic ero- 
sions 269 

— in Henoch’s purpura 76, 
343, 767 
— Hodgkin’s disease 274 
— from injury 271 
— instrumentation 271 
— irritants . 3 aa pits 
- leucocytosis after 5 BANG, 
— in leukemia 273 


Hematemesis, list af causes 


of ‘ - 265, 266 
— from malaria nie AUG! 
— malingering and 266 


— from mediastinal growth 267 
— nausea preceding 
— noises in the head after 406 
— cedema of legs after 
— oppression in  epigastrium 
before 
— from pernicious anemia 
— phosphorus é 
Hematemesis, from portal | 
obstruction .. male 
— — vein thrombosis he 
— prolonged jaundice . 274 
Hematemesis, profuse, three 
common causes of .. 266 
— in purpura hemorrhagica 273 


— rapid feeble pulse from 268 
— in relapsing fever 5 350 
— restlessness from . 268 
— in scarlet fever.. Ao PRS 
— scurvy eho 
— small-pox F ae) ne} 
— splenié anemia. aie 372 
— — thrombosis 272 
— splenomegalic cirrhosis” 633 
— — polycythemia 271, 633 
— sudden pallor from . 268 
— syncope from . 268 
— from syphilis on BS 
— tarry motions after .. 286 


— from varicose cesophageal 


veins .. es = OSE 
— in yellow fever .. ee 
Hematidrosis -. 655 
Heematin, acid, spectrum 

of (fig. 34) .. Aa Rl) 
— alkaline . . 284 


— — spectrum of (Fig. 33) 80 
Heematocele, atrophy of 
testis from .. A KS 
— from corpus luteum .. 688 
— ectopic gestation . 683 
Hematocele, Generararcount 
of . 482 
481 
482 


- hydrocele ‘simulating At 
— after injury 481, 
— operation in diagnosing’ 

481, 482 
— pelvic, albumosuria with 16 


— — bearing-down pain 
from : ee eA OT. 
— — tenesmus from 718 
— pelvic swelling due to.. 688 
— after puncture 3 . 488 
— simulating Hooke of 
testis .. .. 481 
— not translucent. . 482 


825 
Hematocele, ‘from tubal 
abortion - 690 
Hematocolpos, amenorrhoea 
with .. weeks. 
Hematocolpos, notes on. - 691 
— pelvic swelling due to .. 688 
Hematoma of jaw - 683 
— pelvic, dystocia from .. 200 
— pelvic swelling due to.. 688 
— of penis .. A 473 
— perinephric, suppuration 
of 353 
Hematoma of scalp, char- 
acters of .. 205 
— from vesical calculus Bice aA 
— of vulva. 700, 701 


Hematomata, albumosuria 
with .. é oe LG 
— in general paralysis 
Hamatometra, amenorrhcea 
with .. a ae LS 
— pelvic swelling due Owe. 
Hematomyelia, “anaesthesia 


with 140 
— common site of. 509 
— contractures from 138, 140 


— dissociative aneesthesia 
from 


— drawing up of legs with 


— girdle pain with 140 

— hyperzesthesia with 140 
Heematomyelia, sensory 

changes with.. 608 


— simulating Klumpke’s ; 
palsy .. He 509 
— spastic paraplegia from 


— sphincter trouble with.. 140 
Heemato-nephrosis, from 
papilloma Ate eat he: 


Heematopor phyrin A 
— spectroscope in detecting 
Hematoporphyrin, tests for 744 
Heematoporphyrinuria, black 
urine from 745 
— in bullous dermatoses .. 99 
Hematoporphyrinuria, DA a 


ral account of 44 
Heemato-rachis 113 
Heematosalpinx, amenor- 

rheea with .. ange lho} 


Heematozoa in blood, in 
malaria 27, 29, 31, 32, 
225, 334, 536, 568, 

596, 

— malarial, crescent forms 31 

— — effect cf quinine on... 31 

— — pigment granules in. 32 

— — ring forms A 31 

— — (See Plate XX VIDA 

HAMATURIA ae 

— in acute nephritis 42, 

— age incidence and ae. waht 

— aneemia from .. 32 

— from angioma of Kidney 

— appendicitis 4 

— bacteriuria ae 70 

— bilharzia 33, 282, 

— black urine from 

— from bladder growths 


—caleulus 40, 117, 
281, 282, 356. 455, 
471, 472, 577, 

580, 719, 742 

— carcinoma of bladder 

281, 472, 579, 580 
— — invading bladder 283, 582 


— — of kidney 750 
— — prostate o 3 2OL 
— — rectum ae eke ti 
— — vesicz a5 eee acd 
— colic with 276 
Hematuria, colour of urine 
with .. 9 
— from corrosives. 268 


— cystic kidneys 12 , 42, 280, 357 
— cystitis 282, 470, 578, 581 
H ematuria, cystoscope in 
diagnosing cause of 
Hematuria, cystoscopic 
appearances in (Plate 
DG Ae ay wescoe 
— from dysentery. . 
— effect of exercise on 
— from endocarditis SeEZos 
— enlarged prostate ae 2 
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Heematuria, contd. 


Hematuria, essential, gene- 


ral account of 275, 281 
— from fungating endocar- 
ditis .. os 438, 34 
Hematuria, general points 
concerning 276 
— in gonorrhcea 102, 282 
~ hemoglobinuria  simu- 
lating as 284 
— in Henoch’ s purpura 6. 
, 096 
— hydronephrosis.. 280, 356 
— hypernephroma -. 306 
— infarction 8 
— injury 278 
— leukemia 283 
Hematuria, list of causes 
of 75 
— in malaria 273 
— from movable kidney 115. 460 
— oxaluria . 55 rreile 
— papilloma ‘of bladder 24-472 
— — kidney 278 
— palpation of kidney and 277 
— from pelvic abscess ... 283 
— purpura.. 283 
— rectal examination and 277 
— from renal calculus 49, 
Lie 27S, 356, 577 
— after renal colic.. © 131, 451 
— from renal new growth 7, 
51, 278, 355, 750 
—- thrombosis .. , 749 
— — tuberculosis .. ae S00 
— renal tumour .. Abe EG, 
— salpingitis 50) 488) 
— in scarlet fever. .~ 55. CUBS 
— SCHFVY 283 
— shape of clots with A PAS 
— simulated after aniline 
dyes .. . (45 
— — paroxysmal heemo- 
globinuria . 285 
— slight albuminuria with 12 
— in ‘small- -pox 272 
— splenomegalic polyey- 
theemia » ten O83 
— suppurative nephritis .. 594 
— due to suprarenal tumour 630 
— from tuberculous bladder 
282, 397, 471, 579 
-- kidney 279, 280, 282, 
355, 579 
— ulceration of bladder .. 580 
— — bowel .. . 283 
— unilateral, from ‘growth ti 
~ from ureteral calculus 
281, 455, 472, 578 
— urethral calculus ; ” 989 
— — nevus 283 
— uroerythrin simulating 743 
— from urethritis .. bs Psp? 
— urotropine 650 
— vena caval obstruction 750 
— vesical calculus 282, 
471, 580, 719 
Hemic bruits eat 
Hemochromatosis 528 
— argyria simulating 529 
Heemocytometer A 21 
Hemoglobin, above nor mal, 
in ~morbus coeruleus.. 533 
— free in urine in nephritis 10 
— reduced, spectrum of 
(fig. 31) 80 
Hemoglobinometer, Hal- 
dane-Gowers’ ae eal 
HAEMOGLOBINURIA  .. 284 
— black urine from 5a Te4s) 
— colour of urine in a Rete! 
— Hason’s reaction in .. 285 
— experimental . 284. 
— hematoporphyrinuria 
simulating = 744. 
— hematuria simulated by 284. 
Hzmoolobinuria, list of 
causes of . 284 
Hemoglobinuria, parox- 
ysmal . .. 284 
— serum test for 285 
— spectroscope in dia- 
gnosing 285 
— syphilis and 285 
— urine dark brown in 275 
— various drugs causing.. 284 


— Wassermann reaction in 285 


HAIMATURIA 


Heemolysis, heemoglobin- 
uria evidence of 284 
Hemophilia, anemia from 33 
Hemophilia, arthritis in, 
general account of .. 350 
— bleeding gums in 72, 273 
— — from scratches in 556 
— blood changes not patho- 
gnomonic in .. 3 PS) 
— epistaxis from .. 221{, 273 
— excessive bleeding from 
cuts in 273 
— — — after tooth “extrac- 
TOWED 275 
— family history in 33, 73, 556 
— Grandidier on .. 273 
— hematemesis in 266, 273 
— hematuria in .. 275 
— hemorrhage into ankle 362 
— — hip joint in : 863 
— — joints in 273 
— — knee from 362 
— hemoptysis in .. Sa Preifi 
— hemorrhagic otitis in .. 421 
— limping from 362, 363 
— menorrhagia from 386, 387 
— metrorrhagia from 3890, 392 
— pain in foot from -. 362 
— purpura in 58 -. 553 
— sex incidence of 273, 556 
— stomatitis in 542 
Heemopneumothorax, from 
bullet wound. - 652 
— needling in diagnosing 
' . , 651 
— suecussion with.. . 651 
HAMOPTYSIS 285 
— anemia from .. 32 
- from aneurysm 149, 290, 
292 
— aortic disease 288 
— back pressure hee AY 
— bronchial casts after .. 644 
— from bronchiectasis .. 291 
— bronchitis 149, 289, 291 
— bronchopneumonia 289 
— carcinoma of lung 290 
— chronic nephritis 212 
— coma from 118 
— from congestion of lungs 212 
— cough and A 286 
- from distoma pulmonale 292 
— embolism of lung 159, 
: 289, 290 
— emphysema om -. 289 
— empyema 291 
— epistaxis simulating 221 
— in familial acholuric jaun- 
dice ers ye 8 
— fatal re 287, 291 
— — in phthisis «2 288 
— from fibroid lung 216 
— frequency at night 286 
— from fungating endo- 
carditis ; .. 288 
— gangrene of lung 259 
— heematemesis from 265, 266 
Hamontysis, heematemesis 
distinguished from 285 
— from hepatic abscess .. 291 
— high blood-pressure _ 212 
— hydatid of lung.. 291 
— infarction -of lung 106, 
212, 290 
— injury to chest . 7. 259 
— laryngitis 149 
Hemoptysis, list of causes 
of 6, 287 
— from lobar pneumonia. 289 
— lung-fluke z .. 645 
— malingering of . -. 286 
— from mediastinal new 
growth : . 434 
— miner’s phthisis . 288 
— mitral regurgitation .. 210 
— — stenosis 149, 288, 289 
— new growth 149, 290, 434 
— noises in the head after 406 
— cedema of legs after .. 413 
— at onset of pneumo- 
thorax 531 
— from phthisis 149, 159, 288 
— sarcoma of lung 290 
~— simulated by bacillus 
prodigiosus 286, 644 
— — tooth-brush injury .. 73 
— — tooth-plate injury 73 


HAMORRHAGE 


Heemoptysis, contd. 


— in splenomegalic poly- 
cythemia 
= caret in throat pr eced- 


persia bacilli ‘and 
from violent coughing.. 
whooping-cough ae 
Hemorrhage, amaurosis 
from 
Hemorrhage, anemia from 
into ankle : 
arachnoid, 
ATOM a. : 
beneath skin (ee Pur- 
pura) © 
blood changes after 
into carcinoma .. 
— in liver 3 
cerebellar, priapism fr om 
— vomiting from 
cerebral, absolute rest 
for oe 
accentuated aortic 
second sound with 
age incidence of 84, 
TLS) 
albuminuria with 84, 
: 1193035 


convulsions 


aphasia from.. : 
apoplexy from 147, 
arterial changes with 
: 84, 
ec pais oud 
~ LATe 

athetosis eae 
Babinski’s sign with.. 
brachial monoplegia 

from 
bradycardia from 
bradypnea from .. 
Cheyne-Stokes breath- 

ing from 


— tumour simulating 
coma from 118, 119, 
- 264, 
diplegia from 3 
distinction from ab- 
- scess' and tnumour.. 
— after embolism 
Hemorrhage, cerebral, 
general account of 
— general paralysis simu- 
lating 5 0) 
glycosuria from : 
granular kidneys with 


12, 64)119,53 


headache from 294, 


hemiparesthesia from 
hemiparesis from 118, 
hemiplegia from 68, 
119, 258, 

high blood-pressure 
with 84, 119, 147, 
S035 

in Hodgkin’s disease 
hyperpyrexia with 84, 
306, 

— hypertension of cere- 


brospinal ‘fluid with 3 


— hypothermia with 
intermittent claudica- 
tion simulating 
Jacksonian epilepsy. . 
from labour .. eh 
large heart with 119, 
lead poisoning simu- 
lating ° AMA 
optic neuritis with 
paraplegia from 132, 
pyrexia from 85, 306, 
rapid onset 
retinitis and . 119, 
senile changes ‘and 
systolic bruit with 
tube-casts and 
uremia simulating .. 
vertigo preceding 
vomiting due to 
in young persons p 
(and see Apoplexy) 


765, 


collapse from 
convulsions from 


heart sounds with 119, 3 
hemianopsia from 301, 3 


into cerebral tumour 308, : 


118 
303 
303 
515 


. 626 


302 


108 


cerebral softening from 515 


306 
303 


. O15 


84. 


. 640 | 


Hoemorrhage, contd. 
— into the cord from injury 


015 


— — multiple,priapism from 538 


— — paraplegia from 
— seldom spontaneous.. 
— from corpus luteum 
— — cyst, pain in pelvis 
from A 
— duodenal, coma from .. 
—-— noises in the head 
after 
Hemorrhage 
causes of é 
— — from fractured aes 
119; 


from ear, 


—goitre . - ae 

- Graafian follicle we 

— from groin, from malig- 
nant glands .. 

HEMORRHAGE FROM 
GUMS.. 


—- in yellow fever 
Hemorrhage _ into 
joint --.. 

— hypothermia after 
internal, after abdominal 

injury 
- from duodenal ulcer 
120, 
leaking aneurysm 120, 
ruptured tubal gesta- 
tion * 120, 393, 593, 
690, 
in typhoid fever 120, 
intestinal, from colitis.. 
into intestinal wall in 


Ae 


-° 


Henoch’s purpura 556, 


intrathoracic 
jaundice and... 
— into joints 273, 350, 362 
Hemorrhage into knee- 
joint .. 
leucocytosis after 
from lungs (see Hemo- 
ptysis) 
in lymphatic leukemia 
into mediastinum s 
into medulla, laryngeal 
paralysis from 


Sarcoma 


bradypncea from 
coma from 

— convulsions from .. 
from head injury 
hemiplegia from 
from labour 

monoplegia from 


— trephining for 

mesenteric, in Henoch’s 
purpura 

into middle ear, 
Bright’s disease 

— — deafness from 

— — in leukeemia 

— = pernicious anzemia 

from the mouth, from 


. 514 


515 


- 688 
. 468 


112 


- 406 


720 
574 
663 


767 
159 
324 
, 365 


- 362 
- 360 


556 
159 


. 496 


meningeal, athetosis fr om 132 
4 


. Jae 


146 


. 118 
. Lee 
« Leow 
_ ore eels 
spastic paraplegia from 132 
. 118 


166 


internal carotid erosion 421 ~ 


— in splenomegalic set 
cythemia 3 
mucous membranes, in 
blood diseases 
— — in pseudo-leukeemia 
— — seurvy-rickets 
— — septic states 
from nose (see Epistaxis) 


cedema of legs after 413, 
into optic thalamus, 
hyperpyrexia from .. 
Hemorrhage into orbit . 
into pancreas, acute 
abdominal pain from 
blood per anum from 
collapse from 76, 
constipation from 76, 
in fat persons ae 
glycosuria from y 
intestinal obstruction 
simulated by 76, 


ing . 
pain in abdomen from 
perinephric me 
periosteal, from injury. 
— in scurvy “ous 


occult. (see Blood, Occult) 


633 


— (and see Bleeding gums) 


«. OGG 


37 


.. 670 
“ 269 


415 


laparotomy in diagnos- 


264 
353 
667 


72, 99 


Heemorrhage, contd. 


— pontine, alcoholism simu- 


lating .. 3 310 
— — bradypnoea from 84 
— — coma from 5 BAG: 
— — hyperpyrexia from 
119, 309, 310, 311 
— — opium poisoning simu- 
lating 119, 310 
— — pin-point pupils from 
HOF BLO 
— — thermometer in dia- 
gnosing aq eukll 
— post-partum, angemia 
EPO) 2% Od é 21 
—-— coma from .. 118 
— — leucocytosis after 360 
— — noises in the head after 406 
— — cedema of legs after.. 413 
— — secondary Std 392 
— thirst from . 720 
HAMORRHAGE PER 
RECTUM os 75 
—-— (and see Blood per 
Anum) 
— renal, blood casts with.. 6 
— — (and see Heematuria) 
— retinal = wap LLG 


with chronic nephritis 
erythropsia from 
from fungating endo- 
carditis a 
— with high 
pressure 
macular choroiditis 
from Pe, 
scotoma from 
from thrombosis of 
retinal vein 
into semicircular canal, 
Méniére’s disease from 
severe, blanching from 
— coma from 
— pulse-rate raised by.. 
shortness of breath from 


into spinal cord 514, 515, 
a (Els: 


spinal, from injury 
— paralysis of bladder 
from a =e 
— urine dribbling from 
into spleen, from injury 
in splenic anzemia 
subcutaneous (see Pur- 
pura) 
subdural.. . 
from ¥e . 
submucous, in small-pox 
thirst from ue 
into thymus 
thyroid adenoma 
tongue 
tunica vaginalis 
Heematocele) 
from ulcerating epitheli- 
oma 


convulsions 


698, 
(see 


umbilical, fromc congenital 


obliteration of  bile- 
ducts .. 
uremia simulated after 
uterine, from fibroid .. 
— inversion as 
— retained placenta 
— (aid see Menorrhagia, 
Metrorrhagia, Metros- 
taxis) 
vitreous, black 
before eyes from 
— blindness from 
— erythropsia from 


spots 


— vulval, from caruncle . 
— — from prolapse of 
urethra ve 
Heemorrhages in acute 
yellow atrophy 333, 
— Bright’s disease Se 


— chronic nephritis 
— cirrhosis . 
— congenital ‘obliteration of 


bile-ducts 


— familial acholuric jaun- 


dice 


— Hanot’s cirrhosis 

— Henoch’s purpura 

— leukemia a 
— phosphorus poisoning 42 
— pseudoleukemia 


in albuminuric retinitis 416 


212 


- 762 


7, 
blood- 
2s 212 


416 
760 


. 416 


752 
120 


. 120 


120 
87 
538 


398 
398 
641 


. 312 


. 146 


272 
720 


5 AE, 
» a2 


639 


731 


HAEMORRHAGE 


Hecemorrhages, contd. 


— pyorrhea alveolaris . 9099 
— splenomegalic cirrhosis 633 | 
— — polycythemia v2 OoS 


Hemorrhagic erosions, pane: 
ral account of - 26 
— — hematemesis from .. 


HEADACHE 


\ Hands, contd. 


| - atrophy of (see Atrophy 


265 | 


— — from portal obstruction 272 | 


Heemorrhoids (see Piles) 
Heemosiderin, in macules 
Hair, arsenic. in 34, 66, 73, 
529, 
— brittle, in certinism 
— broken off, in ringworm 
247, 248, 
— discoloured by favus 
Hair, effects of ringworm 
on ita 247, 
— fair, psoriasis and : 
- falling out of, from favus 
—- in myxcedema 
— — from pityriasis 
— — psoriasis ; 
— follicles, pityriasis rubra — 
pilaris and 
lanugo-like . 
lustreless, from favus . . 
— note of exclamation 
shaped ae 7 
— mouse-coloured, in Mon- 
golism 38 5 
inmyxcedema 38, 234, 
precocious. pubic and 
axillary, hypernephro- 
ma and 
pubic,’ falling “out of, 
after brain injury .. 
— hypernephroma and.. 331 
recession from forehead, 


| 


| — pigmented and_ red, 


in myxcedema 234 
— scanty, in cretinism 234 
—-— Mongolism .. 2 238 
—-— myxcedema .. .- 234 | 
— sycosis of 558 
— thin at back of ‘head, in 

rickets 145 


wiry, in Mongolism  .. 238 


Hair-ball in rectum 584, 718 
— stomach . SA Sc n(ilte: 
Hair-cutting, cramps in 
arm from 445 
Hair-wash, lead poisoning 
frond Wee 5 7 60 
Haldane-Gowers’ " hemo- 
globinometer 21 
Hale. White, Dr. , illustration 
lent by 8 234 
Haller, vas aberrans of, 
cyst from 481 
Hallucinations of hearing 723 
— in pellagra 225 
— concerning voices 405 


— in Friedreich’s disease 
inlet bk ale; 
Halos round lights, from 


glaucoma ae 233 
Halting gait (See Limping) 
Hammer toe, limping from 362 
Hammerings in head pe 
Hamstrings, cramp of, 

treadlers * 451 

elongated, in contortion- 

iste: os: 156 
HAND, ACCOUCHEUR’ S 2 
Hand, accoucheur’s, in 

tetany {51 
— ape’s, in progressive 

muscular atrophy 110 
— — syringomyelia 110 
— claw (see Claw-hand) 

— Dupuytren’s contraction 

Of Giga 5 oy ae .. 142 
— ochronosis of oe 

XXXITI) 746 
— pink j 654 
— preacher’s, in progressive 

muscular atrophy 110 


— syringomyelia ; 
septic, epitrochlear gland 
enlarged from eo 
— Volkmann’s contracture 
OL GhY:s 
Hands, acroparesthesia of 
— in. acute. rheumatoid 
arthritis.(Pig. 153) .. 342 
— angeioneurotic cedema of 411 
— athetosis of 131, (Fig. 57) 132 


506 
444 


of Hand) 
— blue, blue brain and .. 163 
broad, in myxcedema 409, 410 


~ bull of, insyringomyelia 97 
— Charcot’s joint in 349 
— cheiropompholyx of 600, 755 
— chorea affecting i188: 
— cold, menorrhagia and 357 
— cyanosis of Me sie LOG 
— — from cervical rib .. 444 

—enchondroma of (Lig. 
282) .. 71 

— enlarged, in acromegaly 
204, 537, 685 
— in epilepsy 147 
— erythema multiforme of 489 

— gangrene of, in ae 
myelia - “4 257 
— gonococcal arthritis of. 340 
— gouty (Fig. 158) 345 
— — skiagram of .. 346 
— heematidrosis of 655 
— impetigo affecting 560 
— ischeemic paralysis of .. 506 

— lupus erythematosus 
affecting 602 

— in malingerer simulating 
epilepsy 147 


— myxcedematous (Fig. 16) 3 
pain in (see under Pain) 
paralysis of (see under 
Paralysis) 
Hands. pellanra affecting 
(Plates TX, X) 226, 228 


in 


pellagra : 
pulmonary osteo-ar thro- 
pathy of (Pig. 164) .. 351 
rheumatic fever affectine 
scabies affecting 401, 
small-pox affecting 
succulent, in syringo- 
myelia & 
sweating, in acute rheu- 
matoid arthritis 


— tremor of, in Graves’s 
disease A Se kee 
— — from mercury 33, 65 
— urate deposits on (Fig 
158) ke <n 7. 349 
— xanthelasma of ~. 324 


— (and see Fingers) 

Handkerchief, edemafrom 411 

Hanot’s cirrhosis . 332 

Hanot’s cirrhosis, ‘general 
account of 

Hansen, Dr. Armauer, illus- 


trations lent by 404, 505 | 


Harelip, cleft palate and.. 588 

Harrison’s sulcus in rickets 
‘145, 167, 187, 635 

Hat-makers, Bietay poison- 
ing in ...- 726 

Hats, need to get larger, in 
leontiasis ossea 

— rabbit skins for 

Hay, sporotrichosis from 

Hay fever, anosmia in 

— — nasal catarrh in 

— -—-dischargefrom .. 

— — taste loss from 178, 

612, 7 
Head, asymmetry of .. 15 
— enlarged, in acromegaly 


352, 537 
— — congenital syphilis 
: 205, 511 
— — cretinism rie -- 234 
— — hydrocephalus 


205, 511 
leontiasis ossea 3 
osteitis deformans .. 
— rickets 145, 205, 
fixed, in spinal caries .. 
hot-cross-bun shaped .. 205 
injury (see Injury to 

Head) 
nerve supply of (Fig. 290) 
noises in-(See Noises in 

the Head) 
quadrate, in rickets .. 635 
retracted (see Retrac- 

tion of the Head) 
rolling, in rickets 145, 
sensory areas of Figs. 

188-191) : 


264, 302, 
525, 


tumour 147, 
- 806, 315, 502, 


537. 626, 7 


827 
Head, contd. 
— sweating of, in rickets.. 145 
— tender, in rickets 145 
| Head, H., on anesthesia 
(Fig. 257) 606 
— segmental areas (Fig qs. 
292, 293) ye se fle 
HEA DACH E tf 293 
— in acromegaly .. 685 
— acute yellow atrophy . 333 
— from Addison’s disease 296 
— anemia . Se 2G 
— aortic regurgitation 207 
— before apoplexy 147 
— from arsenic 2274 G4 
— arteriosclerosis .. 295, 296 
Headache, from astigmatism 
449, 712 
— — bad ventilation 321 
— bradypneea with 84 
— from cerebellar tumour 517 
- cerebral abscess 147, 
306, 502, 626, 768 
— — aneurysm 295 
— — embolism 295 
— — hemorrhage .. 295 
— — lesions 84 
— — syphilis 146 
— — thrombosis 295 


— in chronic nephritis Tt 
— from cryptomenorrhea 17 
— in dengue 7 466 
— digitalis in relieving 296 
— in disseminated sclerosis 295 
— from ear disease 449 
—ineclampsia .. .. 146 
— from encephalitis 120, 
2, 525 
— in epilepsy : 145 
— after epileptic fit we, BAS 
— from errors of refraction 
295, 446, 449, 712 
— frontal sinus empyema.. 180 
— gastritis sas ere OM 
— glaucoma 233, 295, 712, 761 
— high blood-pressure 296 
= hyper acusis from 308 
— from hypermetropia 446, 712 
— in hysteria 712 
— with hysterical pyrexia. 310 
~— due to increased intra- 
cranial pressure 590 
— in influenza .. 465 
— from iritis sor 2905. FS 
| — iron in relieving 296 
| Headache, list of causes of 
94, 295, 296 
— from low blood-pressure 296 
— in malaria Hep GOs 
— Malta fever . .. 466 
from meningitis 120, 295, 
315, 323, 515, 528, 
590, 768 
— in migraine 316, 762 
— from morbus cordis 296 
— myalgia simulating 294 
— with nephritis It 42 
— neuralgia distinguished 
from Ae 5 oe 2G 
— in neurasthenia 466, 715 
— occipital, from cerebral 
tumour ws 429 
— optic neuritis win 768 
Headache due to organic 
cerebral disease, eh 
characters of . = 295 
— from pachymeningitis . 525 
— in pellagra -. 225 
— phosphorus poisoning .. 336 
— pituitary infantilism 190 
— from plumbism .. 34, 147 
— in poliomyelitis. . LG 
— with polycystic kidneys 42 
— in rat-bite fever 598 
— from reading .. .. 449 
— renal disease ..11, im 296 
— in scarlet fever .. Aah A: 
— from sea-cat pricks 224 
— serum injections 223 
— from sewing . 449 
— sick (See Sick Headache) 
— photophobia in. Bi 2 
— from sinus thrombosis. 
120, 597, 768 


828 


Headache, contd. 
— in small-pox 
— times of occurrence of. 
Headache, toxic causes of 
— in tuberculous meningitis 
566, 574, 
— typhoid fever 76, 564, 
566, 572, 636, 
— uremia 40, 
Headache, various ‘types pls 
- vomiting with .. 
— from weever fish EGS 
— in Weil’s disease 
— yellow fever 273, 
Hearing, defective (see 
Deafness) 
— hallucinations of 
— impaired, with 
palsy .. : sie 
— — from otitis media areeO2 
Hearing, tests for.. 
— variations with age 
Heart, abscess in, in pya- 
mia So 
acute dilatation Ore 211: 
aneurysm of 91, 
— — ruptured into 
— systolic apical 
from Z 
athlete’s. . 
beer-drinker’s 
Heart block : 
— — from acute rheumatism 5 
ausculatory diagnosis 
OL. 
bradycardia from 
bundle of His lesions 
causing ae ais 3 
from carcinoma 
cardiosclerosis 
convulsions from 
from diphtheria 
dropped beats from.. 
electrocardiograph in 
detecting .. 83, 
epileptiform attacks i in 
83, 546, 
extrasystoles simu- 
lating - 
ear poet, general Se 
it) Arc as $5 


facial 


= bruit 


— — from gumma.. 


546, 547 


—— influenza ae 546 | 


— — intermitting pulse fr om 
Heart block, pairs of Heals 
with .. 

— — from pneumonia 
— — polygraph in detecting 
Heart block, polygraph 
tracing of (fig. 232) 
545, (fig. 233) 
from sarcoma 44 
simulated by sino- 
auricular changes.. 5 
slow pulse from 
546, 
Stokes-Adams’s 

ease and 
syncopal attacks 


548, 
dis- 
486, 
in 
546, 5 
from syphilis. . A 
type of arrhythmia .. 5 
from ulcerative endo- 
carditis 
— bovine .. 
Heart, brief physiology of 545 
carcinoma of, heart-block 
from ~/ A8i: 
compression of, pain with 434 
congenital (see Congeni- 


207 


tal Heart) 
— dilatation of, from an- | 
wemia .. 36 
— — in Bright’s disease 46 
— — canter rhythm from.. 587 
— — diphtheria 214 | 
— — erysipelas 214 


from fatty change 212, 587 


— — impulse diffuse with.. 206 
—-— in Kirkland’s disease 616 
— — from overstrain 214 
—-— pain in epigastrium 
from se 436 
— — in pernicious angemia 587 
— — scarlet fever .. 214 
— — from toxemia 214 
— — in typhoid fever 214 


HEADACHE 


Heart, dilatation, contd. 


— — typhus : 4 
— — vomiting from ae 33) 
— — weak first sound with 214 | 
Heart disease, acute rheu- 
matism and 105, 464 
— — amenorrhea with 18 
— — anemia with.. 34 
— — asphyxia in 146 
— — catarrh of small intes- 
tine from .. 172 
— — cerebral embolism and 
LLG SLs 3 
— — from chorea . .. 485 
— — coma in B 144 
— — congenital (see under 
Congenital Heart 
Disease) 
— — congestion of stomach 
from xy 765 
— — convulsions in 144, 146 
— — cough from 149, 150 
— — cyanosis from 161 
— — diarrhoea from ede, 
~— — dyspepsia simulating 435 
- — electrocardiograph in 
investigating 544 
— — epilepsy simulated in 146 
— — epistaxis from 220 
— — flatulence with 241 
— — gastric HCl deficient 
ha) SrA we EO 
— — gastritis simulating =. 435 
— ~ — with Ay ay a) 
— — hematemesis from .. 265 | 
— — hemoptysis from 286 
— — headache from 296 


heartburn simulating 297 
hypereesthesia of arm 
from : 
infantilism fr om sie 
insomnia from 321, 
loss of appetite with.. 


— = menorrhagia from 386, 387 
—-— mesenteric embolism 
from peel oT 
—--- thrombosis | from Se Bue 
— — in Mongolism - 191 
— — myxcedema simulating 414 
— — nutmeg liver with 368 
— — orthopnea from - 322 
— — pain in the chest from 
430, 43: 
— — — left arm from 445 
— — — limbs in 463 
— —— precordia from 433 


of, simulated by 
flatulent dyspepsia 433 

palpitation from 322, 484 

pancreatitis with 

— polycythemia with .. 34 

Heart disease, polygraph in 
investigating . . 544 

Heart disease, referred pains 

from 


| Heart disease, shortness of 


breath from 


_ Heart disease, splenic en- 


largement and 632 
— — splenomegalic polycy- 


themia simulating 


_— — stomach lesions simu- 
lating oe Sco ORY! 


| — — tenderness 


of spine 


me LOOS 


87, 88 | 


from (Fig. 294) .. 716 | 


| — — uric acid and. 742 
— — uroerythrin and Piao 
Heart disease, valvular, dia- 

gnosis of 
-- — hypothermia in ail 


— — from rheumatic fever < 


— — — searlet fever 485 
— — — syphilis 485 
— — vomiting from 765 


displaced, by Rpg lung 
ae 
— hydatid of liver 
intrathoracic 
growth 
meteorism 
— pleural effusion : 
pneumothorax 432, 
530, 652, 
subdiaphragmatic ab- 
scess 652, 659 
(and see Heart Im- 
pulse, Displaced) 


new 


| Heart failure, cyanosis from 


HEART, ENLARGED .. 206 
— with adherent peop 
cardium 14, 54, 213 | 
— — from alcoholism 54, 
210, 214 | 
— — aneurysm ihe -- 208 
— — aortic stenosis 92, 208 
— — arteriosclerosis 1. 2, 
11, 54, 212 
— — in athletes -. 214 
— — in Bright’s disease 46 


HEART 


Heart, contd. 


bronchiectasis from.. 292 
cerebral haemorrhage 
and .. gy SUDESP 
chest bulged by .. 
from chronic lung 
disease Ae 54 | 
in ea nephritis. 
UP yy Dn ee ye 


55, 76, 106, 109. 
274, 29~, 408 
— — chyluria with 109 
— — epigastric pulsation 
with. 206 
— — from fatty change 54, 212 
— — fibroid change ae+ 04 | 
— — — lung from . 292 


in Graves’s disease .. 

from hard work 54, 

hiccough from 

with high blood- -pres- 
sure. = Peter 

impulse. displaced 206, 298 | 


— — — heaving with 206 | 
— — left ventricle, with 
arteriosclerosis . 588 | 


granular kidney 588 
—— high blood-pres- 
sure .. 588 | 
— — reduplicated first 
sound with 
from mitral regurgita- 
tion. 
with myocardial affec- 
tion ‘ : 
from myocarditis 
orthopnea from 418, 
with patent interven- 
tricular septum 


Heart, enlarged, physical 
signs of 206 
— — prolonged first sound 
with : 2 
— — reduplicated fi irst sound 
with - 588 
—— from rheumatic myo- 
cardial changes 54 


skodaic resonance from 611 
in splenomegalic poly- 


cythemia .. - 633 
— — uremia be AG 
— failure, acute dilatation 
of stomach in Soe aliSy 
—-— from adherent peri- | 
eardium 46 | 
Heart failure, albuminuria 
from .. 14, 53, 55 
— — from aortic disease . 46 
— — arteriosclerosis 1, 11, 
46, 55, 161 
—-— ascites with 46, 52, 
* Bak 105, 694 
— — borborygmi from 82 


in Bright’s disease 46, 105 
from bronchiectasis. . 161 
bronchitis 46, 161 
— and emphysema .. 160 
bullze in 96, 97 
eases due to different 
cases beseech 
alike sere 
Heart failure, causes of “2, 46 
— — Cheyne- Stokes breath- 
ing from 22 108 
— - cough from - 148 | 


57, 161 
Heart failure, diagnosis 
between chief causes of 
from emphysema 46, 
enlarged liver with .. 53 
from fatty heart 
fibroid lung .. 
flatus from . - 
gall-stones simulated 
gastric ulcer simulated 


46, 


— hypothermia with 


;—— from lead 


| Heart, contd. 


Heart failure, general ac- 
count of ae 52, 53 
— — from granular kidney 
1, 11,:46, 161 
— — high blood-pressure 
1, 46, 55, 81, 161 


— — jaundice from 2 325 
Heart failure, list of causes 


of % = 72 46 

| — — liver enlarged from .. . 47 

— — lividity. with.. . 694 
Heart failure from lung 

conditions .. , 46 

— — —. disease ac =. LEX 


menorrhagia from 386, 387 
from mitral disease 46. 


53, 5d 
—-— myocardial affections 

46, 53 
— — nephritis 55 


| Heart failure from nephritis, 


points in distinguishing 

nutmeg liver with 
47, 52, 53, 334, 694 
cedema from .. =. 405 

— of hands and arms 
from Bee ain 413 

— legs with 52, 105, 
413, 415, 694 

orthopneea with 105, 
420, 694 
pain in the back from 716 
— epigastrium from .. 436 
pancreatitis with -- L0G 
pleural effusion from 

104, 105 

from pulmonary sten- 
osis . i AG 
pulsatile liver with 52, 694 

respiratory blood pump 
Va 3 . 420 

spleen not enlarged in 
632, 640 


in tetanus 5 
urate deposit due to 
740, 741 
from valvular disease 
, 14, 46, 108, 161 
fatty, from alcohol . 210 
— apical systolic bruit 
with.. K ‘ 
— in aplastic anemia 
from arsenic .. 
asthma from .. 
ascites from’... 
back pressure from.. 46 
— — canter rhythm from.. 587 
Heart, fatty, causes of .. 212 
— — cardiac impulse feeble 
with.. A 212,213 
— Cheyne-Stokes breath- 
ing with 108, 2 
coma from .. oe A, 
— convulsions from = 21 
depression from 2/212 
dilated heart from .. 587 
Heart, fatty, dyspepsia 
simulated hy . 485 
— dyspnoea from 212, 213 
— emphysema simulated 
bya. ee . 485 
enlargement due to. 212 
— fainting attacks from. 212 
feeling ‘of coldness from 212 


89 
53 
~ oe 
.. 218 
46, 53 


— — after fevers : 55 

—-— fibroid heart simu- 
lating : 53 

— — heartburn simulating 297 


heart failure from 46, 
53, 108, 418 
general ac- p 


Heart, fatty, 
count of 

- — heart tailure from 
46, 53, 108, 415 
BIN 53 

it egurgitation 

, 90, 211 
— from obesity .. 90, 212 
— orthopncea from .» 418 
Heart, fatty, palpitation 
from .. .. 484, 485 


— — mitral . 
from 


— — in pernicious anwmia 


53, 587 
— — in phosphorus poison- ; 
ing .. 53, 73, 212, 338 


-. dL 


13a 


t 


RE a A A RR TEES a RE A Se 


Heart, fatty, contd. 


— — from phthisis 212 
— — pulse irregular from.. 212 
—-—- slow from .. pirewr she 
— — — weak with . 213 
—-— shortness of ” preath 
from =? 53, 88 
Heart, fatty, symptoms of 14 
— — syncopal attacks from 
212, 213 
— - tachycardia from 704 
— — from typhoid fever .. 212 
— — wasting diseases 212 
—-— weak cardiac sounds 
with : 2 213 
— fibroid, from alcohol .. 210 


— aneurysm of heart from 213 
— angina pectoris from 


H3; 213 | 

— — aortic -- regurgitation 

with 53 
— — apical systolic bruit in 89 
— — ascites from .. SR AAG 
— — back pressure from .. 46 
— — Cheyne-Stokes breath- 

ing from EL OS 


— fatty heart simulating 53 
Heart, fibroid, general ac- 


count of or . 213 

— — heartburn simulating 297 
— — heart failure from 46, 

108, 418 

— — heart large from 54 
— — mitral regurgitation 

from 89, 211 | 
— — orthopnea from ame 4b8 


— palpitation from . 484 
— shortness of breath from 88 


Heart, fibroid, symptoms of 14 
— — from syphilis. . 53 
— — tachycardia from . 704 


— foetal 19, 45, 689 
Heart impulse, accentuated 
first sound at. - 
— — diffuse, from dilata- 
tion. : Ac 
-- pericarditis é 
— — diminished, in emphy- 
sema eli, 
HEART IMPULSE, DIS- 
PLACED E 2 
— from acute endocar- 
ditis 
with adherent peri- 
cardium .. 
in aortic disease 
— regurgitation 
— by ascites .. 
fibroid lung 


168, 
206, 216, 
with Flint’s bruit. 
— heart enlargement 
Heart impulse, displaced, 
list of causes of 297, 
— in mitral regurgita- 
tion a 5 
— stenosis .. 
overstrain of heart. 
patent interventri- 
cular septum 
pericarditis 
— by pleural effusion 
— pleuritic effusion .. 
— pneumothorax 168, 
— when right ventricle 
enlarged . 
— (and see Heart, Dis- 
placed) 
feeble, from fatty heart 
212, 


213 
212 
214 


— myocarditis C 
— overstrain of heart 
heaving, from hyper- 
trophy : 
impalpable in emphy- 
-sema 
increased, in periear- 
ditis. 
indiscernible, 
physema 
— from pericardial | 
effusion .. 
in mitral stenosis 
normal site of 
obscured by emphy- 
sema eee OG. 


in em- 


bo 
pa 
~) 


pain in the back from 716 | 


HEART 


| Heart impulse, contd. 


HENOCH’S PURPURA 


| Heart thumping of, contd. 


— — from smoking 486 
| — vagus branches to 148 
HEARTBURN 296 | 


— — site of. 206 
= iWaV ys with adherent 
pericardium = vali} 
Heart, irregular (and see 
Pulse, Lrregular) .. 545 | 
— — from absinthe . 486 | 
— — alcohol -. 486 | 
— — eoffee . . -. 486 
— — in mitral stenosis 2, 94 
— — from myocardial 
changes : 88 
-- rendered regular by 
exercise So otste, 
— — from smoking .. 486 
— — tea aa E . 486 
Heart, nerve segments cor- 
responding to. . 708 
— percussion in determining 
size of.. 206 
— polypus of 3 so. 0) | 
— primary alcoholic (4, ao 
418 
- — — heart failure se 418 
— — — orthopnea from .. 418 
— —-— palpitation from .. 484 
— rupture of oe ow | 
— sarcoma of, heart- block 
from .. ace ment 
Heart, sensory nerves of.. 433 


HEART SOUNDS, AC- 
CENTUATED as | 
accentuated second, 
from - high blood- 
pressure 298 
— in arteriosclerosis 11, 90 
cerebral hemorrhage 
and .. 
first, accentuated, in 
mitral stenosis 
from nervousness. . 
like second, from 
myocardial changes 
prolonged, in chronic 


9 


a 


nephritis. . . 408 
— —— — from hypertrophy 298 
— — — reduplicated, from 


slapping, in mitral 
stenosis 2, 95, 289, 485 
weak, in diphtheria 214 


88 | 


119, 303 | 
. 216 | 


Heartburn, causes of 296, 297 


Heartburn, characters of 

pain of 297 
— drugs relieving .. is HE 
— electrocardiograph in 

diagnosing En 2 Oil 
— in health 296 
— heart disease simulated 

vy 297 
- palpitation with | 297 
— pyrosis with 436 
Heat cramps {51 
— erythema from 222 


— gangrene from .. .. 255 
Heat regulation, notes on.. 571 
— sense lost, in Brown- 
Séquard "paralysis . 497 
—- from cerebellar 
artery lesions 
— — insyringomyelia 62, 


58 


63, 97 | 


stroke, alcoholism simu- 
lating .. 
coma in 118, 119, #10 
RUS from 
120, 309, 310 
occupation in diagnos 
(OVER po. ef, Ale) 
opium poisoning simu- 
lating , 2 310 
post-mortem examin- 
ation in diagnosing 120 
— prognosis in . ae 220) 
Heaviness in abdomen, 
from chronic periton- 
itis : 5 


425 


| — sense of, in liver region, 


— — — — erysipelas -. 214 | 
— — — — fatty heart fice PAIRS | 
— — — — scarlet fever . 214 
— —-—-— typhoid fever .. 214 
— — — — typhus :. 214 
— — fetal, proving preg- 
nancy 19, 45, 689 
— -— hard to hear, in em- 
physema 167, 217 
— -— inaudible second, in 
mitral stenosis 95 


— lumpy first, in ar- 
teriosclerosis 

in interstitial nephritis 

10, 11, 90, 106, 408 
lumpy first, cerebral 

heemorrhage and .. 119 

— — — inchronic nephritis 10 
— prolonged first, with 


idl 


cardiac hypertrophy 2 

— — — — in chronic nephri- 
tis sal 

— -— — — from high plood- 
pressure 81 
— — — — at impulse il 

— — pulmonary second, ac- 

centuated in mitral 
stenosis 95, 288, 289 
Heart sounds, reduplicated 2 

-—--- trom high blood- 
pressure . 298 

—-—-— second, in ” mitral 
stenosis 95, 216, 288 

— — reduplication of (see 

Reduplhication) 

— — weak first, from myo- 
carditis 212 

— stopping and going on 
with ajerk .. 547 

— syphilis of, heart block 

from 


— thrombus in 133, 147, 289 

— thumping of, from ather- 
oma -- cs 

— — epilepsy 

— — on getting into bed 


. 486 


| — varieties of 


ips CEL | 


| — Jacquet’s erythema of.. 
overstrain of heart 214 | 


from hepatoptosis 
Heberden’s nodes, 346, 405 
Hebra, prurigo ferox of .. 489 
Hedgehog crystals .. 140 
Heel, bedsore over : 257 
401 
— pain in (see Pain in Heel) 
— rubbed, limping from .. 362 
— small conical, in talipes 112 
Hegar’s sign of ey 393 


Heller’s test 5 
= — for albumose. 2 ld 
Helmitol, for gall-stones .. 650 
— pyuria, os 650 
Hermitol, strangury from 
649, 650 
Hemeralopia 5+ 463 
Hemianesthesia in dis- 
seminated sclerosis .. 609 
Hemianesthesia, - genera! 
account of 2 


— spinal injury . 306 


from cerebral embolism 302 


— hemianeesthesia with .. 610 
— hemipareesthesia with .. 302 
— hemiplegia with . 802 


Hemianopsia, lesions caus- 
ing th ie 
in migraine 301, 302, 
— from occipital lesions 
— in-one eye s 
from optic tract lesion .. 
Hemianopsia, pupil reac- 
tions and tet 552 
— quadrant, in migraine... 759 
301 
— from visual cortex lesion 759 
Hemiataxia . oo Be 
Hemiathetosis, hemiplegia 


759 


761 


with 304 
| Hemiatrophy of ‘face 61, 
(Fig. 202, p. 494) 
| Hemichorea wee l33, 306 
— hemiplegia from . 303 
Hemicrania in migraine .. 760 
| Hemihidrosis . 654 
Hemiopia (see Hemianopsia) 
Hemipareesthesia, from cere- 
bral hemorrhage 502 


e486) |: 


HEMIANOPSIA 300, 301, pos 
— in acromegaly .. 302, 685 
| — alexia with -. 625 | 
— after apoplexy .. - 302 | 


from intermittent closure 302 | 
| — prognosis in 


| 


829 
Hemiparesis (see Hemi- 
plegia) : 68 
| HEMIPLEGIA 302 
— Achillis jerks in. 303 
— acute bedsore in. 258 
Hemiplegia, age incidence 
of 304 


| — hemiplegia and 302, 306, 610 | 
|— inhysteria 59, 141, 466, 610 


~- 302 | 
oO Le| 


| — meningitis 


— agraphia With . 626 
— ankle-clonus in 39, 139, 303 


7 | Hemiplegia, aphasia with 


303, 626 
— ataxy after Ae els: 
— athetosis: after 133, 134 
— bedsore in ae As WEST 
— from caisson disease .. 307 
— cerebral abscess 68, 306 
==, embolism 133; 258. 
304, 640 
—-— hemorrhage .. 119; 258 
— — syphilis : -. 146 
—— thrombosis 119, 258, 304 
— — tumour 68, 306 
— chorea after 56 RY 
— from congenital mal- 
formation . 304 
— contractures in. - . 138 
— crossed a8 oa ole 
Hemiplegia, detection in 
slight cases .. -. 303 
— diagnosis of commoner 
cases of Ae CUR Eee! 
— from difficult labour .. 113 


in disseminated sclerosis 307 
double, dysarthria in .. 626 
— explosive laughter from 234 


— — lesions causing - 902 
— dysarthria with 2 U2 
— elbow-jerks in se aE: 
— from encephalitis - 304 
— endarteritis 304, 517 
— extensor plantar reflex in 

39, 68, 139, 303 
— facial paralysis with -. 492 


from fungating endocar- 


ditis -. 304 
— gait in = See lS9 
— gangrene from .. e209; 


in general paralysis 305, 624 
hemianesthesia with 

302, 306, 610 
hemianopsia with #302 
hemiathetosis with . 304 
hysterical 59, 141, 307, 497 


— infantile .. 132, 304 
— — ataxy in aa eats 
— — athetosis in 58, 493 
— — talipes with .. Paes 
— — tremor from .. 58 


from injury at birth 113, 504 
internal capsule lesions 302 
knee-jerks in 39, 303, 358 
leg-raising test of hys- 


terical.. Mee So 
— from lesions near Broca’s 

area, .. ae Sf oe: 
— limping from . 251 


Hemiplegia, list of causes of 303 
from meningeal hzmor- 
rhage .. ve Sieg HR 
304, 506 
304 


— mitral “stenosis Fir 

pain in the shoulder in 
475, 

from pons varolii lesions 


ATT 
302 
. 303 


306 


, 303 
304 
306 
304 


recurrent, in old ‘people 
Hemiplegia, rigidity ay 


from sinus thrombosis. . 
— from spinal cord injury 
syphilis . 119, 
tendon reflexes absent 
with .. ae Bee 
tremor after 134, 724, 
twitchings 7 eae 
wrist-jerks in 
Henoch’s chorea Shen. 
134, 137, 


| 


| — purpura, abdominal pain 


in Z 3438, 
-— — acute abdominal at- 
tacks with . 

Henoch’s purpura, acute 

abdominal symptoms in 

— — — nephritis simulating 556 
—-— age incidence of 76, 

348, 556 


8380 


Henoch’s purpura, contd. 


HENOCH’S PURPURA 


| Hernia, obturator, general 


| — — syphilitic re 36 
— — tuberculous 


— — arthritis in 76 
— — blood per anum in 76 
—-—-—and mucus stools 
with : 556 
— — cessation at puberty 556 
— — colic in . EG 
== constipation in 76 
— — diarrhcea in . 343 
— — epistaxis in .. ea O 
— — of face.. (Fig. 157) 345 
Henoch’s purpura, general 
account of , 556 
— — hematemesis in 76, 343 
— — hematuriain 76, 343, 556 
— — hemoglobinuria in .. 284 
== eneriorinee® into ankle 362 
— — — hip-joint in - 363 
— — — knee from . 362 
— — intestinal obstruction 
simulated by 76, 767 
— — intussusception simu- 
lated by 76, 556, 767 
— — joint pains in -. 556 
— — limping in 362, 363 
— melgna in 343 
Henoch’s purpura, notes. on 767 
— — pain in fsot from .. 362 
— — — the joints in «- 343 
— — peliosis rheumatica 
simulated by 556 
— — pyrexia in 343 
— — recurrent character of 556 
— — simulating rheumatic 
fever mi 3458 
— — vomiting in 76, 343, 
765, 767 
Tiepatic abscess (See Ab- 
scess, Hepatic) ~ 
— artery, aneurysm of 325, 331 
Ilepatitis, pain in epigas- 
trium from 437 
— — hypochondrium with 450 
— tropical, pain in shoulder 
from +. . 475 
Hepatoptosis, general ac- 
count of : . 368 
— from tight lacing 366 
Herald patch, in pityriasis 
rosea .. 604 
Hereditary ataxy (see 
Friedreich’s Ataxy) 
— optic atrephy, central 
scotoma from 5A TARY 
— trophedema (fig. 177) 411 
Hereditary trophedema 
(Wii AWD es Be ...414 
— — oedema of legs in 415 
Heredity, angioneurotic 
cedema and . 226 
— anosteoplasia and 187 
— blue sclerotics and 242 
— brittle bones and 242 
— chorea and 134 
— eystinuria and .. 16] 
— exostoses and 671 
— Meige’s disease and 226 
— obesity and 408 
— palpitation from 484 
— paramyoclonus and 136 
— paroxysmal hemoglo- 
binuria and .. . 284 
— sick headache and 526 
— telangiectases of mucous 
membranes and 221 
— trophcedema and 414 
Hermaphroditism, pseudo- 646 
‘Hernia, appendix in 683 
— bladder in 683 
— cerebri, pulsation in 694 
Hernia, diaphragmatic, 
general account of .. 652 
— — thoracic succussion 
from ; 51 
— epigastric, pain in epi- 
gastrium from 436 
Hernia, femoral, general | 
account of 674, 680 
— — gland simulating 675, 
679, 680 | 
— — hydrocele of sae of .. 675 


Hernia, femoral, irreducible oie | 


-- limping from. 

— — psoas abscess simu- 
lating 

— — saphena 
lating 


varix simu- 
675, 


- 680 


| — febrilis, lips affected by 


680 — 


_ Hernia, 


Hernia, femoral, contd. 
— — sex incidence of 674, 680 
— — strangulation of . 675 
— testis simulating . 681 
gurgle on reduction 481, 
674, 682 
Hernia, hydrocele of sac of oer 
-- simulating 
— impulse on “coughing in 
481, 674, 
— inguinal, atrophy of testis 
‘from ae 
— — with ectopic testis . 483 
Hernia, inguinal, general 
680 
702 


680 


account of .. 
hydrocele of canal of 
Nuck simulating .. 


— — limping from.. . 363 
— — oblique and direct .. 681 | 
— — sex incidence of - 680 | 


spermatic cord com- 
pression by 

vulval swelling from. 

inguinoscrotal, 

- 682 


66 
700 


general account of 
labial, cyst simulating 701 
— vulval swelling from 7:10 
— in linea alba -- 656 
— semilunaris 
lipoma simulating 
of lung .. a3 
minute, intestinal 

struction from 


_. 656 
169, 694 
ob- 


account of 
obturator 
from 
pain in iliac fossa from 
in thigh from s 
rectal examination in 
detecting 
vaginal examination 
in detecting : 
omental, varicocele simu- 
lating A 
perineal, vulval swelling 
Troma 
reducibility 680, 682. 
resonance over, 482, 680, 
682, 702 
retention of urine after 
operations for 42, 
Hernia, retroperitoneal .. 
Hernia, scrota!, characters 
of an CRY 
of stomach, a-rays in dia- 
gnosing 
strangulated, 
tion from : 
— ectopic testic simulat- 
ing oe 
intestinal obstruction 
from = 1129..388 
simulated by twisted 
ovarian pedicle 
torsio testis simulating 
vomiting from 
— suppuration OLN 
Hernia testis, general ac- 
count of eye O22; 


681 
neuralgia 
439 
454 
681 


681 


681 


constipa- 


so TOUS 
-- 482 
656 


translucent 
umbilical : 
— age and sex incidence 
” of oe ws 483 
irreducible . 483 
obesity and .. . 483 
omentum in. . 483 
— pain in 483 
sebaceous cyst simulat- 
ing. ; 483 
- ventral, visible peris- 
talsis in ee 521 
Herpes, brown stain after 
600, 
chancre simulated by .. 
chancroids simulated by 
crusts in. nag 
of ear. 3; . ; 
— with facial palsy 
face aie si 
— facialis, in meningitis ae 
— — pneumonia 335, 


154. 
754. 
754 
1(GB 
203 
. 493 

753 


— frontalis, ulcer of cornea 
from 


656 | 


656 | 


Herpes, contd. 

Herpes of genital organs 
153, 

— — gestationis, bull# in.. 

— — — eosinophilia in 96, 

Herpes gestationis, general 


96 
219 


account of F 
— — impetigo iia da glia 
and c SOueetete. 
— — itching in 96 
— glandular enlargement 
frome. 754 
— impetigo simulated by.. 754 
— iris 5a (hile 
-- eosinophilia in 219 
Herpes iris, Lie necount 
of 98 
~ macules in si 383 
— mucous membranes af- 
fected by . 754 
— neuralgia after .. wo) 491. 
— no scarring after 600, 754 
— ocular, pain in eye from 445, 
— ophthalmicus eee LO 
— pain in the back from .. 428 
— of penis 184, 473, 753, 754 
— perleche simulating 366 
Herpes progenitalis, general 
account of _ .. 618 
—-— ulceration of penis 
from Se NGL? 
— from syphilis 184 
- tenderness of scalp from 710 
— of spine from eee af Bs 
— ulceration from.. 754 
— of urethra 184 
— urethral discharge from 184 
— vesicles in OS 
— zoster, from arsenic 64 
—-— axillary glands. en- 
larged with 431 
— — bilateral 754 
— — of conjunctiva - 754 
— — distribution ot patches 
pe OL ery wits se Sol 
— — of eyeball 754 
— — forehead 754 
— — gasserian ganglion 447 
Herpes zoster, general ac- 
count of : , 654 
— — hyperesthesia ‘from. GLO 
—-— inguinal glands en- 
larged with 431 
— — intercostal nerves af- 
fected by .. 2 ADL 
—-—- pain from .. ssa 
— — of lips.. 365, 754 
— — lymphocytes in cere- 
brospinal fluid in .. 305 
— — of mouth 754 


pain in arm from 445, 
— chest from 430, 
face from .. ne 
— hypochondrium 
from 450, 
iliac fossa from 452, 
454, 
shoulder from 475, 
— thigh from.. ae 
of palate 
persistence 
after - 
pigmentation after .. 
pleurisy simulated by 
seabs in 
searring after 431, 
severe neuralgic pains 
after 
supra-orbital 
phobia from 
syphilis simulating .. 
tenderness from 706, 


of pain 


? ; photo- 


707, 
se fille w? 


- of spine from 
of tongue e a 
unilateral nature .. 
vesicles in 431, 460, 
477, 
without eruption 
Heteroxanthin, uric acid 
HOD) iter 
Hexamethylen etetr: amine, 
for gall- stones 
— — pyuria. 
Hexamethylenetetramine, _ 
strangury from 649, 
HICCOUGH <f Si 


- 448 


710 
754 


, 460 


707 


431 | 


. 526 
756 | 


710 


| Hip-joint, 


HIPPOCRATIC SUCCUSSION 


Hiccough, contd. 
— acute dilatation of stom- 


echiwewar se eis) ute 
— with anuria . one. = 
Hiccough, causes of 307, 308 
Hiccough, functional .. 307 
Hides, anthrax from 559, 674 
Hidrocystoma 654, 753 
High-frequency currents, 
insomnia relieved by 323 
— — in lowering high blood- 
pressure 323 
| Highmore, antrum of (see 
Antrum of Highmore) 
High-steppage, in peri- 
pheral neuritis pos RO 
— in tabes.. 5 -- 202 
Hill diarrhoea 172, 173 
Hill, on pyrexia from exer- 
cise °. 571 
Hip-joint, congenital dislo- 
cation of -: |. 156, 258 
— Charcot’s disease of 349 
— — skiagram of .. -. 350 
— disease, abscess in groin 
from. .- 680 
— — anzemia with. oe ene 
— — bursa simulating oo Oe 
— — buttock, wasting with 363 
— — in children . 680 
— — congenital syphilitic. . 363 
+ delicate look with 363 
— — difficult to diagnose 
early is -. 363 
— — atrophy in 61 
— — insomnia from o. eau 
— — lardaceous disease from 
8, 375 
— — leg movements with.. 63 


limping from 252, 362, 363 


— — lordosis from.. Si, LO 
— — loss of appetite with.. 363 
—-— mensuration in 363, 364 


natal fold oblique with 363 


— — night starting from .. 363 
— — obturator neuralgia 
from - 439 


pain in the hip from 363 
— iliac fossa from .. 454 
— knee from 252, 348, 363 
pelvic abscess from.. 680 
posture of limb with.. 363 
Poupart’s ligament 
bulged by .. ae 
psoas abscess simulat- 
ing .. 
pyrexia with . 
rarefaction of femur 
with, 
rickets simulating oe 
sacro - iliac disease 
simulating 
sciatica simulated by 
spinal caries and .. 
— — simulating 
starting pains at night 
from . 
swelling in iliac fossa 
from 665, 
thigh wasting from .. 
traumatic te 
tuberculous 347, 
with tuberculous peri- 
tonitis 
wasting of hip muscles 
with. oe 
— a-rays in detecting wee 
heemorrhage into 
hysteria affecting 
injury to, sciatic nerve 
paralysis from . 499 
dislocation of, limping 
front. = -. 363 
osteo-arthritis ‘affecting 
345, 346, 676 
— psoas bursa from .. 681 
rarity of gout of .. 345 
spondylosis of .. oa tl 
— stiff, after typhoid fever 340 
tuberculous, 
general account of .. 363 
Hippocampus, lesions of, 
subjective smells from 612 
Hippocratic facies, from 
general peritonitis -. 388 
— suecussion, with Pe 
thorax . ae ‘oe EGS 


676 


ee 


o- 


HIPPURIC ACID 


Hippuric acid, Fehling’s 


solution reduced by.. 261 
Hippus : 552 
Hirschsprung’s " ‘disease, 


abdominal distention 

from 127, 130, 389 
— — age incidence of 
in children ae Si) 
colon dilated in (Fg. 

55) 127, 657 
congenital me OO’ 
constipation with [27, 

130, (Fig. 171) 389, 390 
Hirschsprung’ s disease, gene- 
ral account of 126 
intestinal obstruction 


from 127, 130 
—-— laparotomy in dia- 

gnosing . 390 
— — meteorism in. 389 
—— prognosis in .. 127 
— — sigmoid volvulus and 654 
-- tympanites from 130 
— — visible peristalsis in.. 127 


a-rays in diagnosing 


390, 654 
His, bundle of, in heart 
: block . 83 
Hissing noise in ear 123 
— — in head ..- 406 
Histological examination 
(see Microscopical Ex- 
amination)’ 
Histological preparations, 
technique for. . 90 
Hoarseness, from laryngitis 199 
Hockey-players, cramps in 150 
Hodgkin’s disease, albumin- 
uria in Sie 3 
— — amenorrhea in 18 
—— anemia in 37, 50, 64 
—.— ascites in 46, 55 


pasophile cells in 64, 377 
— bleeding gums in 


—~ — = of mouth in ou 

Hodgkin’s disease, blood 
changes in 37, 635 

—.— bronchiectasis from .. 292 


bronchus stenosis from 292 
— cerebral hemorrhage in 274 
cervical glands enlarged 


Ate st 25 BYRD 

— — épistaxis in . 274 

— — fibroid lung from 292 

_ (Fig. 168) 4 377 
Hodgkin’ s disease, general 

account of . 35 


— — géneralized lymph- 
‘gland enlargement in 
~ Hodgkin’s disease glands, 
characters of 377, 
—— hematemesis in 266, 
— hemorrhages in 
jaundice from 
large-celled 
plasia in 
— leucocyte changes in 
no leucocytosis in 
lymphatic glands en- 
larged in 37, 55, 64, 
3105) CLG. 1G8) 377, 


| 


; hyper- 


569, 635 
—-—lymphadenoma and 

377, 635 
—— lymphocytosis in 64. 
— — lymphoma and 377 


Hodgkin’s disease, lympho- 
sarcoma and . 
— — myelocytes in 23, 64, 
nucleated red cells in 
occipital glands en- 
larged in 
cedema of legs in 413, 415 
peripheral neuritis from 
61, 64 
pigmentation of skin in 527 
pleuritic effusion in.. 106 
=e oe glands enlarged 
3) 


29 
Hodakin’ Ss disease, pyrexia 
in : 563, 569 
— — rigors in -- 596 
— — nospecial blood changes 
ail ee 569 
= — spleen enlarged in 37, 
"55, ° 64, "376, 380, 
569, 632, 635 


| Hodgkin's disease, contd. 


| — — a-rays 


se SEO 


| — by strychnine 


| Hooklets, hydatid — 


— — swellings in abdominal 

wall in 

— — temperature chart in 

in. eee 

glands in 

—— (and see Lymphaden- 
oma) 

Hodgen splint, paralysis of 
sciatic nerve from 

— — talipes from .. ° 

Hofmeister’s test for albu- 
mose: .: 

Holland, Dr. C. Thurstan, 
skiagrams by 105, 125, 
126, 152, 159, 195, 
196, 0975 1985, 245; 
269, 270, 280, 327, 
350, 356, 419, 426, 

455, 460, 669, 

Hollow back (see Lordosis) 

Holmgren’s test for colour 
blindness 

Homicide, from mania 


— voices urging to 

Homogentisie acid aye 

Honeycomb pera ss of 
favus .. 56 


— in ascitic’ fluid 48, (i ig. 
18) 49, nail 

— — in urine 

Hooklets of tenia solium 
(CBU ADD se 

Hook-worms : 

Hootings in head, in in- 
sanity 

Hope and French, 
Meige’s disease 


on 
414 


Horse-dealers, glanders in 179 | 
| Horse-hair workers, anthrax 


in 674 
Horse- riders, ossification ‘of 

tendon in GAL 
— torsio testis in .. . 480 


Horses, bacillus malleifrom 645 
- elanders i in , Bee ess 
Hospitals, sore throat and 615 
Hot weather, constipation 
LEOMN a. ae 
— — urate deposit due to.. 740 
Hot-cross-bun head - 205 
-- — in congenital syphilis 
669, 711 
Hot-water bottles, Bee 
frome. Ar PDE | 
Hour-glass pelvis in : vickets 187 
Hour-glass stomach, dia- 
gnosis of 318 
— gastrectasis simulated 
4 766 
inflation in diagnosing 318 
paradoxical dilatation 
with 318 
skiagram of (Fig. 128) 268 
stethoscope in dia- 
gnosing 56 aales' 
vomiting from 765, 766 
a@-rays in diagnosing 
174, 318, 
— uterus .. nye 200; 
Housemaid’s Imee (see 
Knee, Housemaid’s). . 
Humerus, dropping of, 
from bracheitis hd, 
— fracture of, paralysis of 
musculospiral nerve 504 
— myeloid sarcoma of SOs 
— tuberculous periostitis of 668 


125 


766 
201 


476 


HYDROCEPHALUS 


Husks, rectal concretion 


| Hydatid cysts, contd. 


RO 4 718 
Hutchinson, teeth of, in 
congenital poets (Fig. 
108 AAAS 
Hyaline casts 6 
— corpuscles (see Lympho- 
cytes, Large) 
Hyaloid artery .. emtOn 
| Hydatid cyst, abdominal 
| distention from 45 
— — abscess from .. 253 | 
— — — of liver from . 369 


| Hydatid cyst, general ac- 


- 405 | 


Humming noise in ear er | 

Hump-back (see Kyphosis) 

Hunger, abnormal (see 
Appetite, Abnormal) 

— borborygmi from 82 


— insomnia from . 
Hunger pain, from appendi- 
citis 316, 450, 
— — cholecystitis . 
Hunger pain, with duodenal 
ulcer 36, 75, 271, 437, 450 
Hunting, hematuria after 280 
Huntinadon? s chorea se dlBy! 
Huppert’s test for bile pia- 
ment 743, 
Huskiness, ‘from laryngitis 
- waterbrash _ 3 


744. 
616 


. 296 | 


arthritis simulated by 476 
ascites from 45, 49, 658 
bacillus coli in Fe EO 
bile-duct obstruction 
by 325, 328 
of bone oo He? 
breast .. ats 
clear fluid in .. 
daughter cysts in 
dilatation of stomach 
from 
in Douglas’s pouch . 
felt per rectum ae 
gall-bladder opened by 


count of 
Sele dea distribu- 
tion 
hooklets in 
jaundice from 
of kidney 
liver 49, 226, 
— adenoma simulating 
— ascites with 46, 
distinction from car- 
cinoma we 
dull- 


We 


dome-shaped 
ness with 
empyema from . 
gall-bladder simu- 
lated by 
heart displaced by 
jaundice from 330, 
liver dullness in- 
creased upward 
with . ave 
— enlarged from .. 
pleurisy from 
rupture into bile 
passages . 
simulating enlarged 
gall-bladder 252, 
— pleuritic effusion. 
skodaic resonance 
with : 
without symptoms 
suppuration of 
thrill in 
urticaria from 
of lung, hemoptysis 
from sie P2805 
simulating phthisis 
skiagram of x 
without symptoms 
“-rays in'diagnosing § 
of mediastinum 476, 
mesentery ~ 657, 
movable kidney simu- 
lated by aia 
in omentum . 657, 
ovarian cyst simulated 


aimee me +2 
pain in shoulder from 
pelvic swelling due to 
Hydatid cysts of peritoneum 
45, 49, 226, 657, 
serum reaction for ae 
simulating ascites 
in spleen 
sterile .. as 
suppuration in 


253, 

369, 

without symptoms .. 

swelling in iliac fossa 
from 

thrill in 

w-rays im diagnosing 


2 ? 
disease, abdominal swell- 
ing from - 
— blood changes with ae 
— eosinophilia in 49, 2 
258, 291, 374, 

— erythema from 


ae 
378° 
293, 


— — of joints sh 
—-— laparotomy in dia- 
gnosing 253, 328, 
Hydatid disease of liver .. 
— pain in the chest from 

~ serum reaction in 
serum test for 253, 
rb Bila 


of spine 2 

tenia echinococcus and 

fluid, no albumin in 

— chlorides in . 

— hooklets in 181, 

hooklets, in ascitic fluid 

— in urine 

of Morgagni, cyst from. 

of rib, tenderness from. 

of spine, kyphosis from 

— tenderness of spine 
from 

— excessive ea of 

of sternum 

— of thyroid gland 


Hydatidiform mole, blood- 


stained discharge from 
— — chorion epithelioma 
atter : 
Hydremia, definition of . 
Hydramnios, ascites simu- 
lated by 
— detection of 
— dystocia from .. 
Hydrarthrosis, intermittent, 
account of . 
Hydroa : 
— estivale, haematoporphy- 
rinuria trom ; c 


(ie from bromides . 


— eosinophilia in .. 
— erythema from .. 
— gestationis 


| — from iodides 


| Hydrocele, aching in testis 


from 3 

— in acute fevers .. 

— atrophy of testis from. 

— of canal of Nuck, hernia 
simulated by.. 


| — — — lipoma simulating. . 


— — — vulval swelling from 
Hydrocele, causes of 


| —- of cord, encysted 


— — hernia simulated by. . 


| — — impulse on coughing in 


— cyst of testis simulating 

— dragging in loin from .. 

Hydrocele, encysted, of cord 

Hydrocele, encysted, of 
epididymis 

—- with epididymo- orchitis 


| — femoral, gland simulating 


| — fluctuation in 


— fluid 


| iyarocele.! general account 
0 


- heematocele simulating 


| — of hernial sac 


Hydrocele of hernial sac . 


| Hydrocele, relationship of 
481 


testis to 


3m Hydrocele of sac of hernia 


scrotal hernia simulating 
simulated by neoplasm 
480, 
straw-coloured fluid from 
from syphilis 
translucency of .. 
— — test for 
Hydrocephalus, 
TLOM. 
Cheyne-Stokes br eathing 
congenital 
convulsions with 
dwarfism from .. 
dystocia from . 
egg-shell crackling with 
enlarged head from 
eyes displaced in 
forehead large from 
head enlarged in 
headache from ;. 
after meningitis 
optic atrophy with 
paraplegia from 
rarefaction of skull bones 
from ae. 


682, 


anosmia 


145, 


205, 


658 
155 
658 


eae 


376 
376 

48 
357 
481 
707 
154 


714 


-- 632 


707 


Bn ies 


186 


8352 


HYDROCEPHALUS 


Hydrocephalus, contd. | Hyperacidity, with duode- 

— recognition in utero 201 nal ulcer ° z 75 

— rickets simulating 204 | — gastric ulcer ; 75 

— vomiting due to 22 ff GO | = of urine, frequent mictu- 

Hydrochloric acid (see Acid, rition from «- og4 
Hydrochloric) | HYPERACUSIS .. 308 

Hydrocyanic acid in vomit 766 | — with facial paralysis .. 493 

Hydrogen peroxide, in — from Fallopian canal le- 
occult blood test 171 sion ws .. 494 

Hydronephrosis, abdominal — in fevers ELGG 
distention from .- 45 | Hyperacusis, list of causes 

— from bladder growth .. 281 of , 309 

— from calculus 40, 117, — in migraine . 166 

279, (Fig. 166) 356, 536 | — otitis media . 166 

— carcinoma uteri. 41 | Hypereesthesia acustica (see 

— — vesicee 41 | Hyperacusis) .. L6G 

Hydronephrosis, “general | Hypereesthesia in blood 
account of .. .. 356 diseases . 610 

— growth simulating .. 280 | — brachial neuralgia . 442 

— hematuria from 275, | — Brown-Séquard paralysis 497 

280, 356 | Hyperesthesia of chest .. 708 

— kidney enlarged from — from combined scleroses 

280, 352, 355, 536 of cord F 5. (IMG) 
— from movable kidney — epigastric, from gastric 
115, 451, 536, 665 ulcer 269 

— obstructed ureter 41 | Hypereesthesia, general ac- 

— palpation in diagnosing 253 count of . -. 610 

— from papilloma... . 278 | — from heematomyelia 140 

— pelvic carcinoma .. 280 | — herpes zoster 610 

— pelvic swelling due to .. 688 | — in hyoid area, from ear 

— polycystic disease dis- disease sas .. 449 
tinguished from . 280 | — from hysteria 468, 610 

— polyuria from 535, 536, 665 | — in neurasthenia ae GLO 

— from prostate disease .. 280 | — from neuritis . 140 

— pyelography in detect- _— new growth inspine .. 714 
rhafee BE (Fig. 166) 356 — in peripheral neuritis 

— simulating ascites .. 45 | 440, 465 

-- enlarged gall-bladder — in pernicious anemia .. 610 

252, 253 | — with pyelitis . 451 

— from stricture ..- 280 | — referred pain . 428 

— ureteric calculus - 578 | — from spinal caries 2 OO 

— urine variations with .. 280 | — of stomach Bio. oHeS) 

- varying size of 45, 306, | — in'tabes .- 609, 610 

— w-raysin. 536 | — with transverse myelitis 140 

Hydrophobia, from bites... 730 | — from tumour of spinal 

— convulsions from 144, 730 meninges ag, (HINO) 

— delirium in . 170 | Hypereesthesia vesicee . 398 

— difficult swallowing from 543 Hyperalgesia, anesthesia 

— from dog-bite 1385 197 with . 606 

— dysphagia in 138, 197 | — in angina pectoris pen cS 

— leucocytosis in .. 360 Hyperalgesia of chest . 708 

— localized convulsions — in nerve regeneration . .. 607 
EBKOVEO) 5c: .. 144 | — peripheral neuritis 606, 607 | 

Hydrophobia, notes on .. 730 Hyperchlorhydria, appetite 

— priapism from .. ao bls! increased in . 49 

— ptyalism from .. .. 643 | — dyspepsia from . oa alte! 

— respiratory spasm in .. 138 | — pain in epigastrium from 436 | 

— retracted head in .. 589 | — — relieved by food in .. 437 | 

— rigor rare in .. 595 | Hyperidrosis .. 654 | 

— simulating’ tetanus . 138 | — in brachial neuralgia 442 | 

— temperature not high in 170 | — eggshell nail and 400 | 

— trismus from 730 | Hyperinvolution of uterus, 

Hydropneumopericardium, amenorrhcea from .. 646 | 
churning sounds with 652 | — — sterility from 645, 646 

.— succussion in chest from 651 Hyperkeratosis, from ar- | 

Hydropneumothorax, ex- senic. .-; 34, 64, 73 | 
ploring needle in dia- Hyperlactation, anemia 
gnosing . 530 fr OUl eae a Sa ets 

Hydropneumothorax, gene- Hypermetropia, astigma- 
ral account of 651, 652 — tism with Bele 

Hydrops amnii ; 45 | — crescent with as: LENS 

Hydroquinone-acetic acid, — eyestrain from . 446, 524 | 
alkaptonuria and .. 746 | — glaucoma and oo PEE! 

Hydrosalpinx, pelvic swell- — headache from .. a C4 
ing dueto .. 688 | — — from minor degrees of 446 

Hydrothorax, from back | — morning headache from 294 | 
pressure . .. 212  Hypermetropia, page tat vs 

— chronic nephritis 212 | — — — (Plate 

— high blood-pressure 212 | — pain in the eyesfrom .. 146 

— mitral regurgitation 211 | — photophobia from . O24 

- orthopnea from .. 418 | — progressive, from  tu- 

— (and see Chest, Serous mour of optic nerve .. 230 | 
Effusion in; and | — pupil small with wey OOM 
Pleural Effusion) | - strabismus from . 649 | 

Hydroxylamine sulphate, — tenderness of scalp from 712 
in estimating sugar .. 263 | Hypermnesia a, THRE 

Hygroma, cystic, of axilla 667 | Hypernephroma, colic from 356 | 

Hymen, closed, sterility Hypernephroma, general | 
from .. 645, 646 account of .. ». 356 | 

— inflamed, dyspareunia — hematuria from POOF 
from .- 193, 194 | — of kidney, aching in loin 

— — yaginismus from 198 from sth ES 

— imperforate,amenorrhcea — — colic from Beato 
with ; 18 | — — hematuria from 275, 278 | 

— unruptured, dyspareunia | — — renal enlargement from 278 | 
front 7. .- 193 | — — slow growth of - 278 | 

Uyoscyamus, delirium from 169 | — kidney enlarged by 355 


HYSTERIA 


Hypernephroma, contd. 
— obesity from 408, 
— precocious genitalia with 
(Fig. 175) 408, 
— — pubic hair with 331, 
(Fig. 174) 408, 409, 
— spleen simulated by . 
Hyperpiesis (see Blood- 
Pressure, High) 
Hyperplasia, large-celled, 
in Hodgkin’s disease 
HYPERPYREXIA 
Hyperpyrexia, from brain 
lesions Ase 
— with cerebral “heemor- 
rhage .. oe 84, 
~ definition Oller siento 
— delirium with 
— from head injury 
— in heat-stroke : 
Hyperpyrexia, hysteria and 
— from intracranial lesions 
Hyperpyrexia, list of causes 
— in malaria : é 
— malingering of .. 
Hyperpyrexia, notes on 
from pontine hemor- 
rhage .. 119; 
— inrheumatic fever 169, 
— septic states ‘ 
— typhoid fever 
— uremia .. ; 
Hyper-resonance of chest, 
from emphysema 89, 
— over sound lung when 
other fibroid .. Los 
— with pneumothorax 432, 530 
Hyper-resonance in thorax 611 
Hypertonus, sense of full- 


409 
409 


ness from .. 244 
Hypertrophic pulmonary 
osteo-arthropathy (see 
Pulmonary Osteo-ar- 
thropathy) 
Hypertrophic stenosis of 
pylorus .. 166 


Hypnotics, delirium from 169 
Hypochlorhydria, dyspep- 
sia from : 318 
Hypochlorite of calcium, 
in indican test 
Hypochondriasis, blue brain 
and : Be 


— constipation from 124 
— hyperacusis in . 309 
— insomnia from .. 322 
— csophagismus in 435 
— oxaluria and 424 
— pruritus from 540 
— with undue abdominal 
aortic pulsation 543 


Hypochondrium, left, organs 
contained in .. 660 


| — pain in (see Pain in the 


Hypochondrium) 
Hypochondrium, right, or- 
gans contained in . 660 


| — Swelling in (see Swelling 


in Hypochondrium) 
Hypochylia, senile Peg 
Hypogastrium, organs con- 
tained in : 660 
— pain in (See Pain 
Hypogastrium) 
— swelling in (See Swell- 
ing in Hypogastrium) 


in 


Hypoglossal nerve, para- 
lysis of 63, 135, 543 
Hypomnesia ae Lo 
— in alcoholism 20 
| — epilepsy . ~ 20 
Hypopituarism 410 
— obesity from 408 
Hypopyon ulcer . . 134 
-- — from fifth nerve eo ane 
Sian es 734 
| — with iritis : ae eon 
—-— from lachrymal sac 
suppuration . 220 
| —— ulcer of cornea 231, 
| (Plate XIT) 232, 733 
Hypospadias, urine stream 
changes from . 394 
Hypothenar muscles, atro- 
phy of (see under 
Atrophy) 
| — — root innervation of .. 509 


HYPOTHERMIA .. 310 
— in alcoholism -. ove 
— Anglo-Indians -. -. oLZ 
— with anuria oo ae 
— cerebral abscess 502, 574 
— in children 23. Oem 
— after convulsions .- Ole 
— in cretinism 234 
— definition of > OL 
— from exhaustion 571, 573 
— exposure © .. O78 
— heart failure 318 
— intense pain. 573 
Hypothermia, list of causes 

of Sif 
— in malignant ‘cachexia 

(Fig. 143) Se << alg 
— marasmus 573 


— morning, in fevers 311 
— — tuberculosis .. 312 
— in myxcedema . 235 
— neurasthenia -- 466 
— from opium poisoning 
119; 310 
— snake-bite xs oom 
— summer diarrhoea 573 
in uremia 40° 
Uypath rida os 38 
— at menopause 409 
— obesity from .. 408 
Hypothyroidism, therapeu- 
tic test of .. - 409 
Hypotonia of muscles, in 
tabes dorsalis 236 
Hypoxanthin, uric acid 
ely On amers 742 
Hysteria, abdominal dis- 
tention from.. ~~ ALS 
— absence of fatigue in 417 
— administration of poisons 
from 4% Bees 
— amblyopia in ~-. 728, 759 
— amputation in .. 411 
— anesthesia in 134, 468, 
498, 503, 716 
— anesthetic in diagnosing aa 
114, 142, ee 390 
— ankle-clonus in. . 140 
— no ankle-clonus in -. OUT 


| 


Hysteria, brach ial 


mitral stenosis (Fi he 142) 3 


ankle-jerk exaggerated in 497 


— anorexia due to.. ~» 4a 

— anosmia in os Ola 

; — anuria from 40, 42 
Hysteria, aphonia in 197, 

465, 495, 628, 651 


arthritis simulated in soero 


ascites simulated by .. 390 
asthma simulated by .. 535 
ataxy from 59 


Babinski’s sign absent i in 
blindness in se =< 
borborygmi Ine 
in a boy.. ae 
mono- 
plegia in, oenera ac- 
count - 


bradypneea in .. 84, 85 
bulle in. ; 97 
carcinoma, of stomach 
simulating .. .» 467 
cerebral tumour simu- 
lating .. s. C20 
Charcot’s spasmogenic 
zones in ba .. 10m 
chorea and :, 134 
elavus in 141, 465 


constipation due to 43, 128 
contracted visual fields in 


728, 759 

contractures in 134, 139, 141 
— disappearance under : 
aneesthetics 141 


— persistence during ae 141 

coma. in.. 144 

convulsions in 137 ri 
310, 729 


Hysteria, convulsive fits in Lb 


cough from 2 
craving for sympathy in 7i6 
deafness in 166 
deep reflexes incr eased i in 134 
delirium in .. ole 
disseminated sclerosis 
simulated by.. ~. tae 
— — simulating .. .. 
double consciousness and 20 


Hysteria, contd. 

— dyspepsia simulated by 315 
— dysphagia in 196, 197 
— emaciation due to 43 


— epilepsy simulated by .. 137 | 
— exaggeration of sym- | 

ptoms in mgt CLG. | 
— flushings in ~« B1C | 
— foul taste from .. je ADE} 


Hysteria, general signs of 
465, 466 
— globus hystericus in 141, 
197, 465, 495, 651 
— headache from 296, 310, 712 | 
— hemianesthesia from 59, 
141, 466, 610 


— hemidrosis in . 654 
— hemiplegia from 59, 

‘ 307, 497, 303 
Hysteria, hiccough in .. 307 


Hysteria and high tempera- 
tures .. 3 
hip disease simulated by 141 
hyperacusis in .. : 


— hyperzesthesia in 468, 610 
= — of breast in St, holla! 
— — ovary in . 611 | 
— hyperpyrexia from 2509) | 
— insomnia from . 321, 323 


intention tremor in 724, 728 | 
knee-jerks in 307, 308, 

468, 497 | 
knee-joint disease simu- | 
lated by 7, AVAEAE 
laparotomy in mistake in 390 


— leg-raising test in = a0T | 
— ligature cedema in . 411 | 
— localized convulsions 

from ats -- 144 
— loss of hearing in 5 CL 
— — smell in ae, O10 
— — taste in 610, 705 
— malingering jak Saami 

froiniens = - 390) | 
— memory defects in 20 
— meteorism in .. 3 Behl) 


little muscle atrophy in 351 
muscle wasting in & ale: 
myoclonus in cog LES 
neurasthenia simulating 716 
neurosis distinguished 
LOM ees 

noises in the head i in 

cesophagismus in ve 
opisthotonus in.. 138, 417 
orthopnea from 
ovarian cyst simulated by 390 
— — disease simulated by 468 
—-painfrom . 468 
— pain in the breast from 430 


——ajointin.. 350 
_— — the limbs from 463, 465 
—-— muscles in .. 141 
— palate reflex absent in.. 468 
— palpitation from 484, 486 
— pareesthesia in . .. 141 
Hysteria, paralysisin 41, 134 
— — agitans simulating .. 503 
Hysteria, paralysis of one 
leg from 497 
— paraplegia from 59, 497 
— paresis in .. 466 
— parageustia in .. 705 
— little perspiration in 417 
— phantom tumour in .. 390 
— phosphates in .. eo 22 
— photophobia in 525, 526 
— plantar reflex in 69, 308 
——-— flexor in .. 307, 497 
— polymorphous  convul- 
sions in : siete Li 
— polyuria from 535, 719 
— pruritus from -. 540 
— ptosis from : 141 
— ptyalorrheea from 542, 543, 
— purpura TrOMa ee. 554 
— quivering eyelids in AST 
-— reflexes in 5b so OB} 
— regurgitation of food 
through nose from .. 589 
— restlessness in .. 310 
— retention of urine in 396 
— retracted head in 589 
— rigors simulated in 594 
— risus sardonicus in 598 
— scoliosis from 153 
— screaming in 13st 


D 


HYSTERIA 


Hysteria, contd... 
sex incidence of.. . 465 
simulating new growth 142 
— pregnancy 142, 390 
Snellen’s type in detecting760 
spasm of face from . 494 
spasmodic twitchings in 136 
spiral contraction of field 

of vision in .. . 759 
stocking and glove anss- 


thesia in - 465 
— strangury in . 649 
— stridor from .- 651 


strychnine poisoning 
simulated by 417, 598, 729 
subjective smells in blz 
suggestion treatment in 
308, 487, 526 


tetanus simulated by 
417, 729, 730 


typhoid spine simulating 715 

with undue abdominal 
aortic pulsation 
urgent desire to mictu- 
rate in ‘ 

variability of symptoms 
in 

vomiting from 315, 467, 

765, 768 
a HY) 


— — simulating Belos 
— tetany in ae ee Lo2 
— thirstin.. ( et eo 
— torticollis from.. ee LA 
— trance due to .. he, WHO) 
— tremor in 134, 724, 727 
— trismus in 138, 417 
— — simulated by.. . 729 


398 


759 


— wrist-drop in 

— (and see Neurosis) 
Hystero-epilepsy .. 
— retracted head in 


ac, LB 
. 589 


CEBAG, bedsore from.. 258 


— gangrene from 


— fingers affected a 

— hystrix .. 488 

— keratosis pilaris one form 
of . 

- onychogryphosis | with. . 

— tinea imbricata simu- 
lating . -» 250 

Icterus gravis of children 


— (and see Jaundice) 

Ideas of grandeur, in 
general paralysis 120, 243 

Idiocy, amaurotic family.. 761 

— coma in.. .. 144 

congenital blindness with 511 

- convulsions with 144, 146 


— eretinism simulating .. 511 
— kyphosis in ony a) 
— microcephaly and aie altstes 
Idiocy, Mongolian... 237, 238 
— — facies of (figs. 118, 

119) 237 | 


— — thyroid treatment in 
distinguishing from 


k cretinism .. a 208 
— paraplegia from - 510 
— speech defect in - 623 
— tongue swollen in 237, 698 
Idioglossia . 628 
Idiopathic ‘dilatation of 
colon (see Hirsch- 
sprung’s Disease) 
— — esophagus, vomiting 
due to : +> (63 
Idiots, slobbering in .. 943 
Tleoceecal kink 297, 454, 457 
— valve, sounds of food 
passing eee 
— — tuberculosis at . 458 
| Ileum, congenital obstruc- 
tion of. as Se ety) 


INDIGESTION 


| Iliac abscess (see Abscess, 
Hiac) 
— artery, aneurysm of 452, 
454, 460, 587, 678 
— crest, bedsore over . 257 
— fossa, swelling in (see 
Lymphatic Glands, 
Iliac ; Swelling in Iliac 
Fossa) 
— vein thrombosis 8, 106, 411 
Iliacus, nerve supply of .. 498 
Iliocostal space, elongated 
by cystic kidney . 354 
Iliopsoas, nerve supply of 499 
Ilium, chondroma of, pain 
in iliac fossa from 454, 460 
— osteoma of, pain in iliac 
fossa from 454, 459 
— osteomyelitis of 5 ANGE: 
periostitis of, appendi- 
citis simulated by .. 454 
— pain in iliac fossa from 
452, 454 
sarcoma of, pain in iliac 


— tachypnoeea in § 85 
— talipes from 114, 141 
— tenderness in 351, 706 
— — in chest in 707 
— — of scalp from 710, 712 
Hysteria, tenderness of 
spine from .. co TA 
— — inmusclesin .. 5 241) 
— tetanic spasms in = pts) 


fossa from .. 454, 460 
— tumour of, pain in iliac 
fossa from 


Illusions, from alcohol 146 
Tilustrations, list of xiv 
Imbeciles, slobbering in .. 543 
Imbecility, amenorrhea in 18 
— dwarfism from .. sq dusts 
— microcephaly and 188 

| — In mongolism 190 

| Immersion, aspiration Paes 

| monia after Arie 


| — gangrene of lung from 
260, 644 


acl Pistet | 
Iceland, hydatid disease in 658 | 
Ichthyosis, anidrosis with 654 | 
. 240 | 


325, 326, 329 | 


' Impacted wisdom tooth, 


simulating tetanus .. 138 
_ Impetigo, bacillus coli 
causing hs », Bate 


/— — pyocyaneus causing.. 558 


| — bullee in 96, 98, 401, 562 
| — bullosa .- 401, 558 
| — circinata aii NE 
— contagiosa 401, 558 
| Impetigo contagiosa, bullze 
| in , 98 
| == honey- -like crusts Hay i 7 he) 
— crusts in 98, 558, 562, 755 
— cutaneous diphtheria 
simulating DOS 
— ecthyma and 557, 558 
— erythema in é OOS 
| — of face and hands .- 560 
— no fever in -. 062 
— fingers affected by 239 


Impetigo, general account of re 
= gyrata Nts 
herpes simulating 
herpetiformis, in ‘Austria 
— pregnancy . 
leucocytosis slight Lath 
lips seldom attacked by 
occipital glands enlarged 
from ag be 
papules in = 
parts affected by 
pemphigus-like Re in 
infants 
— perléche with .. SA Bee 
— pustular eczema simu- 
lating .. he we 
— pustules in 557, 558, 
— ringworm simulating .. 
Impetigo, scabs of se 
from scratching. ‘ 
small-pox simulated by 
staphylococci causing .. 
streptococci causing .. 
syphilides simulating .. 
vesicles in 558, 562, 
Implantation cyst, vulval 
swelling from 
IMPOTENCE 
— definition of 
Impotence, functional tem- 
porary 
Trpetsicst list of causes of 


es sat ae Ui | 


— sterility distinct from .. 
Impulse on coughing (see 
Coughing, Impulse on) 
Inattention, from frontal 
lobe tumour .. : 


312, 313 | 
— senile, priapism’preceding 538 | 
312 | 


i 

| 

| 

| 
baile 


8338 


Incoherence, from frontal 
tobe tumour .. aie 

Incompatibility, sterility 
HR ODL vas 


INCONTINENCE OF FA- 
CES 


— — due to ‘increased intra- 
cranial pressure 
— — from lateral sclerosis 
— — in tabes J 
urine, cystitis from 
— from destruction of 
micturition centres 
— distended bladder 
— enuresis distinct from 
— due to increased intra- 
cranial pressure .. 5 
from myelitis. . zs 
retention simulating 
from retroverted gravid 
uterus ee OOS 
sphincter paralysis .. 
— — in tabes 
Inco-ordination 
Ataxy) 
— from peripheral neuritis 465 
— in tabes. a 609 
India, ankylostomum in 
81, 521 
7 683: 


(and see 


— kala-azar in . 

— mycetoma in 66 1BIS 

— relapsing fever in 336, 596 

Indian ink method for 
spirocheta pallida .. 701 

India-rubber bottle stomach 
(see Carcinoma of 
Stomach, Diffuse) 

— carbon bisulphide in dis- 


solving ! 3 GE 
— workers in, paralysis in 65 
Indican, indigo from ae ule: 
- Moore’ Ss test and 2. 262 
— source of ap ail! 
Indican, tests for . 314, 745 
-- (Piate rarer aa ite: 
INDICANURIA . 314 
— appendicitis and . 451 
— black urine from 745 


— brown ring with nitric 
acid due to . 5, 314 
Indicanuria, causes of 314, 315 


— from duodenal ulcer .. 101 
— empyema sf .. (45 
— gastric ulcer SO 
— in healthy persons A Be 
— intestinal catarrh LOL 
— — putrefaction .. 101, 745 
— melanuria simulated by 
745, 746 
Indicanuria, notes on . 745 
— from pus formation . 745 


— unusual with gall-stones 451 
INDIGESTION (and see 
Dyspepsia) ARTEMIS 
air-swallowing simulating 316 
aneurysm simulating 316, 429 
angina pectoris simulat- 
i ae a 
casein, stools with 
of children, appendicitis 
and 3 


= cholecystitis simulating 316 
— chronic, anzmia from , 32 
— diarrhoea from .. . 172 


from dilatation of the 
stomach Jn 


— — duodenal ulcer 317 
— fat, stools with ., Gi! 
~ flushing from . 241 
— in infants pus Pou 
— insomnia from .. Sail 


interscapular pain from 
461, 
obstruction 
simulating rel 
migraine simulating .. 316 
oxaluria and phosphaturia 
alternating in 423, 424 
pain in shoulder from ., 474 
— from pancreatic lesions 
101, 661 
phthisis simulating .. 315 
pleurisy simulating - ol6 
from pyloric obstruction 123 
spinal caries simulating 316 
sugar, stools with Ae ral 
uremia simulating .. 315 
D3 


462 
intestinal 


INDIGO 


Infants, contd. 

Infants, seborrheic eczema 
of 4A oie oa 

spastic paraplegia in 


syphilitic fingers in 
tetany in ae 35 
umbilical hernia in 3 
vacciniform erythema of 
vaginal hemorrhage in 
water in tissues of : 
Werdnig-Hofimann para- 
lysis ‘of 2 
Infarction of brain (see 
Embolism, Cerebral) 
intestine (see Mesenteric 
Embolism ; Embolism, 
Renal; and Kidney, 
Infarct of) 
lung, after appendicitis 
—fromembolism 160, 
empyema from 


hemoptysis from 106, 
287, 
impaired note over .. 
from infective endo- 
carditis 
lateral sinus throm- 
bosis oe AS 
leukemia 
mitral stenosis 
after operations 
from otitis media 
phthisis simulated by 
pleurisy from 
pyopneumothorax 
from : 
rub over A 3 
vesicular murmur defi- 
cient over .. 
— (and see Embolism, 
Pulmonary) 
retina (see Embolism, 
Retinal) 
spleen (and see Spleen, 
Embolism of) 


| Infarct of spleen, Gengral 


account of 
— — hiccough from ; 
— — rub over 34, 629, 
— — thrombotic, in blood 
diseases : 
Infective endocarditis (see 
Endocarditis, Fungat- 


ing) 
Inferior cerebellar artery, 


834 
Indigo, from indican 314 
Indigo- “plue 745 
= epilepsy treated ‘by 747 
— methylene blue simu- 
lating .. ; 747 
Indigo-red 745 
Indol 314 
— indicanuria and .. 745 
Indoxyl-glycuronie acid, 
blue urine from ey ee) 
Indoxyl sulphate 314, 745 
Inertia, uterine, dystocia 
from Z 200 
Infantile hemiplegia (see 
Hemiplegia, Infantile) 
— paralysis (see Paralysis, 
Infantile) 
— uterus (see Uterus, In- 
fantile) 
Infantilism with achondro- 
plasia .. (Fig. 86) 187 
— anangioplastic (Fig. 91) 190 
— ateliosisand (f%g. 92) 190 
— from cretinism (fig. 88) 189 
— and dwarfism  distin- 
guished 188 
infantilism, pene account 
0 188-91 
_ gigantism with ao 188 
_ Her ter on 189 
— improved by pancreatic 
extract 191 
— pituitary (Fig. 89) 189, 
190, 410 
— with splenomegaly 189 
— thymic oe 189 
— thyroid . 190 
Infants, acetonuria in 4 
- acute arthritis of - 341 
Infants, acute colitis in 78 
— — nephritis simulated in 413 
— amount of sleep for 320 
— bladder of normal 665 
— blood per anum in 76 
— bullous impetigo in 401 | 
— carpopedal spasms in .. 152 
- eine bronchial glands 
385 
- Cheyne- -Stokes breathing | 
in PeLOy 
— coli bacilluria in -» 069 
— colic in .. LET. S21 
Infants, convulsions of 144 | 
— craniotabes in . 152 
infants, cyclical vomiting ‘of 384 
Infants, diarrhea in 171 
~ diarrhoea and vomitingin 4 
— drawing up of legs in .. 321 
— dribbling of saliva in 542 
— epilepsy in 145 
— epiphysitis in 669 
— general cedema in 413 
— hemoglobinuria in 284 
— hemiathetosis in . 304 
— hemiplegia in 303, 304 
— Hirschsprung’s disease 
in 130 | 
Infants, hypertrophic steno- 
sis of pylorus in 765, 766 
— indigestion in pido. 
Infants, insomnia in - o2i 
— intestinal obstruction in 130 
— intussusception in 78, 
130, 717 
— Jacquet’s erythema in.. 400 
Infants, jaundice in . 329 
— knee- jerks diminished in 358 | 
— liver proportions in .. 366 | 
— marasmus in . 384 | 
— milk flow from nipple in 181 | 
— normal pylorus pelpepic 
in .. 660 
= pemphigus in emt 
— plantar reflex extensor 
in 69, 510 
= postpharnygeal abscess in 647 
— priapism in 72, Ooo 
— pupils smallin .. . dd1 
— pyloric spasm in . 660 | 
— rarity of phthisisin .. 385 
— regurgitation of food in 764 
— rheumatic fever un- 
known in . . 341 
— rigid abdomen in ral 
— scabies of face in 755 
— screaming in. eras 
— scurvy-rickets in 


ty 670 | 


thrombosis of 
dental nerve 
gluteal nerve 
laryngeal nerve. . : 
oblique muscle, paraly- 
sis of (Fig. 83) 
rectus, paralysis of (7g. 
83) 
vena cava (see Vena 
Cava Inferior) 
Inflation of stomach, tech- 
nique .. .. 244, 
— — in diagnosis 174, 244, 
« 317, 318, 330, 630, 
653, 


58, 


Influenza,abdominal pain in 465 


— albuminuria in .. 


summer diarrheea in 533, 7 


289, 2 


gangrene of lung from 652 


640 
640 


319 


660 


— anosmia after 612 
— arthritis with EDO 
— atrophy of testis from.. 66 
— bacilli (see Bacillus In- 
fluenz) 
Influenza, bacteriological 
diagnosis of 178, 446, 
5, 643 
— brachial neuralgia and 442 
— bronchitis in 465 
— bronchopneumonia from 
289, 290 
— cardiac bruits in . 564 
— chill in ~ 639 
— conditions wrongly la- 
belled : .. 638 
— coryza in .- 465 
— coryzal .. ree bigs) 
— cough after 148, 149 
— deafness from . 166 
— delirium with . 169 
— dengue simulating .. 466 
- . 465 


depression in 


INJURY 


Influenza, contd. 
Influenza, often diagnosed 
when not present 64, 


446, 465, 572 
— diphtheria simulating .. 589 
— duration of 639 
— epidemics of .. 639 
— epididymitis from 66 
— epididymo-orchitis from 478 
— epistaxis from .. se) we) 
— febricula representing .. 465 
— gastro-enteritis in 563 
— gastro-intestinal sym- 
ptoms in 465 
Influenza, general account 
of 5, 564, 638, 639 
— hemorrhagic otitis in .. 421 
— headache in .. 465 
— heart-block from .. 546 
— jaundice in . 465 
— leucocytosis rare in 360, 640 
— liver abscess simulating 370 
— malignant endocarditis 
simulating . 564 
— meningitis in - 590 
— menorrhagia from . 386 | 
— neuritis from .. ae L407} 
— orchitis from 66, 478 
— otitis media in .. . 564 


pain at back of eyes in 


446, 564 
—-—inheadin .. -. 564 
— — limbs in 463, 466 
— — lumbar region in . 534 
— pancreatitis in .. - 100 


peripheral neuritis from 
61. 64, 465, 
Pfeiffer’s bacillusin 465, 


— photophobia in.. Ae 
— pneumonia in 465, 
— prolonged pyrexia from 

— prostration in 465, 
— rigors in.. 594, 


retrobulbar neuritis from 
simulated by paraty- 
phoid . oe 
softening of cord ‘from. 
spleen enlarged in 
spondylitis deformans 
from .% 
sticky rales at bases from 
sudden onset of. 
sweating in Si 
tachycardia from 
talipes after 
temperature chart of 
prolonged (Fig. 240) 
things simulating 
thrombosis of cerebral 
veins after 
tubercle and 
typhoid fever simulated 
by - a 
— — simulating .. 
vagal neuritis after 
Infraspinatus, nerve pie 
of : 
— paralysis of : 2 
- pseudohypertrophy of. 
— RD. in .. 
— wasting of, in phthisis. . 
Infundibulum, swelling at, 
from sphenoidal sinus 
disease 
Infusion, cedema from 412, 
— in replacing lost fluid . 
— specific gravity of blood 
ands: 
Inguinal abscess (see Ab- 
seess Inguinal) 

— canal, testis in.. 66, 
— glands (see Lymphatic 
Glands, Inguinal) 

— hernia (see Hernia, In- 


703, 


a 564, 


guinal) 

— lymph glands (see Lym- 
phatic Glands, In- 
guinal) 

Inguinal region, left, organs 
contained in . 


Inguinal region, right, or- 

gans contained in 

— — swelling in (See Swell- 
ing, Inguinal) 

Injury, abdominal, acute 

dilatation of stomach 

from 


466 
564 
525 


563 | 


563 
639 
595 
446 


714 
290 


. 639 
. 639 


704 


Bile: 


564 


Ae es 


seemelcS 
.. 564 


. 639 


565 
703 


S12s1 


415 


. O34 


534 


482 


660 


- 660 


oy Wie) 


Injury, abdominal, contd. 


— — chyluria from ; LOS 
— — collapse from.. on Ca 
— — internal bleeding after 593 
— — laceration of muscle 
with ate See 
— — laparotomy after - 993 
Injury, abdominal, notes on 593 
— — peritonitis after - 593 
— — — simulated after - 593 
— — pulse small and _ fre- 
quent after - 593 
— — rigidity after. . 593 
— — shock from 765 
— — skin cold and clammy 
after -- 993 
— — vomiting from oe Oe 
— — receptaculum chyli 
ruptured by eed 
— abscess of liver from 369 
— allocheiria from Ay 
— anuria from 40, 42 
— appendicitis simulated 
after ae .. 457 
— arthritis from . 476 
— axillary aneurysm from 667 
— to back, fracture of spine 
from oe LO. 
— — hyperpyrexia ‘from .. 310 
— — myelitis from soo LO 
— — neurasthenia after 715 
— — strangury from .. 649 
— at birth, hemiplegia 
front ee --' 303, 304 
— to bladder, hematuria 
frond gees .. 275 
— — strangury from 649 
— bleeding gums from .. 72 
— blood spitting from 285 
— bony swelling due to 667 
— of brachial plexus, effects 
of -- 906 
— breast pain from «2 480 
— bridge of nose fallen in 
from ‘3. 179 
— to cervical spine, hemi- 
plegia from .. Sah: 
— of chest, hemopneumo- 
thorax from 652 
— — hemoptysis from 286, 289 
— — hydropneumothorax 
from Ze 652 
— — pneumothorax from 
531; 532 
— chylous ascites from 50 
— chyluria from 50 
— claw-foot from .. 109 
— contractures from 138, 143 
— during convulsions 143 
= deafness from ~. 166 
— diaphragmatic hernia 
from .. 652 
— to ear, noises in ‘the head 
from .. .. 406 
— ectropion from. 220 
— empyema from . 104 
— epididymitis from OS 
— epididymo-orchitis from 478 
— epistaxis from .. 220 
— of eye, photophobia from 524 
— — pupilirregular after .. 551 
— fibrositis from shes | 475 
— of foot, limping from .. 362 
— gangrene from . 255, 256 
— girdle pains from 431 
— hematemesis from .. 271 
— heematocele after 481, 482 
— hematoma from 701 
— — of penis from.. 473 
— — scalp from .. 205 
— hemorrhage into cord 
from) 72: 515 
— — from ear due ‘to 421 


to head, bradypnceea from 84. 


—— coma in 118, 264 

—-—- causing and not 
caused by - LES 

— — concussion from . LIS 


depressed fracture from 118 


— — fractured base from.. 118 
— — glycosuria from . 264 
— — headache from . 296 
— — hyperacusis from . 308 
— — hyperpyrexia from .. 574 
— — Jacksonian epilepsy | 
from 147 


memory defects from 20 


INJURY 


Injury, contd. 


— to head, meningeal 
heemorrhage from.. 118 
— memory defects from .. 20 
— — neurasthenia after 715 
— hip-joint, sciatic nerve 
paralysis from 499 
— hydrocele from . 481 


hyperpyrexia after .. 309 
hypothermia after Seuatlul 
insomnia from .. 

Jacksonian epilepsy from 
of jaw, effects of 

to kidney, abscess from 
— hematuria from 275, 278 


— — renal enlargement 
from oe iets: 

— knee, shock from 765 

— — vomiting from 765 


lung, gangrene from .. 260 
— subcutaneous emphy- 
sema from . 
to mouth, ptyalism after 
myelitis from oe 
myositis from .. 
necrosis of nasal bones 
from .. 179 
neoplasm of testis after 481 
to nerve, contracture 
ATO o.- 55, HESS aaah 
— R.D. from 
— muscular atrophy ae 
63 
Injury, neurasthenia ee 715 
— nystagmus after 4 
— occupation cramp from il 
onychia from 
ophthalmoplegia interna 
‘yome =. 
orchitis from 68, 478, 
ossification of tendon 
from ce oval 
pachymeningitis from Te LG 
pain in the back from .. 428 
— iliac fossa from 452, 
454, 457 
— shoulder from .. 474 
paralysis of sciatic nerve 
from. Aye PRUE 
to pelvis, limping from 363 
perforation of palate from 588 
perinephric effusion from 353 
perinephritis from SLOG 
periosteal abscess from 668 
periostitis from se AOU 
pneumococcal arthritis 
after 
purpura from .. 
rectovesical fistula from 
sarcoma from .. 
of sciatic nerve, talipes 
from... 3 
septicemia from 
spinal thrombosis from 
to spine, difficulty in 
micturition after . 395 
Injury to spine, effects of.. 715 
— — hemianzesthesia from 306 
— — hemiplegia from 
— incontinence of feces 
from A 
paraplegia from 113, 514 
— priapism from «= D038 
sciatic nerve paralysis 
from a3 ote 
talipes from .. me 
testis atrophy after .. 
— transverse myelitis 
= from 389, 516 
spleen, enlargement of 
spleen from -. 632, 
— pain in left hypochon- 
drium from ae O40 
— rupture of spleen from 641 
— twisted hilum from .. 641 
stiff neck from 647, 648 
subacromial bursitis from 476 
tenderness from 707, 710 
— of spine from 713 
testis atrophy after 66, 
6 


552 
480 


339 
553 
238 
480 


597 
517 


641 


oko 
— — neurasthenia after A alts: 
— — shock from Shas: 
— — vomiting from Abo 


to thigh, limping from.. 363 
thoracic duct, chylous 
effusion due to aeetOG 


400. 


499 | 


afi tley) 


.. 306 | 
314 | 


Injury, conid. 


— tibia, arrested growth 
from Ps ee al 
— — overgrowth from eli, 
= tongue. swollen from .. 698 
- torsio testis from - 696 


Injury, transverse myelitis 
and 

tuberculous arthritis after 348 

tympanic membrane rup- 


tured by ase oe ZA 
— ulceration of bladder 
frome 580 
— — larynx from 158, 199, 
287, 292 
— — leg from : 737 
— — perineum from 619, eee 
— — rectum due to on 
— to urethra, aching in 
perineum from . 474 
— — discharge due to eee 
— — extravasation of urine 
from 278, 470 
— — hematuriafrom 275,278 
— — inability to micturate 
after sie 2ifhts) 


pain in penis from 469, 470 
vaginal closure from 17, 18 
-- discharge from : 185 
Innervation of arm muscles 
, 509 
Innervation of leg muscles 
Innominate artery, aneur- 
ysm of .. (Mig. 184) 435 
Innominate bone, sarcoma 
of, sciatica simulated 


by oe me -« 438 
— vein, obstructed by 
mediastinal glands .. 381 
— — — growth . 419 
— — thrombosed > fod 
Inoculation, guinea-pig (See 
Animal Inoculation) 
Insanity, from alcohol .. 146 
— amenorrhcea in. 18 


athetosis associated with 132 
chorea followed by 33 
congenital diplegia and 132 


— constipation from . 125 
— delirium in .. 169 
— enuresis and ~ 218 
— epilepsy and . 145 


explosive sounds in head 
in St a hoe 
foreign body in nose in 179 
hearing of voices in 405, 723 
Huntingdon’s chorea and oe 
insomnia from 321, 322 
from insomnia .. . 822 
loss of appetite in 
in myxcedema .. 
Insanity, noises in ag in Pea 


— parageustia in .. 705 
— from pellagra .. 226 
— perverted appetite in .. 43 
— subjective smells in 612, 613 
Insect bites, swelling of 
| face from .. 674 
| — — wheals from .. Uae 


— in ear, earache from .. 202 
ae ae a sensation 


540 
INSOMNIA. -. 320 
— from alcoholism 322, 726 
— anemia .. ve 323 
| — aneurysm ; ee tt 
— arteriosclerosis .. es. er} 
-- cerebral syphilis 146, 322 
Insomnia, chief causes at 
various ages .. 321, 322 
Insomnia of children 321 
— in chronic nephritis 11 
— from cirrhosis 323 
Insomnia, !ist of causes of 
320, 32! 
— malingering of . Boe 
— plumbism ob 34 
— specks before eyes from (All 
— in tabes . 650 


Insomnia, treatment of 322, 32 
Instrumentation, abscess 


of testis from. . 622 
— effect on urethritis 184 
— epididymitis from > 697 
— epididymo-orchitis from 478 
~— heematemesis from 272 


| Instrumentation, contd. Intestinal adhesions (see 
| — prostatic abscess from Adhesions) 
581, 620 | Intestinal colic (see Colic) 
— urethritis from .. 182 crises in tabes 116, 487, 609 
Insular sclerosis (see Dis- ~ fermentation (see T[er- 
seminated Sclerosis) mentation) 
Intellect, dull, in myx- Intestinal flatulence, general 
cedema 38, 234, 409, 537 account of 5 241 
Intention tremor, general Intestinal fullness. . 245 
account of 517, 728 | Intestinal neuralgia 115 
— — (and see Tremor) | Intestinal obstruction, ab- 
Intercostal artery, replac- deminal distention 
ing pulmonary xandalal from 115, 130, 316, 522 
— muscle, overstrain of | —~—— pain from .. Se Bas 
431, 432 — — — tumour with . 316 
— — paralysis of .. 518 | — — acetonuria from 4 
— nerves (See Nerve, | Intestinal obstruction, acute, 
Intercostal) | general account of 129, 
— neuralgia (see Neuralgia, 30, 131 
Intercostal) — — — visible peristalsis 
— spaces, filled out, in peri- with 129 
carditis 213 | — — acute pancreatitis simu- 
-- — narrow, from fibroid | lating 131, 389, 661 
lung. 68 | — — from adhesions 130, 459 
-- obliterated, by liver — — ageincidence of 129, 130 
abscess : 370  — — from appendicitis - 130 
— -— sucking in of, from — — ballooned rectum in.. 131 
bronchitis ws 20 — — from bands 22 130 
--- bronchopneumonia — — borborygmi with 131, 388 
160, 420 -— -— from carcinoma 126, 
— — — laryngeal obstruc- 130, 388, 459, 630, 
tion 419, 590 666, 676, 677 
— — — in laryngitis 160 | — — carcinoma cexci simu- 
— — wide, inemphysema.. 167 | lated by . 459 
Intermittent albuminuria.. 15 | — — from caseous mesen- 
Intermittent claudication teric glands . 130 
, 441 | — — colic with : . 425 
— — age incidence of 306 | — — — simulated by me UNS 
— — in arms 163 | — — collapse with Site ok 
— - atheroma and. .. 306  — — colonic succussion from 654. 
— — cerebral heemorrhage | — — from congenital mal- 
simulated by eo Oom formation of duo- 
Intermittent claudication, denum = 430 
general account of 306 | — — — — of ilium... 0 
— — hemianopsia from 301, 302 | — — constipation with 241, 
— — hemiplegia from .. 303 316, 388, 522, 592, 675 
Intermittent hydrarthrosis, — — diarrhoea. with 55 eel 
account of .. 349 | — — dilatation of colon 
Internal capsule lesions, from . 657 
dysarthria with . 302 | — — distention of cecum 
—-—- (and see Hemor- from : 459 
rhage, Cerebral ; — — from diverticula 125 
Embolism, Cere- — — dry hard feces 125 
bral, etc.) | — — after dysentery 125 
— — — hemianeesthesia with | — — enemata in diagnosing 129 
802, 610 | — — feecal vomit with 115, 
— — — hemianopsia from 129, 388, 766 
301, 302 | — — no feces in rectum in 129 
— — — hemiplegia from .. 302 | — — no flatus with a4 29 
— carotid artery (see Artery, — — foul breath in 86 
Internal Carotid) — — from fungating endo- 
— plantar nerve ..- 498 carditis -- 389 
— popliteal nerve (see — — by gall-stones 2 230 
Nerve, Internal Popli- — — general abdominal pain 
teal) iD 27. eae .- 425 

— rectus, oe of (Fig. — — Henoch’s purpura 
228) i ay Ad | simulating .. 767 
- secretions, disturbed, — — from hernia 129, 388, 675 
menorrhagia from .. 386 — — hiccough from - 307 

— — effect on menstruation 19 | — — in Hirschsprung’s dis- 
Interossei of foot, nerve ease 127, 130, 390 
supply of 498 | — — hypothermia with .. 311 

— hand, nerve supply of . 504  —— from impacted feces 
—-- root innervation of .. 509 | 126, 631 
— paralysis of, talipes from 114 — — indicanuria from <3 Olt 
— role in claw-hand . 109 | — — indigestion simulated 316 

— wasted, from cervical rib 508 | — — in infants APIO) © 

— — in progressive muscu- — — from intussusception 
lar atrophy Jt6E 130, 388, 585, 678, 717 
Interphalangeal joints (see -- leucocytosis in -. 360 

Joints, Interphalan- — — from malformed rec- 
geal) tum. ser L259 
Interscapular pain (see — — Meckel’s diverticulum 130 
Pain, Interscapular) — — minute hernia . 656 

— region, eczema _ sebor- — — operation in aed ees 
rhoeicum of .. 491 cause of .. wen 2AT 
Interstitial keratitis (Plate — — pain with 5 geal 
PAID) fe : 232 | — — — in epigastrium from 436 
Intertrigo, aching in peri- — — — hypochondrium from 450 
neum from .. .. 474 | — — — iliac fossa from . 454 
— from glycosuria. . .. 260 | — — — right iliac fossa from 459 

— of umbilicus, in fat — — pancreatitis simulat- 
persons oi -. 656 Inge 264, 594, 767 
Interventricular septum, — — by pelvic adhesions .. 130 
perforated (see Patent — — from pericolitis oe E25 
Septum  Ventriculor- — — peritoneal band . 388 


um) 


INTESTINAL OBSTRUCTION 


835 


— peritonitis from 388, 593 
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Intestinal obstruction, contd. 
Intestinal obstruction, peri- 


tonitis distinguished 

from .. . 388 
— — — simulated by - 593 
— — purgatives in oe 
— — no pyrexia with 5 Ens 


rectal examination in 
129, 130, 459 
sacculation of colon 


from -- 663 
— — shock with 4 ae 
— — sigmoidoscope in dia- 

gnosing cause of 


241, 316, 459 

simulated by embol- 
ism of pancreas 

— hemorrhage into 

pancreas. . 76, 264 

— Henoch’s purpura 76 

— mesenteric embolism 389 

— — thrombosis . 389 

sordes in en 6OG 

swelling in iliac fossa 

from. 
from tuberculosis of 
bowel 

— tuberculous peritonitis 

130, 657 

— —-— ulceration .. By Ads 
Intestinal obstruction, vis- 
ible peristalsis with 
130, 241, 316, 388, 522, 

661, 663 

from volvulus 130, 388, 459 
vomiting with, 115, 
131, 315, 436, 522, 

675, 765, 767 

wind with 752241 
a-rays and bismuth in 
diagnosing cause of 

241, 316, 459 
— putrefaction (See Putre- 

faction) 

Intestinal sand : ne BEE 

— stasis, pigmentation from 528 

— toxemia, infantilism from 189 

— — noises in the head from 406 

— — edema from .. . 415 


76 


459 
666 


Intestine, aneurysm rup- 
tured INGO" oe 76, 120 
— carcinoma of (see Carci- 
noma of Colon) 
— casts of 115, 116, (Fig. 
172) 398, 399, 519 
— contracted, felt by hand 115 
— embolism of (see Embol- 
ism, Mesenteric) 
— hypertrophy of, from 
carcinoma of bowel .. 77 
— hypoplasia of muscle of 123 
— idiopathic dilatation of 
(see Hirschsprung’s 
Disease) 
— lardaceous (see Lardace- 
ous Disease) 
— large (see Colon) 
— liver abscess ruptured 
into 370 
— mucous cast of (Fig. 172) 
399 
— paralysis of 389, 425 
— stenosis of a say 25 
— tuberculosis of (see 
Tuberculosis of bes 
— visible coils of .. 44 | 
(and see Peristalsis, 
Visible) 
Intestines, deficient motor 
activity of 123 
— gas in, liver "dullness 
diminished by 366 
— lymphoid structures in, 
enlarged in lymphat= 
ism “Ae. 382 
— matted, from “chronic 
peritonitis sis 47 
— — tuberculous peritonitis 48 
~ putrefactive changes in, 
indicanuria from 101 
Intracranial lesions, aceto- 
nuria from Foie wt tt 
— pressure, increased, 
bradycardia from 84, 548 
— — — bradypneea from . 84 
—-—-ebb and flow of 
knee-jerk with .. 359 


Intracranial pressure, contd. 
— — increased, headache 
from. 


INTESTINAL OBSTRUCTION 


, Lodide, contd. 


SSS hypothermia with 311 | 


— — — knee-jerk lost with 359 


— — — optic neuritis with 
Intracranial pressure, in- 

creased, symptoms due 

to .- 590 
--- vertigo from 84 
— — — vomiting from 84 
Intrathoracic tumour, bulg- 

ing due to . 168 
-- chest bulged on one 


side by : 
Intrathoracic new growth 104 


— — — arm wasting from. 63 

— — — brachial plexus af- 
fected by - 63 

— — — cough from oO 


pain in shoulder from 474 
g-rays in diagnosing 


63, 150 | 


(and see under Med- 
iastinum) 
Introduction to Surgery, 
illustrations from 142, 
234, 389, 664, 665, 737 
Intubation, ulceration of 
larynx after .. 287, 292 
Intussusception, abdominal 
tumour, from 78, 115, 


127, L305) 65935 6635 
665, 678 
— age incidence of PALS 
— blood per anum from .. 78 
—-— and mucus from 78, 
127, 130, 585, 663, 678 
— in children 585, 678 
— chronic .. e678 
— colic from A wl? 
— — simulated by 115 
— collapse from .. 78 
— constipation from 127, 678 


drawing up of legs from 78 


Intussusception, general 
account of ie 

— Henoch’s purpura simu- 
lating .. 76, 556 


— from Henoch’s purpura 767 


— indicanuria from 315 
— in infants 78, 130 
— intestinal obstruction 


from 130, 388, 585, 678, 717 
kidney simulated by .. 678 
mucus in stools from .. 398 


— polypus simulating ae TOE | 
— prolapse simulating .. 717 
— protruding per anum .. 717 
— pulse-rate increased in.. 78 
— rectal ‘examination for 

78, 116, 127, 130, 585, 717 
— screaming from. 78 


simulated by simple colitis 78 
spasmodic pain from .. 663 
tenesmus from 663, 717 
vomiting from . 663, 678 
Invagination of rectum .. 129 
Inversion of uterus - 539 
— — simulating prolapse.. 
— — vulval swelling from.. 
Todide, acne from ae 
— for actinomycosis 
— anosmia from .. 
atrophy of testis from.. 
bleeding gums from 72, 73 
bulle from 
colds simulated by re 
coryza from .. Je 
cyanosis from .. ae 
in diagnosing syphilis 
560, 
— gumma 230, 615, 
— nature of ulcer of 
tongue .. 

— — syphilis 403, 480, 588, 
623, 735, 738, 
eruption, syphilide simu- 

lating .. 
erythema from . 
foul taste from. 
guaiacum reaction from 
gumma, of liver and 

laryngeal obstruction 
from ee 


La Heme 


98, 


. 168 | 


hypogastric swelling from 665 | 


operation in diagnosing 717 | 


84 | 


| 
| 


— nasal catarrh from 
— discharge from 


— nodules due to ,. = 
— noisesin the head from ..406 
— edema from 410, 413, 415 
— -— of face from.. oe ALS 
— — larynx from 159, 418, 650 
— orthopnea from oie Ce ee! 
— peculiarities of sweat 
after 5 .. 655 
— photophobia from . 625 
— ptyalism from .. . 542 
— purpura from .. 553 | 
— pustules from 98, 560, 563 
— — acne simulated by aeDOD 
—-— from, no comedones 
with 559 
— rash, small-pox simu- 
lated by 563 
lodide, skin "eruptions from 98 
— stridor from 650 
— syphilitic bone pains 
relieved by 5 et) 
— — pyrexia checked by.. 568 
— taste loss from .. 705 
— transmitted to infant 
from mother . 98 
— in urine .. So 73 
— urticaria from .. had 
- vesicles due to . 757 
| Iodine, bulla from 97 
— in Cammidge’s reaction 100 
— co-efficient of urine 100 
— dermatitis from.. 755 
— scales from - 602 
— starch grain stained by 170 
— test for bile pigment .. 743 
| Iodized serum, in examin- 
ing for psorosperms .. 730 
Iodoform capsules in test- 
ing for pence dis- 
ease Ae iE 
— erythema from . wi . 222 
— purpura from .. -. 003 
— test for acetone.. 3 
Tpecacuanha, disappearance 
of amcebe after 77 
Tridocyclitis 733 
ya ae ene pupil irregu- 
lar from 551 
Tris, adhesions of, from 
iritis 232 
— from ulcer of cornea. 733 
— coloboma of . 415 
— discoloured, in glaucoma 233 
— green, with iritis 232 
= injected, in glaucoma .. 232 
— prolapse of 733 
— tremor of, from dislocated 
lens oe 17D 
Tritis, acute (Plate XD 230 
— adhesions after .. 551 
— atropine in diagnosing... 232 
— — treatment of . 233 
— black spots before eyes 
frome 5 72 
— blindness from .. cry akan! 
— ciliary vessels injected in 232 
— corneal opacities from. 72 
Iritis, general account of. . . 232 
- glaucoma from... 761 
Iritis, glaucoma, and con- 
junctivitis, compared 232 
— headache from 294, 295, 712 
— hyperacusis from se aie 
— hypopyon with. 232 
— iris discoloured with +. 232 
— keratitis punctata with 252 
— lachrymation from .. 231 
— pain from aye ae oo 
—-—ineyefrom .. 445 
— — face from Ae 449 
— photophobia from 231, 524 
| — pupil changes with 232 
— — irregular after 551 
— from syphilis «. 403 
— synechize from 72, 232 
— tenderness of scalp from 712 
— turbid aqueous with .. 232 
— from ulceration of cornea 733 
— unequal pupils from 552 
Iron, blue sweat from 655 
— in chlorosis Ac 36 
— headache from . 295 
—— relieved by .. 296 
— in intestinal sand 599 


ITCHING 


Iron, contd. 


| Ischeemic paralysis (Fg. 58) 
/-—-— (and see Volkmann’s 


Paralysis) 
Ischiorectal abscess (see 


_— perchloride, Seppe 
andila % 746 
— — in Bial’s test . - 261 
— — carboluria and ee WE 
— — in diacetic acid test ... 170 
— — indican and .. 745 
— — melanuria and . 745 
— — salicylates and mee Le 
—-— thirst from .. - 720 
— — in Uffelmann’s test . 320 
— phosphate, white pre- 
cipitate of 170 
— sulphide, black motions 
from . site 75, 385 
Tron-founders, cramps in.. 150 
Irrigation in diagnosing 
| posterior urethritis .. 579 
| — testing for urethritis .. 581 
Irritable bladder 398, 424, 742 
— — strangury in . 649 
Irritable breast of Astley 
Cooper.. 5 oa Gell 
— larynx .. ane 34 £50 
— spine : ate f Lo 
IRRITABILITY ee PR 
| — in acromegaly o.« ozo 
— alcoholism eke 
— from bad ventilation RAE VAL 
— in chorea ay <epLoD 
— diabetes .. sis -- 323 
| — epilepsy . «= 320 
| — general paralysis -- 323 
— Graves’s disease «« 329 
— jaundice .. oe -« 323 
— leukemia ae os, 20 
— melancholia ee so O20 
— from meningitis... 315, 3238 
— mental deficiency and.. 623 
— in nephritis ats mege aieas: 
— in neurasthenia 323, 715 
— plumbism 44 -- 323 
— rickets .. A -- 145 
— from tea. aoe eral 
— with tropical liver as 369 
Irritant poisons, acute gas- 
tritis from .. ote) 267 
— — ptyalism after . 542 
Irritant poisons, symptoms 
caused by 336 
Trritants, dysphagia after. 198 
-- hematemesis from 265, 268 
— pain in epigastrium from 766 
— pigmentation from  .. 527 
— sore throat from Peesale) 
— tongue swollen from .. 698 
— vegetable, sore fingers 
PPOUD a ets 5 ee) 
— vomiting from 765, 766 


141 


Abscess, Ischiorectal) 
— fossa, examination of, 

per rectum .. .. 584 
Italy, malaria in .. -. 632 
— pellagra in : «. 225 
Itch, carpenter's =e -. 540 
Itch, dhobie’s ae 30 oe 
_ gardener” Ss 5 540 
— grocer’s, from sugar .. 540 
— (and see Scabies) 
Itching in application 

dermatitis .. .. 540 
— from bug-bites .. 540 
— in cheiropompholyx 97, 540 
— chilblains 2 .. 540 
— dermatitis gestationis .. 540 
— — herpetiformis 98, 540, 710 
— drug rashes 384 
— in eczema 488, 491, 540, 

558, 560, 710, 754, 756 

- erythema . 540 
— from flea-bites . Ws -- 540 
— in herpes gestationis .. 96 
— with inflammatory pap- 

ules) wee. 487 
— from jelly-fish stings 224, 540 
— inlichenization .. 491, 540 
— lichen urticatus.. 540, 756 
— with malignant ‘pustule 559 
— from mosquito-bites .. 540 
— in mouth, from Fordyce’ s 

disease as -- 306 
— in mycosis fungoides .. 540. 
— of nose, sniffing tic from 136 


liching, contd. 


— occupation and.. .. 540 
— in papular eczema ~-.. 487 
— pediculosis 490, 540 
— pemphigus .. 540 
— of penis, from herpes .. 754 
— in pityriasis rosea - 540 
—rubra.. et .2 540 | 
— — — pilaris 489, 540 
— prickly heat .. 540 
— prurigo .. 489, 540 
— psoriasis 540, 603 | 
— scabies Be 490, 540 | 
— seborrhcea ag 540 | 
— from serum injections . . 223 
—insmall-pox .. ee OO Ls 
— from tinea circinata .. 249 
—— marginata .. .. 540 
— in. urticaria 489, 540, 771 
—-— pigmentosa .. ae “foe 
— from vesicles .. 753 
— vulval, from leukoplakia 701 
— (and see Pruritus) 
Ivory.exostoses of skull .. 671 
ABORANDI, ptyalism 

from .. 542 

Jacksonian . enilepsy (see 
' Epilepsy, Jacksonian) 

Jacquet’s erythema, simu- 

lating congenital sy- 

philis .. - 400 
Jactitations, in epilepsy... 145 
Jaffe’s test for indican .. 314 


Jamaica, ankylostomiasis in 521 
Japan, distoma pulmonale 


in Se oie sen og 
— lung flukein .. . 645 
JAUNDICE et - 324 
— from abdominal aneur- 

ysm Bok 


— from abscess of liver 
326, 330, 332, 370 
— acholuric (see Acholurie 


Jaundice) 
— from acute congestion of 

liver .. 3 nie oe | 
Jaundice in acute fevers . 335 
— — yellow. atrophy 273. 

333, 764 

— alveolar echinococcus 

disease 376 
— from aneurysm of hepatic 

artery . Ss > ddl 


— with angina abdominalis 115 
— from arseniuretted hy- 


drogen : oon 
— ascaris lumbricoides .. 328 
— ascites with 46, 50, 52 
— from bile-duct obstruc- 
tion oe oo, GHZ 
— after biliary colic 131, 
26, 767 
— black urine from »» 145 
— brain not coloured in .. 324 
— bradycardia with 329 
— — rare with a0 84 
— bruising with oo: 
—— from trivial causes in 555 


— bleeding due to. .. 274 

— from carcinoma p 

— — of ampulla of Vater. . 

— — bile-duct 

colon .. 329, 

—-— duodenum .. 330, 

liver 52, 252, 326, 330, 
Sul Sy 

pancreas 239, 254, 

2205 451, 661, 


rectum 
stomach 
— catarrhal - 
— — acute yellow atrophy 
simulating . ae 
— — albumosuria with a 
Jaundice, catarrhal, general 
account of 8, 
— — pain in shoulder from 
— — secondary syphilis 
simulating . 334 
— — specific infectious nature 
OlneL; 329 
— cerebrospinal fluid not 
coloured in .. -. 324 
— from chloride of sulphur 337 
— cholemia from .. ae O24 


ITCHING 


Jaundice, contd. 

— from cholangitis 326, 
332, 
— choluria with 


— from chronic pancreatitis 


9 

— from  cicatrization of 
ducim. 329 
— cirrhosis 35, 46, 51, 326, 
339, 371, 
— clay-coloured motions 

with .. . 3 

— from colon tumours Be 
— congenital obliteration of 
bile-ducts 


— — syphilis. 329, 


| — congestion of liver .. 326 


— constipation with 


— dark green urine with.. 747 
— from dinitrobenzene 337 
— distoma hepaticum 328 
— in dogs 337 


— from “duodenal ti tumours 


Jaundice, emotional oa CRETE 
— with enlarged _ gall- 
bladder 326 
Jaundice, from enlarged 
portal glands . myst) 
| — epistaxis in - 221 
— feces colour with 324 


— familial, spleen enlarged 
— fatal oozing due to 
— fatty stools with 
— with fungating 
carditis ; 
— from gall-stone 116, 252, 
272, 326, 327, 328, 374, 
~ gastrointestinal secretions 
not coloured in . 324 
—)eTeenin mr -. 145 
~ from gumma of liver 330, 334 


endo- 


— hematemesis from Reet i 
— hemorrhages with » 324 | 
— in Hanot’s cirrhosis Saore 


from hepatic aneurysm 51 
— hepatoptosis .. 368 
— Hodgkin’s disease -- 329 
— from hydatid cyst of 


liver 328, 330, 375 
Jaundice in infants . 329 
Jaundice, infectious or 

epidemic .. 336 
— in influenza - 465 | 


Jaundice, from inspissated 


bile . 328 
— irritability from 323 
— itching in 324 
— from leuksemic portal 
glands 330 
fauniice, list of causes of 325 
— liver enlarged with 326, 369 
— from local liver enlarge- 
ments. - re, HEN, 
— in lymphadenoma - 329 
— malaria .. 273, 335 
Jaundice, malignant 0, 8) 
— with malignant LiveRery.s 00 
— — portal glands 330 


— meninges not coloured i in 


— milk tinged in . 324 
— with multiple liver ab- 
scesses . 335 
— from movable kidney . 55 BR 
— in new-born .. 326 
— with nutmeg liver 334, 368 
— olive green as . 31d 
— from omental tumour.. 331 
— ovarian cyst : » 331 
— pancreatic calculus 661 
— — lesions aehoL 
— — new growth , 630 
— — tumours 330 
— with pancreatitis 101, 
116, 254, 326, 328 
— in pernicious ‘anemia ss 320 
— pernicious anzemia simu- 
lating .. 324 
— due to phosphorus 326, 336 
— in pneumonia 335 
Jaundice, due to poisons 
36, 337 
— from portal-vein throm- 
bosis 4 51 
— with pressure on portal 
Verma 2) 272 | 
— prolonged heematemesis 
from safe 


451 | 
| — tuberculous portal g glands 
| — in typhoid fever 


| — in Weil’s disease 


. 266 | 


KIDNEY 


| Jaundice, contd. 


Jaundice, pulse-rate in 

— purpura in 553, 

— in pyzmia and septic- 
emia .. 

— from pylephlebitis 326, 

— pyrexia with .. 


' — rectal examination in .. 


— in relapsing fever 


| — from right kidney tu- 


mours 


Lene with rigors, causes 


. 


— saliva not coloured in. 
— with sarcoma of liver 
52, 252, 


'— In secondary syphilis . 
| — serous effusions SA 


in . 
Jaundice, signs of.. 
Jaundice, skin changes in 


— slow pulse from 329, 5 


— from snake poison é 
— spinal cord not coloured 
in 


| — in splenic anemia ae 
— splenomegalic cirrhosis 


332, 
— from stomach tumours 
— suppurative cholangitis 


— — pylephlebitis .. co 


— sweat tinged in.. 

— from syphilis we 

— tears not coloured in ,, 

— from tetrachlorethane 
334, 

— toluylenediamine 


326, 
— typhus fever 

Jaundice, urine changes.) in 
= urobilin with . 

— from uterine tumour ae 


= yellow fever” 2° 4273; 
Jaundice, xanthelasma from 
— xanthoma planum with 
— xanthopsia from 324, 
Jaw, actinomycosis a 74, 
t} ’ 
— clenching, in convulsions 
— dislocation of, og 
from 
— endothelioma of, " spread 
to nose 


| — enlarged,. in acromegaly 


204, 237, 
— fixation of, by osteo- 
arthritis 4 
— fracture of 
— gangrene of A 
Jaw, inflammatory affec- 
"tions of 
Jaw, necrosis of .. 
— osteo-arthritis of, ptyal- 
ism from : 
— papilloma of 
— sarcoma of 


542, 


ie 683, 


| — tics affecting 


Jaw,.tumours affecting 683, 
—-— microscope in dia- 
gnosing 
Jejunum, obstruction of, 
no abdominal disten- 
tion with as 
Jelly-fish, erythema from 
222, 


— itching from 224, 


/— cedemafrom ,. ae 


— urticaria from ., 

Jerks, ankle (See Ankle- 
jerk) 

— elbow, increased in hemi- 
plegia . 

— knee (See Knee- ~jerk) 

— supinator 

— wrist (see Wrist- “jerks) 

Jenner’s stain P 

Jewellers, nail changes in 

Jews, tuberculous penis in 

Joint, great toe, gout and 

— loose body in 


136 
684 


74. 


— temporo-mandibular, sup- 


puration in, otorrhcea 
aU ROED) ae 

— temporo- -maxillary, rheti- 
matoid arthritis of . 


423 | 


343 


| — Charcot’ Ss, in 


| — hemorrhage into 


| — — spindled 
| —-—-— in rheumatoid ar- 


| - urate of sodium in 
| — (and see the Various 


Judgement, 
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JOINTS, AFFECTIONS OF 
Mareen Hl Ee e337 


"syringo- 

fe 200) 
272, 

350, 362, 363 

— hydatid disease of . 350 


myelia 


| — interphalangeal, pulmon- 


ary arthropathy of .. 352 
(Fig. 169) 377 


thritis 343, 378 

— — spindle-shaped 35, (fig. 
153) 342 
— malignant disease of .. 350 


| — prominent, in achondro- - 


plasia .. 187 


| — tuberculous (see ‘Arthritis, 


Tuberculous) 
. 344 


Joints) 
Jolting, vesical calculus and 471 
Jordan, Dr. A. C., skia- 


grams by 209, 279, 
282, 289, 318, 


defective, in 
general paralysis 146 
Jugular vein (see Vein, 
Jugular) 
Jumpiness, from alcohol... 726 
AHLER’S DISEASE iI7 
Kala-azar, confused 
with malaria 29 
— due to trypanosomes 29 
— geographical distribution 
of 52 ite 29, 633 
— Leishman-Donovan 
bodies .in 29, 633 
— pyrexia in te Zo 
— spleen enlarged i a» YS oe 
— splenic puncture in. dia- 
enosing aie .. 633 
Kaposi’s disease ; general 
account of ». 73 
— — pigmentation in 528 
Kathode .. 35 .- 583 
Keith, Dr. A., on malforma- 
tions of rectum ..- 586 
Keratin-coated capsules, in 
detecting pancreas di- 
sease aie So Bets 
|——-— diagnosing pyloric 
obstruction 653 
| — particles in faeces .. 520 
| Keratitis, black spots be- 
fore eyes from LS0RT2 
— in congenital syphilis .. 235 
— corneal opacity from .. 72 
— interstitial, in congenital 
syphilis 348, 752 
— — opaque cornea after.. 733 
— — pain in eye from 445 
Keratitis e lagophthalmo .. 734 
Keratitis neuroparalytica.. 734 
— photophobia from 524 


— punctata, with iritis .. 232 

Keratomalacia .. 

Keratosis follicularis 732, 

Keratosis pilaris, general 
account of ; 

— — ichthyosis and 


| — — keratosis follicularis — 


simulating . 

— — nutmeg-grater ‘skin j in 
— — scales in 
Kerion 
— baldness from 
Kernig’s sign, in meningitis 
Kharsivan “(see Salvarsan) 
Kick from horse, paraplegia 

after .. te oLG 


247, 248, 


— on knee, shock from 765 
— — vomiting from 765 
—- urethra injured by 470 


Kidney, abscess in (see Ab- 


scess, Renal) 
— angioma of, hematuria 
from . pee 42005-2798 
— atrophy of, from.ureteric 
calculus : 578 
— calculus in (See Calculus, 
Renal) 


— carcinoma of (See Carci- 
noma of Kidney) 


838 


Kidney, contd. 

— cloudy swelling in 13 
cystic, albuminuria from 537 
— — anuria with .. 40, 42 


— — arteriosclerosis with.. 42 
— — ascites rare with 42 
— — Cheyne-Stokes’ breath- 

ing with ees 
— — flatulence with 42 | 


Kidneys, cystic, general ac- 
count of 3 12, 42 


— — hematuria with 42 
— — headache with 42 
— — intestinal obstruction 12 
— — kidney enlarged in .. 355 
—— cedemarare with .. 42 
— — ovarian cyst simulated 
lanes oe .. 354 
Kidneys, cystic, physical 
signs of é .- 304 
— — polyuria from 536, 537 
——  porencephalus with.. 511 
—— renal tumours with .. 42 
— — simulating chronic ne- 
phritis 3 .. 42 
— — spleen simulated by.. 662 
— — tube casts from a BE 
— — uremia with.. 42, 108 
— — urine changes with 42, 357 | 


a variety of Bright’s 
disease a5 aie 6 
vomiting with De. cae 
— cysts of, kidney enlarged 
from =. .. 302 
— displaced, in visceroptosis 426 
— embolism of (see Embol- 
ism, Renal) 
- embryoma of (see HKm- 
bryoma of Kidney) 


KIDNEY, ENLARGE- 
MENT OF on Bhy4 

— — by abscess _ 2. 802 

— — albuminuria with 51, 330 


aneurysm mistaken for 631 
appendix lesions simu- 
lating - 
bile-duct obstructed by 330 
from bladder growth 281 
fromcaleculus .. 41, 451 
by carcinoma . 355 
carcinoma coli simu- 


lating 354 
—-—in compensation for 

the other 355 
— — contralateral aching 

from 5 .o00 
— — dilatation of stomach 

from 174 


Kidney, enlarged, ‘distine- 
tion from other tumours 


53, 354 
— — dullness in loin with.. 253 
— — feeces simulating . 354 


hematoma mistaken 


forse : 
— — hematuria w ith 51, 330 
—— hypyonephrosis 280, 
352, 355, 356, 536, 575 
— — from injury eee 
— — intussusception simu- 
lating <- “OTS 
-- jaundice from +. 330 
Kidney, enlarged, large 
spleen distinguished 
from .. .. 629 | 
— — liver simulating 51, 
330, 353 
— — mesenteric tumour si- 
mulating 354 
= = movement. with respi- 
ration 629 
— — by new growth ‘a 278, 352 
— — omental tumour simu- 
lating F . 354 
— — pancreas tumour simu- 
lating ns O04 
— — from papilloma 278 
— — pelvic tumours simu- 
lating 353 
— — perinephric lesions si- 
mulating .. 353 
Kidney, enlarged, physical 
signs of 352, 629 
—-— by polycy stic ‘disease 
2, 42, 280, 


Pepe! 


| - — from pyelitis .. 


gall-bladder simulating 353 
. 631 | 


KIDNEY 


Kidney, enlarged, contd. 
—-— pyelography in dia- 
gnosing 

from pyelonephritis 

35d, 

pyonephrosis 352, 355, 

356, 536, 577 

pyuria with .. 51, 

spleen simulating 353, 


9 


suprarenal tumour 


simulating 331, 354, 630 | 


by tuberculosis 282, 
52, 355, 

varicocele with 

— — from vesical growth.. 2 

— fatty, in phosphorus poi- 


soning a ae OOW 
— floating, Riedel’s lobe 
simulating 367 
| — granular (see Granular 
Kidney) 
— growth in, varicocele 
with .. 356 
Kidney growths, varieties of te 
— hydatid cyst of 357 
— hypernephroma of (see 
Hypernephroma of 
Kidney) 
— in iliac fossa tee Oe 
— infarct of, abscess from 76 
— — albuminuria due to .. 7 
— — in blood diseases 7 
Kidney, infarct of, causes 8 
— — from embolism ate 7 
— — in fungating endocar- 
| ditis , 34 
— — hematuria from 275, 283 


— — renal tube casts due to at 


Kidney, infarct of, hs 
ptoms of ee Sao 
— — from thrombosis 7 
— —(and see Embolism, 
Renal) 
— injury of (See pl es of 
Kidney) 278 
— lardaceous (see Lard- 
aceous Disease) 
— lesions, bladder lesious 
simulated by .. od 
— — increased frequency of 
micturition with .. 5 
— liver simulating 
— movable, aching in loin 
from 
albuminuria from 7, 
esa a simulated 
ven A460, 
pile. duct kinked by.. 331 
biliary colic simulated 


y 450, 451 

— — blue brain and 163 
— — carcinoma of colon si- 

mulating 663 
Kidney, movable, charac- 

ters of 63 

— — chronic nephritis from 7 

— — eolic from 280, 394 

— — collapse from ne Lb 

— — ‘constipation with L27 


Dietl’s crisis from 115, 
280, 665, 765 
duodenum dragged on 
— kinked by .. 
enteroptosis with 
feeces in bowel simu- 
lating # 
faintness from. . 
frequent micturition 
from 280, 
gall-bladder simulating 
gastro-intestinal sym- 
ptoms from : 
— — gastroptosis with 
Kidney, movable, general 
account of _ .. 
hematuria from 115, 
275, 280, 
hydatid simulating .. 
hydronephrosis from 
; 115, 536, 665 
in iliac fossa .. re Lys! 
intermittent hydro- 
nephrosis from « 451 
jaundice from : 
mucocele simulating 


460 
663 


254 


Or 


52331.) 


KNEE-JOINT 


Kidney, movable, contd. 
— — nausea from .. oe ELD 
noises in the head with 406 

omental mass simu- 
lating - 663 
ovarian cyst simulating 353 
— tumour simulating 663 
pain in iliac fossa from 
454, 


460 
— loin from .. . 460 
palpation in diagnosing 253 
polyuria from . 665 
no pyrexia with .. 460 
renal tube casts due to 7 
Riedel’s lobe simu- 
lating 252, 
simulating enlarged 
gall-bladder 252, 
swelling in right iliac 
fossa from .. ; 
torsion of .. 
with undue abdominal 
aortic pulsation 
urethral kinking from 
vomiting from pais, 
without symptoms .. 280 
— neuralgia of, simulating 


stone #7 426 
— new growth of, albumin- 
uria from SA t 
— — — cystoscope in dia- 
enosing . a 
== = kidney enlarged from 352 
—+-— tube castsfrom .. 7 
Kidney, new growth of, 
urine changes from .. 7 
— — — varieties 278 


— pain over (see under Pain) 


Kidney, palpitation, tech- 
nigue of 6 aes 
| — papilloma of 275, 278 

| — pelvis, carcinoma coli 
opening 530 

— polycystic, age incidence 
of 280 


-- arteriosclerosis. with. . 


' Kidney, polycystic, general 


account of .. 280, 
hematuria from 275, 
hydronephrosis distin- 

guished from a2 280 
kidney enlarged in .. 
urine changes with .. 
— right, normally palpable 


| 
| 


| — sarcoma of (see Sarcoma 


of Kidney) 
— searred, from ascending 
nephritis a Be 8 
— sickening sensation on 


palpating .em, p2OSe Sal 


— single, good health with 40 
— stone in (see Calculus, 
| Renal) 
| — tuberculous (see Tuber- 
culosis of Kidney) 
Kink of colon, a aa 
front 2... A EAS 
— of duodenum, with 
movable kidney 3oL 
— ileoceecal, appendicitis 
simulated by.. -. 457 
— — constipation from 457 
— — heartburn from 297 


pain in iliac fossa fr om 


454, 457 
— — g-rays and bismuth in 
diagnosing 457 


— of ureter, from movable 


“~] 


kidney 
Kirkland’s disease, cervical 
glands enlarged from 
379, 
Kirkland’s disease, general 
account of .. 615, 
— — temperature chart in 
Klebs-Loeffler bacillus (see 
Bacillus Diphtherie) 


Klumpke’s palsy .. #2, 507 
- — hematomyelia simu- 

lating 509 
Knee-elbow position in ab- 

dominal examination 695 

| — — — detecting ascites .. 44 

Knee, housemaid’s ~ A716 
- — subacromial bursitis 

allied to 76 

- injury, shock from 765 


Knee injury, contd, 


— — vomiting from 765 
KNEE-JERK, ABNOR- 
MALITIES OF Biers LY’ 


— absence of one, in tabes 515 
— in chorea 359, 
— diminished, in anterior 
eruritis «es : 
— — from bronchopneu- 
monia , cs: 
-- epidemic diarrhcea af 
— — in infants Se 
— ebb and flow of, with 
cerebral tumour 3 
— increased, abdominal re- 
flexes and - 
in amyotrophic lateral 
sclerosis .. 62, 517 
with ankle-clonus 39, 
blue brain and 5 
with brachial mono- 
plegia 5 
from cerebellar abscess 
— tumour ss 
in convalescence 
in disseminated scler- 
osis .. 307, 496, 517 
with extensor plantar 
reflex So 
functional nerve trouble 39 


~— — from general ill-health 358 
— — in hemiplegia 39 
— — hysteria 307, 308, 468, 
497, 518 
— — lateral sclerosis a OLE 
—— neurasthenia.. 358, 466 
— — from new growth in 
spine 714 
— — noises in the head with 406 
— — in paraplegia.. 39 
— — patellar clonus with.. 358 
— — in phthisis 358 
— — plantar reflexes and. . 358 
— — with pyramidal tract 
lesions 39, 358 
— — in renal disease 358 
—— in spastic paraplegia 512 
— — syringomyelia 508 
— — from transverse mye- 
litis . on yi Oe 
— — after typhoid fever .. 358 
— — with undue abdominal 
aortic pulsation 543 
— lost, from anterior crural 
nerve lesion .. 498 
— — cerebral tumour SOS 
—-— in diabetes 683, 264, 359 
~ — after diphtheria 359 
— — from fracture-disloca- 
tion 358 
—-in Friedreich’ S ataxy 
113,..512, obs 
— — increased intracranial 
pressure 359 
— — myelitis 358 
—-— myopathy .. .. 358 
— — peripheral neuritis 358, 440 
— — pneumonia «3 B09 
— — sick children .. sagoLp 
—— tabes 126, 315, Sage 
420, 425, 466, 514, 
650, 719, 768 
— — from transverse mye- 
litis . 62 


Knee-jerk, method ‘of testing oe 
— in myasthenia gr avis .. 359 
— unequal, in general par- 
alysis .. 358 
— — from gross intracranial 
lesion é 
— — in hemiplegia 303, 358 
— — poliomyelitis acuta .. 359 
— — tabes .. 359, 515, 650 
Knee-joint, Charcot’s "disease 
of .. (Fig. 162) 349 
disease, rickets simu- 
lating 5 .. 364 
spinal caries and .. 516 
thigh atrophy from 
61, 365 
with tuberculous peri- 
tonitis ‘ 48 
— flexed, from popliteal 
abscess 3 692 
— forcible extension of con- 
tracted, sciatic nerve 
paralysis from 


115 


Knee-joint, contd. 
— forcible extension of con- 


tracted, talipes from 113 
— foreign body i in. 362 
— gonococcal arthritis of.. 340 
— gout of .. . 345 


haamophilic arthritis of 350 


— heemorrhage into «+ 362 
— hysteria affecting 142, 350 
— intermittent hydrarth- 
rosis of 5 .. 349 
— osteo-arthritis of 346, 347 


pneumococcal arthritis of 339 


— syphilitic arthritis of 
235, 348 
— — limping from.. . 362 


tuberculous, anemia with 35 


— — Baker’s cyst with . 692 
— — disease of . 847 
— — limping from.. » 3862 
Knee-joint, various affec- 

tions of, causing limp- 

ing: =. Re ae 
Knees, lichen planus affect- 

ing er 2603 
_ linexe albicantes on = 365 


— 


pityriasis rubra _ pilaris 
affecting : .. 489 


— position in tetany 2 
— psoriasis affecting 489, 

491, 603 

— — starting on eONZ 

— pulpy .. . .. 348 
— seborrhceic eczema affect- 

ing be 2AONE 


spurious osteoma above 671 
xanthelasma of.. . 324 
Kneeling, housemaid’s knee 
from. 3. . 476 
Knife-grinders, siderosis in 
~ lung, hemoptysis from 


Knife-rester crystals 524 

Knock-knee, in dwarfs 
(Fig. 85) ats we kS6 

— Mongolism von 


— from rickets . (Fig. 85) 
Knot-grass, erythema from 
299. 
Knuckles, pads on (Fig. 
160, p. 347) 
Koch’s old tuberculin, in 
diagnosing tubercle 
ior 
Kocher, on cervicobrachial 
plexus 
— lumbosacral plexus 
Koplik’s spots (Plate ee 
Korea, lung fluke in ‘ 
Korsakow’s syndrome 
Korsakow’s syndrome, from 
peripheral neuritis 
Kraurosis vulvee, age inci- 
dence of hs m (AGH 
— — dyspareunia from 193, 
194, 
“Kraurosis vulve, leukoplakic 
vulvitis distinguished 
from sf -. 701 
levator anispasm from 193 
— parts affected by TOL 
vaginal stenosis from 194 
vaginismus from ae eS 
vulval swelling from 699 


Kyphosis in adolescence. . 155 
— from caries . 188 
— — of spine . 154 
— in congenital spastic para- 
plegia . . 155 
— diffuse, in ‘rickets . 155 
- dwarfism from 22 . 188 
— in Friedreich’s disease... 140 


Kyphosis, general account 
i) ee ae 


54, 155 
— from growth of spine.. 154 
— hydatid of spine .. 154 
— in idiocy.. 5 . 155 
— infantilism with . 189 
— from lazy habits . 155 
— in Little’s disease eavloo 
— lordosis with 155, 156 
— from osteo-arthritis . 188 
— osteomalacia 2 L8S 
— in porters . 155 
— from rickets . 188 
— short sight 3 = LBD 
— weight-carrying 2 Lbd 


701 | 


KNEE-JERK 


700 
754 


ABIA, condylomata on 
- herpes of 

— majora, leukoplakia of.. 701 
— minora, kraurosis affect- 

ing so (AN 
-- leukoplakia of. 194, 701 
— — pseudo-elephantiasis of 701 
— myxoma of wer hod 
Labium majus, epithelioma 


of i vs Sty otoll 
— — pain in, from renal cal- 
culus pa nleley, 


— minus, cedema of 5 7n! 
Labioglosso-pharyngo-laryn- 
geal paralysis (see Par- 
alysis, Bulbar) .. 543 
Labour, difficult (see Dys- 
tocia) 
— — hemiplegia from r 
Labour, exhaustion elt 
signs of pe 
— pain in the back from. 
— — pelvis from ae 
— pelvic cellulitis after .. 
— phlegmasia alba dolens 
in ve ote Bo. ey! 
stages of.. : 45 Wall 
straining at, subcutaneous 
emphysema from . 203 
— (and see Childbirth) 
Labyrinth, component parts 
of the .. Sc 3a 
— liquor Cotunnii from .. 
Labyrinthitis,tinnitus from 
Lacey, Dr. T. Warner, 
illustration lent by .. 
Lachrymal ducts, obstruc- 
tion of 
glands, enlarged (Fig. 8) 
— — in chloroma 
— — leukemia .. 
— — Miculicz’s syndrome 
sac, excision of, for 
suppuration .. “ 
— — suppuration of 
Lachrymation (and 
Epiphora) 
from conjunctivitis 
glaucoma 
in influenza 
from iritis 2 
nasal discharge from 
neurotic . é 
in tic douloureux A 
from ulceration of cornea 
Lacrosse-players, cramps in 
Lactate of calcium, effect 
on albuminuria nie 
Lactation, amenorrhea 
during 
flushing in 
galactocele in 
mastitis in 
mastodynia in .. 
milk flow from nipple 
during es 
no pregnancy during =e 
swelling of breasts in .. 
— tetany “during oa 
Lactic acid (see Acid, Lactic) 
Lactose, Bial’s test for .. 261 
— bismuth salts reduced by 
— copper salt reduction by 
— osazone crystals from 
261, 
— picric acid test and 
Laennec, metallic tinkling 
of, with pneumothorax 


163 
421 
723 


see 


168 


Leevulose, fermentation with 
yeast . . 263 

Lalling P 

Lameness (see Limping) 

Lamina cribrosa 415, 416, 417 

Landouzy-Dejerine myo- 


i — — peritonitis 47, 425, 767 


. 628 | 


pathy 59, 135, 514, 628 
Landry’s paralysis, general 

account of o 
— — plantar reflex in 68 
Lane, Sir A., ileoceecal kink 

of Si 457 
Lanugo- like hair ac 70 
Laparotomy, after abdo- 

minal injury . 5A, Bue 
— acute dilatation of 

stomach after ee LS 
— for acute pancreatitis .. 661 | 


LARYNX 


Laparotomy, contd. 

in colic cases - 993 
cryptomenorrhcea 18 
diagnosing actinomycosis 458 


— — acute abdomens . 436 
— — peritonitis Oos 
— — carcinoma creci 5, KBr Ezi 
——-— ofsigmoid .. am OnG 
— — — of stomach 271, 769 
— — cicatrization of bile- 
duct O29 
— — diverticulitis .. . 676 


double ovarian tumours 19 


— — embolism of pancreas 76 
— — encysted ascites . 657 
— — enlarged spleen . 662 

— — hemorrhage into pan- 
creas TO 
— — hepatic abscess . 253 
— — Hirschsprung’s disease 390 

— — hydatid disease 253, 
328, 658 
—-— malignant peritonitis 49 
— — mesenteric embolism 389 
— — — thrombosis 2) BOO 
— — pancreatitis 389, 594, 767 
—-— pyloric stenosis 174, 653 
— — renal growth.. Sates 
— — retroperitoneal cyst .. 661 
— — Riedel’s lobe .. 252 
— — ruptured spleen 641 

—-— splenic vein throm- 
bosis 272 

— — suppurating gall- -blad- 
der .. ye ONS: 
— — suprarenal tumour 354 
— — tuberculous cecum .. 677 

— in distinguishing carcin- 
oma from ulcer 174 

— — pancreatitis from gall- 
stones - 328 

— — salpingitis and appendi- 
citis. : .. 456 
— in hysteria 390 
— pneumonia in error 593 


— scar, visible peristalsis 
beneath a. oe, 7022 
— for twisted spleen 641 
— (and see Operation) 
Lardaceous disease, Addi- 
son’s disease simu- 
lated by : 527 
| — — albuminuria in 7, 35, 
| 75, 636 
— — anemia with 35, 636 
— — anuria in 40, 42 
ole disease, causes 
0 a 66 ois 
— — from chronic sepsis ... 35 
— — diarrhea in 8, 35, 
172 ee 636 
Lardaceous disease, general 
account of 
— — from hip disease . 375 


intestine involved by 
636, 638 
by 
172, 636 
albuminuria from. . 7 
— anuria from 40, 42 
disease affecting .. 636 
renal tube casts due 
to 7 
Lardaceous disease of the 
kidney, urine changes 
with e008 
— — liver affected by 8, 172 
— — — enlarged in 8, 35, 
375, 635 
Lardaceous disease, notes on 635 
Lardaceous disease, organs 
affected by 
— — pernicious angemia 
simulatel by 
— — from phthisis. . 
— — polyuria from 
from psoas abscess .. 
rarer than formerly .. 
severe anemia from .. 
skin colour in 
spleen affected by 
— enlarged in 35, 375, 
632, 
from suppuration 172, 
375, 635 
372, 
527, 635 


kidney affected 


| 


syphilis 35, 172, 
375, 


Lardaceous disease, contd. 
— — with tuberculous ar- 
thritis ae 348 
Lardaceous disease, urine 
changes in 
— kidney, albuminuria fr om 


eo 
— — polyuria from 536, D3 
— — renal tube casts due to 
— tube-casts from 
intestine, diarrhoea from 
Lardaceous liver, general 
account of : 
— tube-casts 
Laryngeal crises '.. 
— — in tabes 418, 420, 487, 
Laryngismus stridulus, cya- 
nosis from 157, 
— — diphtheria mistaken for 
Laryngismus  stridulus, 
general account of .. 
— larynx obstructed by 
157, 418 


StH ow 
eR or ca | 
oo OC 


— — orthopncea from 418, 420 
— — in rickets 145, 420 
— — spasmophilia and 420 
Laryngitis, acute, pneumo- 
coccal , 6950 
— — sputum in .. 149 
— — staphylococcal 2. 650 
— — streptococcal 158, 650 
—*=- stridor from .. 650 


Laryngitis, acute suffocative 616 
from pneumococci.. 158 
— — — tracheotomy for .. 158 
Laryngitis, bacteria causing 613 
— bacteriological diagnosis 

of SP AEG 
bronchitis with a, sh Lon 
bronchopneumonia simu- 


lated by ao 160 
— from congenital syphilis 400 
— convulsive movements 

of chest in . 160 
— cough from .. 149 
— cyanosis from .. 157, 160 


diphtheria bacilli causing 199 


— dysphagia from. . = 99 
— hemoptysis from 149, 287 
— hoarseness from oe LOD 
— huskiness from .. ; 616 
— from irritant gases 5 alwys 
— laryngeal obstruction 
from 137, 418 
— loss of voice from a2 OLG 
— in measles 199, 418 
— orthopnea from . 418 


pneumococcal 199, 418, 419 


— simple, with phthisis .. 199 
— simulating laryngeal 
paralysis .. 494 
— sore throat from aa HIB: 
— streptococcal 199, 418, 419 
— sucking in of intercostal 
spaces in so LG6O 
— from syphilis .. Says. 
Laryngitis, tuberculous, dia- 
gnosis of 199 
— — (and see under Tuber- 
culosis of larynx) 
| — voice change with 2 LO 


Larynx, absence of deep 
tenderness in, in tabes 515 
angioma of LOteaoS 
carcinoma of (see Carci- 
noma of Larynx) 
cocaine in examining .. 
epithelioma of (See Car- 
cinoma of Larynx) 


199 


— fibroma of 533, 650 

— foreign body in (see 
Foreign Body in 
eae: 

— irritable . 150 

— lupus of 287 

— myasthenia gr avis af- 
fecting 197 


obstruction of, from ab- 


ductor paralysis 419 
— — in Bright’s disease .. 159 
— — cyanosis from 157 
— — from diphtheria 157, 589 
— — dyspnoea from . 590 


— — from foreign body 157, 419 


Larynx, obstruction of, 
general account of .. 419 
— — from iodides .. 159 


840 


Larynx, obstruction of, contd. 
— — from laryngismus stri- 
dulus HO Ts 
— — laryngitis 7 Loe, 
Larynx, obstruction of, list 
of causes of 418, 650, 651 
orthopnoea from 418, 419 
from post-pharyngeal 
abscess isle 
retracted head from.. 
stridor with 157, 419, 
590, 
sucking in with 419, 590 
tracheotomy for . 419 
up-and-down move- 
ments of larynx in 


160, 419, 420, 590 
— cedema of (see Gidema 
of Larynx) 


papilloma of, asthma si- 
mulated by 4 : 

paralysis of (see Para- 
lysis, Laryngeal) 

sarcoma of, hemoptysis 


420 | 


650 | 


419 | 
589 | 


536 | 


287 | 


from 
— spasm of. = «oz 
— syphilis of : 56 OY) 
— tooth-plate impacted in 
(Fig. 94) 3 195 
— ulceration of (see Uleer- 
ation of Larynx) 
— vagus supply of.. . 148 
Lassitude, in diabetes .. 260 
— after epileptic fit . 148 | 
— from'serum injection ..~°554 
— in typhoid fever .. 636 | 
Latent uremia, ee ac- 
count of ak 
Lateral sclerosis, age inci- 
dence of : .. 140 
-- amyotrophic (see 
Amyotrophic Lateral 
Sclerosis) 
— — anemia with .. ~140 | 
— — anesthesia with . 140 | 


Babinski’s sign with 68, 140 
some causes of SOS 


— drawing up of legs with 140 
Lateral sclerosis, primary, are 


general account of 
paraplegia from 140, 514 


— — retention of urine in.. 398 
— — rigidity in . 139 
— — shuffling gait from .. 259 


sphincter troubles with 140 

in syringomyelia 62 

sinus erosion, in otitis 

media . : a 

— — thrombosis (see 
Thrombosis of La- 
teral Sinus) 

Lateropulsion in Sethe 

agitans 72 


Latissimus dorsi, atrophy 

of 513 
— — nerve supply of - 505 
— — root innervation of .. 509 


Laughing, regurgitation of 
food through nose from 588 
Laughter, explosive, from 
double hemiplegia .. 234 
— hiccough from .. 2 O07 
Lavage of bladder, boric 


acid for SD.TO 

— — in pyuria 575 
— stomach, in diagnosing 
dilatation oe 

— — — gastrectasis . 174 
— —— hour-glass contrac- 

tion 318 

— — in testing motility 320 

— — for opium poisoning.. 118 


Lead acetate in Cammidge’s 


contractures from 138, 140 ! 


reaction 100 
— — test for cystin 161 
— amblyopia from se OY 
— ammonium sulphide test 

for ei 
- carbonate in Cammidge’ e 

reaction 100 
— central scotoma from .. 759 
— delirium from . 169 
— eolic, renal colic simu- 

lating .. 451 
— deafness from .. 66 
— foul.taste from . 


o 705 | 


LARYNX 


Lead, conid. 
— medulla oblongata de- 


generation from 5 lie 
— poisoning, abdominal 

cramps in 484 
— — abortion from 34 


acute mania from 119, 147 


— — albuminuria from 34 
— — amenorrhcea from 18 
— — anemia in 32, 34 
— — anuria from . 40, 41 
— — from beer ey, 
— — bleeding gums from.. 72 


bluelineon gums in 34, 
65, 119, 124, 131, 425, 505 


— — bruit de diable in . (23 

— — cachexia from 99 

—— cerebral hemorrhage 
simulated by ae PL 


— tumour simulated by 119 

— symptoms from 146, 147 

colic from 34, 117, 
126, 131, 425, 593 


— — — simulated by sig, Es 
— — coma from 1S SS 
— — constipation due to 


34, (Fig. 51) 124, 131 
convulsions from 34, 


146, 147 
— — cramps from .. . 484 
— — dementia from aa EIS 


from electrolysis of 
water-pipes OD 

epigastric pains in 34, 438 

epilepsy from : 34 


epileptiform convul- 


sions from .. 119 
— — feces analysis and .. 65 
— — fatty heart from 53 
— — foot-drop from 113 
Lead poisoning, sad tlic 

account of .. 

— — general paralysis simu- 

mulated by TE Tah 
— — gout from 


granular kidney from Y 
from hair-wash 65 
headache from 34, 147, 295 


— — infantilism from 2189 
— — insomnia from 34 
— — irritability from . 323 
— — lead in feces in 73, 119 
=—— — An urine an 34) 73; 
19, 147 
— — leucopenia with 361 
— — mania from .. 3 
— — nausea in Poms 
— — neuritis from.. 4 ED) 


noises in the head from 406 
— of external popliteal 
nerve in. 
occupation and 11%, 147 
ophthalmoplegia from 34 
optic atrophy from .. 759 
— neuritis from 34, 119, 759 
pain in the limbs from 466 
- at umbilicus in . 484 
paralysis from - 126 
— of sixth nerve from 34 
penile erection absent 
from anole: 
Lead poisoning peripheral 
neuritis from 34, 
65, 113, 443, 465, 466, 505 


-- punctate basophilia shale 45) 

— —retrobulbar neuritis 
from ches .. 446 

—— sgaturnine  encephalo- 
pathy from ae AS 
— — sight impaired in 34 
— — source obscure 7 GD 
— — tetany from .. Ee LDL 
—-— tremor from.. 724, 726 
—,— urine analysis and .. 66 
— — vomiting from 34 
— — from water .. 117 
— — wrist-drop in 34, 65, 505 
— in screening radium 223 
- sulphide, from eystin ... 161 

Lead - miners, ankylosto- 
mum in Wee 20) 


Lead-workers, plumbism i im, UL7, 
Leather-bottle stomach ,. 244 
Lecithin in ascitic fluid .. 50 
— phosphates from - 522 
Leech bite, purpura from 553 
Leeks, foul taste from .. 705 


| — — pupil irregular from.. 


| — — forehead enlarged in 


LEUCOCYTES 


Legal’s test for acetone .. 3  Leontiasis ossea, contd. 
Leg muscles, innervation of = osteoporosis and. 
, 499  — — Paget’s disease related 
— Volkmann’s contracture to . +0 
of % 45 .. 114 | — — from syphilis. . 5 
Legs, bent, in osteitis Lepidophyton, ringworm 
deformans 5, AEDS | Lromeya. 
— bow : 186, 187 | Leprosy, anesthesia in 63, 
— burn of, talipes from '.. 114 | 383, ;. 
— cramps in, from peri- — bacilli in 
pheral neuritis .. 465 | — — in nasal discharge in 
Legs, determination of | Leprosy, bulle in. F 
length of .. 153 | — cicatrization in. 
— diplegia affecting . 132 | — crusts in. 
— drawing up, from behel | — distinction from. leuco- 
dicitis meen Oe dermia 
— —-— colic 117, 425 | — erythema in 222, 225, 
— — — hematomyelia . 140 | — — nodosum simulated by 
— — — in infants 117, 321 | 403, 


from intussusception 78 
lateral sclerosis 
peritonitis . 
— transverse 


. 425 
myelitis oe 


— elephantiasis of.. fs 

— epithelioma of : 381 

— erythema. multiforme 
affecting 489 

— — nodosum of . 404 


cangrene of (see Gangrene) 
glands draining. . ; 
laceration of, talipes from 114 
local fatness of, in Der- 


|/— — simplex simulated by 


. 140 | 


oo 


. 679 | 


cum’s disease. . .. 410 
— lupus of .. . 738 | 
— multiple benign sarcoid 

affecting -- 405 | 
— mycetoma of 5 Wate 


cedema of (see Gidema) 
pain in (See Pain in the 
Leg ; and Pain in the 
Extremity, Lower) 
paralysis of (see under 
Paralysis of one Leg) 
pigmented scars on, from 


— fingers affected by 239, 
— forehead enlarged in .. 
— gangrene from.. 255, 


Leprosy, general account of : 


— hemoptysis from 


| — lupous nodules mimicked 


syphilis on 209 4 
— position in tetany as ys 
— short, from achondro- | 
plasia .. : peel Sian 
— — in dwarfs we Sea 


— from rickets (Fig. 85) 186 
sore on, inflamed inguinal 


elands from .. . 381 
— stiffness of, in Thomsen’ $ 
disease -. 584 


swollen, in myxcedema 537 

ulcer of (see Ulcera- 
tion of the Leg) 

unduly curved, in rickets 635 


syringomyelia affecting 608 | 


— unequal, scoliosis from 153 


9 | Leishman-Donovan bodies 


(Plate XXVIII, Fig. 
H) 614 
— — in kala-azar .. ‘ 


— — splenic puncture for.. 633 


Leishman’s stain 21, 28, 31, 568 | 


Lemon-yellow skin, in per- 
nicious anemia = 069 
Lemonade, polyuria from 


534, 535 | 
wirlios 


Lens, coloboma of 
— in diagnosing eczema .. 
— dislocation, _ diplopia 
sno) 00 one li7osebow 

— — ophthalmoscope in 
diagnosing. . eras, 
551 


488 


— — shallow anterior 


chamber from 


Lenticular degeneration, 

familial, facies in .. 

Lentigo, macules in 
Leontiasis ossea, 

changes in ;: 

— — chronic thickening of 

bones from 


bone 
685 


enlarged in 


Leontiasis ossea, 
account of .. 
— — increasing sizes of hat 
with 


‘general 
204 


toy 
| — — tremor of iris from .. 


204, 670 | 


S633) 


Leucin, 


.- 406 | 

' — — eranial and face bones 

670) 
204. | 


— — noises in the head from 406 | 


— — osteitis deformans re- 
lated to .» 204 


: 403, 
macules in 383, 
mucous membranes af- 
fected by 46 2 
necrosis in 
nodular 403, (Fig. 173). 
in Norwegian (Pig. 173) 
404, 
pains in joints in 
perforating ulcer of foot 
in 
peripher al neuritis from 
61, 63, (Hig. 206) 
pigmentation in 250, 


| — rosacea mimicked by . 


Leprosy, skin eruptions of 

subcutaneous nodules in 
sycosis mimicked by .. 
syphilis simulated by 


403, 

—-— simulating .. 
- syringomyelia simulating 
63, 


telangiectases in : 
tinea. versicolor simu- 


lating .. ae ae 
— ulceration in 63, 257, 
404, 
—-of larynx from eae: 
99, 287, 

—-— nose from .. 
— Wassermann’s test posi- 

tive in 


Leptothrix bacillus, septi- 
cemia from .. 

in acute yellow 
atrophy 273, 333, 

— erystals (fig. 147) ae 

Leucocyte count, differ- 
ential (see Differential 
Leucocyte Count) 

Leucocytes, abnormal forms 
of (Plate I1).. 

— in ascitic fluid .. 

— blood, in children 

== daily variations of . 

~— — in pregnancy. 


Leucocytes, in cerebrospinal fe 


fluid 
behind cornea, in iritis 
eosinophile (see Hosino- 
phile Cells) 
gonococciin 182, 185, 


— in leukemia 24 
— meningococci in . 591 
— in morbus cceruleus .. 533 
— myocarditis 212 
— normal numbers.of 22 
— polymorphonuclear (see 

Bol yor 

Gells) 
— in pustules =e 557 
— relative numbers of 23> 
— in stools.. 557 
— tube casts Rye. 
— urine oy ~. t42 
— — in acute nephritis oo ae 
— — from bacilluria 455, 770 
— — carcinoma recti 7 
— — (and see Pyuria) 

in uterine casts. . . 198 


Leucocytes, contd. 

— vaginal discharge : 
— varieties of normal .. 22 
LEUCOCYTOSIS .. 
from acute peritonitis.. 593 


—-— rheumatism .. A ohely 
— appendicitis BolenOds, 
— bronchiectasis .. oe oO) 
— carcinoma 360, 374, 630 
— in caseous bronchopneu- 
monia : -. 360 
— with cellulitis 410 
— cholangitis 360 
— in cholera 360 
— cirrhosis 2 374 
— from cinnamon.. 360 
— definition of 359 
— in diphtheria 360 
— disappearance of, when 
abscess opened 360 
— from drugs Sov ekah) 
— withempyema .. 35, 361 
— — of gall-bladder 254. 
— erysipelas ane 360 
— from essential oils 360 
— in feetid bronchitis 360 


gangrene of lung eoOU 
with hepatic abscess . 
in intestinal obstruction 3 
leukemia 24, 25, 55, 273, 
570, 572, 
with liver abscess 
lymphatic leukemia 51, 330 


in measles eOOO 

meningitis ae So Bell 
— myxcedema 360 
— osteomyelitis 668 
— from peppermint 360 
- periostitis 693 
— in phthisis with secondary 

infection 3 360 
— pneumonia 35, 361. 593 
— from protargol . 360 
— pyemia .. -. 996 
— pylephlebitis eo ele) 
— pyosalpinx SOL 
— rabies . 360 
— ratbite fever 598 
— ruptured tubal gestation 593 
— sarcoma .. S 360 
— scarlet fever 360 
— septic arthritis . 339 
— septiceemia 567 
— after severe blood logs. . 360 | 
— from succinic acid 55 BU) 
— subdiaphragmatic ab- 
scess . 451, 658 

— with suppuration 360 


suppuration suggested by 572 
with thrombosis of vein 360 


— in tonsillitis . 360 
— trichinosis . 464 
— tuberculous meningitis... 360 
— from turpentine ay el) 
— in typhus fever.. - 330 
— urethritis 5, BaD) 
— with whitlow >» 300 
— in whooping-cough .. 360 
— worms suggested by .. 572 
Leucocythzemia (see Leu- 
keemia) 

Leucodermia ae, . 529 
— liner atrophicze simu- 

lating .. . 365 
Leuco-melanodermia (Figs. 

223, 224) oy Pach 
Leuconvchia . 400 
LEUCOPENIA aS .. 361 
— malaria .. 361, 362, 370 | 


— in pernicious anemia 24, 361 
— typhoid fever 76, 171, 
335, 361, 636 
Leucorrheea, cachexia with 99 
— from endometritis 192, 387 


— pigmentation of face with 99 
— with pyosalpinx .. 582 
— pyuria from 575, 581 


— urethritis from .. 182, 478 
~— from uterine congestion 387 
Leukemia, aches and pains 

in Ss 
- albumosuria with 16, 17 
— amenorrhea in. les 


— anezmia in 99, 283 
— ascites in 45, 46, 55 
— basophile cells in ‘ 24 
— bleeding gums in 72 


— peripheral neuritis from 
61, 64 | 
| — pleuritic effusion in 


LEUCOCYTES 


Leukcemia, contd. 


- blood per anum in 76 
— cachexia in 4 99 
— Charcot-Leyden crystals 

in 102 
- chloroma. related to 39 
— chlorotic anemia in . 24 
— chylous ascites from 50, 106 
— chylous fluid in chest 

from Eke LOG 
— chyluria from .. Say 15) 
— cirrhosis simulating .. 273 
— deafness from ++ L66 
— epistaxis from .. 221, 273 
— hematemesisin.. 266, 273 
— hematuria in 275, 283 


heemoptysis in .. 5 PRN 


— hemorrhages in ete 
— — into middle ear in .. 166 
— — tongue in 7. 698 
— jaundice in : 2. 320 
— leucocytosis in 64, 2738, 
570, 572 
— liver enlarged in 64, 374 
— loss of weight in =o pithy 
— lymphatic, age incidence 
of 5 25 
— — anemia in 25, 556 
— — ascites in 51 
— — basophile cells in . 26 
Leukemia, lymphatic, proce 
changes in 25 
-- (Plate 28 
-- blood count in dia- 
gnosing 5 632 
—-— change of tempera- 
ment in ws 82D 
— — chloroma allied to .. 556 
——- simulating .. ie 200 
— — colour index in 26 
— — different types 26 
— — epistaxis in 25 


without gland enlarge- 
ment i, 25 


— — hemorrhages in 25, 556 
— — — into tongue in 699 
—-— inguinal glands en- 
larged in 679 
— — irritability in. 25 
— — jaundice in 330 
— — lachrymal glands en- 
larged in .. 25, 695 
-- leucocytosis in 25, 51, 
55, 330 
— -— without leucocytosis 26 
— — loss of appetite in 25 
— — lymph glands enlarged 
in 25, 51, 55, 64, 
376, 556, 570, 632 
-- lymphocytes in 25, 51, 
55, 64, 274, 330, 632 


— in cerebrospinal fluid 305 
Miculicz’s syndrome in 

25, 695 
myelocytes in : 


— — nodules in liver in 374 
-- portal g glands enlarged 

In eer 45, 2 
— — prognosis in .. 
—-— purpurain .. a os 
— — — first sign: of 23 906 
— — pyrexia in , 25 
— — salivary glands as 

in ~ , 695 


serous nt Shy in 25 
simulated by lympho- 
cytosis 
spleen large in 25, 51, 
55, 556, 631 
Leukemia, lymphatic, sym- 
rtoms of * 
— visceral glands enlarged 
inwage ‘ -- 330 
malaria simulating . 273 


a 


metrorrhagia from 390, 392 
Leukemia, mixed forms of ri 
- myelocytes Hale G 
— occipital glands enlarged 

in 
— oedema of legs i in 


. 378 
413, 415 


. 106 
— portal glands enlarged in 325 
— priapism in S 538 


marrow hyperplasia in.. 707 | 


LIPOMA 


Leukemia contd. 
- pseudo (see Pseudoleu- 
keemia) 
— purpura in : ng tna) 
Leukemia, pyrexia in 570, 572 
— renal infarct in. 8 


— rigors in 595, 596 

- shortness of breath from 87 

— simulating malignant 
peritonitis 51 


skodaic resonance in ..611 
spleen enlarged in 64, 
99,-273, 283, 570, 611 
splenic angmia simu- 
lating .. 273 
Leukemia, splenomedullary, 
blood changes i in 
— — (Plate IV) 
— count in diagnosing 
duration of avi 
eosinophilia in as PAU 
leucocytosis in 5d, 632 
myelocytes in 23, 24, 
55, 274, 
pyrexia in (Fig. 4) .. 
spleen enlarged in 24, 
55, 631, 
tenderness of bones in 
467, 


26 
632 
24 


632 
25 


632 


707 
411 
640 
5 2S 

. 698 
742 

25 


thrombosis in 
thrombotic infarction in 
tinnitus from . 
tongue swollen in 
uric acid in Bee S05 
— effect of z-rays in 
Deukepidica, carcinoma 
TOME 701, 739 
— from syphilis 209, 739 
— tongue swollen from .. 698 
— vulvee, age incidence of 701 
— — appearances of 
—— dyspareunia from .. 193 
Leukoplakia vulve, kraurosis 
distinguished from .. 701 
— — levator anispasm from 193 
— — pain in : .. 194 
— — vaginismus from 5 ale 
— — yvulval-swelling from 699 
Levaditi’s stain, for spiro- 
cheeta pallida se (OBL 
Levator anguli scapule, 
nerve supply of . 504 


| — ani, injury of, prolapse 


from ;. 538 

— — role in defecation 127, 128 

— — spasm of, causes wos 

--+ dyspareunia from.. 193 

— — — vaginismus from .. 193 
— palpebre, spasm of, in 

Graves’s disease . 229 

— — superioris, absence of 542 
— — — paralysis of (and see 

Ptosis) .. 541 

Leyden, myopathy of .. 135 
Lice, genital region affected 

Van eaters sae .. 540 

— shoulders affected by .. 540 

— typhus fever spread by 335 
Lichen annularis, fingers 

affected by . 239 

— planus, arsenic relieving 489 

— — brown stains from .. 487 

— — fingers affected by 239, 240 
Lichen planus, general ac- 


count of 487, 488 
— — itching: in 491, 540 
— — lips affected by . 365 
— — macules in . 383 


Lichen planus, papular ec- 
zema distinguished 
from . 487 

— papule of 487, 491, 603, 756 

— pityriasis rubra after 604 

— — — pilaris distinguished 


from .. 489 
—— prurigo distinguished 
from . 490 


Lichen planus, psoriasis dis- 
tinguished from 488, 
— syphilides simulating’ 
—-— verruca plana simu- 
lating . .. 488 

-- vesicles in - 756 
— xanthoma simulating 733 
ruber planus, papule of 487 


603 
491 


| Lichen scrofulosorum, gene- 


— prolonged pyrexia from 563 | 


ral account of .. 488 


. 194 | 


841 


Lichen, contd. . 
— urticatus, eczema simu- 


lated by eoG 

— — itching in 540, 756 

Lichenization, itching in.. 540 

— in prurigo .. 490 

Lientery 5 AYE: 
Life insurance examina- 

tions, albuminuria at 15 

= effects on heart 2 
— — — nephritis discovered 

at : Vee lz 

— — — polyuria from .- 535 

— — obesity and .. . 408 


preglycosuric state and 408 
urine reduction and.. 743 
Lifting loads, orchitis from 67 
Ligament, long plantar, cal- 
cification in .. 
— plantar, ossification of.. 
— round, fibromyoma of. 
-- malignant deposits in 
656, 


— Poupart’s, line of Soe 
— torn, pain long after .. 
Ligaments affected in 
osteo-arthritis 8 
— ossification of .. oe 
Ligature of artery, pain on 
— neurotic, cedema from.. 
— of vessels, gangrene from 255 
Light, intolerance of (see 
Photophobia) 


Lightning, gangrene from 255 

Lightning pains, described 
as rheumatics - 440 

— — spontaneous cessation 
OG. 5c 19 

— — in tabes 116, 315, 466, © 

515, 609, 650 
Ligneous thyroiditis 158 
Limbs, chromidrosis of .. 655 
— leprosy erythema of 383 

— lichen scrofulosorum af- 
fecting 488 
— pigmentation of SOE 
— pityriasis rosea affecting 604 
— — rubra pilaris affecting 489 
— prurigo affecting . 489 
— psoriasis affecting 603 
— seborrhoea affecting 602 
— small-pox affecting 757 
— syphilis roseola on 383 
— syphiloderms of 490 
— tics affecting 136 
— xeroderma affecting 488 
Lime, dermatitis from 755 

Lime-kilns, carbon mon- 
oxide poisoning from 119 
Lime-salts, in stools 170 


— (and see under Calcium) 


Limestone, silicosis from., 288 
Lime-water, in bile test .. 744 
— in hematoporphyrin test 744 
LIMPING IN CHILDREN 362 
— from hemiplegia Ba JOL 
— hip-joint disease 362, 363 
— infantile paralysis 251 
Limping, list of causes of.. 362 
— from monoplegia . 251 
— osteoarthritis 347 
— osteomyelitis 362 
— pain on walking 25k 
— paraplegia ie Re OIL 
— psoas abscess es 
— sacro-iliac disease.. 347, 680 
— trench feet .. 224 
— tuberculous arthritis 347 
— a-rays in diagnosing 
cause of r 363 
Linea alba, minute hernix 
along . 656 
— semilun aris, minute hernize 
along .. .. 656 
LINEA ALBICANTES : Se 
— — from ascites .. 43 
— atrophicee 5 365 
Linen, stained by jaundiced 
urine ah . 324 
Lipins in ascitic fluid 50 


Lipoma of abdominal wall 656 


-— in axilla 666, 667 

— of breast .. 686 

— chronic abscess simu- 
lated by 666, 667 


| 


cystic hygroma simulating667 
of. face : . 673 


842 


Lipoma, conid. 
— femoral .. 221 610 
hernia simulated by 656, 681 
impulse on coughing in 681 
lobulation of ar, (exe 
periosteal em Oui 
popliteal 6 eo 
retroperitoneal, ovarian 
cyst simulated by .. 691 
— pelvic swelling due to 
of round ligament . 681 
sebaceous cyst  distin- 
guished from.. 
skin wrinkling over 
— vulval swelling from. 
Lipomatosis diffusa, panera 
account of _ .. 
— — obesity in 
Lips, affected by stomatitis 
LIPS, AFFECTIONS OF 
THE RED PARTS OF 
angioneurotic cedema of - 
ataxy of. 
blanching of, fr om severe 
haemorrhage is 
bleeding, from stomatitis 
blubber, from lymphan- 
OTIS ee 
blueness of, in pneumonia 
burning, in ple Ea 3 
disease : 
capillary pulsation 1m... 207 
chancre of (Fig. 23) 73, 


oo ey 
oe (Oe 


408 


365, 674 
— chapping of 365 
— condylomata on 365 


congested, from mitral 
regurgitation a 20, 


— dead feeling in ..” 365 
— dermatitis ‘herpetiformis 
affecting : 74. 
— eczema affecting 365, 600 
— epithelioma of 179, 365, 
369, 370 
— erythema bullosum af- 
fecting She Ae is 
— excoriation of, in- nasal 
diphtheria 5 LS, 
— fissured, in Mongolism. 238 
Lips, Fordyce’ s disease of 
365, 366 
— herpes affecting 365, 754 
— Koplik’s spots on 178, 228 
— lichen planus affecting.. 365 
_ lupus affecting . 365 


— paresis of, in bulbar para. a- 
lysis <2no 


— pemphigus affecting 74 

Lips, perleche of 366 

— pigmentation of, in 
pernicious anemia 
(Plate X XII) 528 


— pouting, in myopathy.. 235 

— psoriasis affecting 

scars on, in congenital 
syphilis ae 55 89) 


— seborrhoeea affecting 365 
— sore from picking 365 
— swelling of, from ahi 73 
== stomatitis 74. 
— swollen, in myxcedema. 234 
— sycosis ‘affecting 7. 600 
— syphilis affecting 865, 739 
— syphiloderm of .. .. 490 
— tinea affecting . 365 
— tremor, from lead 726 
— urticaria affecting sig 1000 
— yaws affecting . - 403 
Liquor ammonize in acetone 
CES Gl mers 
— amnii, deficient, ‘dystocia 
from oh -- 200 
— Cotunnii, albumin in .. 421 
— — escaping from ear . 421 
— epispasticus, bulle from 97 
— ferri perchloridi, in di- 
acetic acid test seen LELAU, 
— potasse, in Béttger’s 
test 262 
— — examining for. psoro- 
sperms 0, 
— — melanuria test . 746 
— — methylene blue and.. 747 
— — in Moore’s test = 262 
— — in picric acid test for 
sugar 5 .. 262 
— — safranin test 5 262 


| 


688 | 
| Little’s 


700 | 


| - — urates dissolved by.. 


LIPOMA 


Liquor potassce, contd. 
— — test for pus . O75 
740 
— — (and see Potash, Caustic) 
— sodee in acetone test .. 3 
Lithotomy, fistula after .. 620 
Lithotrity, epididymo-or- 
chitis after .. 478 
Litmus paper, in testing 
stool reaction eA) 
Litmus, phosphates and .. 523 
disease, general 
accountof .. 132, 729 
— — kyphosis in oy lays) 
— — scissor gait in 139 


| Liver abscess (see Abscess, 


- 410. 


| Liver, congestion of, active, 


Hepatic) 
Liver, actinomycosis of 375, 
— acute yellow atrophy of 
(see Acute Yellow 
Atrophy) i 
adenoma of, simulating 
hydatid nee 374 
albumosuria from affec- 
tions of 
alcoholic, dwarfing of one 
lobe of és 3 
angiomata of . 
carcinoma of (See Car- 
cinoma. of Liver) 
Liver, cirrhosis of (see 
Cirrhosis) 


456 


.. 334 
hepatic 

334 
716 


general account of 
— — simulating 
abscess 

- pain in the back from 
— passive (see _ Liver, 
_ Nutmeg) 

— in Tropics . 
Liver, depressed .. aon ELVS 
— dipping to feel 44, 371 
Liver diseases causing ascites 46 


. 369 


— — tenderness of spine 
from (Fig. 294) 716 
Liver displaced .. 368 


—- by meteorism 656 
— — rena] tumour.. 353 
— — from tight lacing 366 


in visceroptosis .. 426 

from weight in nutmeg 
change . Bic 

dropped, constipation 


with ; Dye 


— in wasting diseases : 

dullness, absence of, with 
meteorism 5 

=== pneumoperitoneum 

LIVER DULLNESS, DE- 

FICIENT 

diminished, in acute 
yellow atrophy 273, 


099, 


— cirrhosis an 
emphysema UGW, 
2175, 306, 
gas in bowel 366, 
in perforative peri- 
tonitis 366, 
pneumothorax 
from tight lacing . 
increased upwards, by 
abscess 
dyspeptic congestion of. 
edge, beaded 51, 272, 332 
— rounded 
— turned under. 


LIVER, ENLARGEMENTS 
OF THE 


from abscess | 326, 
by actinomycosis 
from acute congestion 
in alveolar’ echino- 
coccus disease 
by angioma 
ascites with .. * 
bile-duct obstruction 
326, 369, 
bronchiectasis from.: 292 
in bronzed diabetes. . 
from carcinoma 46, 47, 
50, 52, 77, 262, 326, 
331, 
carcinoma of colon 
simulating .. 330, 
— pancreas simulating 
—-— stomach simulating 


330 
367 


LOBSTER 


Liver, enlargements, contd. 
— in catarrhal jaundice 
chest bulged by 2 
from cholangitis 333, 
in chronic alcoholism 
— nephritis 
chronic peritonitis si- 
mulating 
from cicatrization of 
hepatic duct 
in cirrhosis 51, 266, 
272, 326, 332, 
— of childhood 
in congenital syphilis 
congestion 
Liver, enlarged, depression 
of liver simulating 
from distoma hepati- 
cum.. pe ote 
from emphysema 
feeces in colon simu- 
lating ‘ 
in familial acholuric 
jaundice 
fatty .. 
fibroid lung from 
in fungating endocar- 
Gitis Cig. 2710) =. 
from gall-stones 272, 
in general tuberculosis 
by gumma 3834, 372, 
in Hanot’s cirrhosis .. 
from heart failure 53, 
high blood-pressure . . 
by hydatid 49, 
jaundice with 326, 
— — from, some types of 
Liver, enlarged, kidney 
simulated by .-. Be 
in lardaceous disease 
Soo, ovo. 


leukeemia 
locally, by abscess 
— carcinoma .. 
—-gumma .. 
— hydatid cyst 
— sarcoma .. 
in lymphadenoma 329, 
mitral regurgitation 
210, 
myocardial degenera- 
tion. , 5 Fe 
nutmeg 53, 334, 
omental matting simu- 
lating 48 
— tumour simulating 
pain in the hypochon- 
drium with.. 
from phosphorus 
poisoning 326, 336, 
in pseudo-leukeemia. . 
pylephlebitis .. 
relapsing fever : 
renal tumour simulat- 
UIBKeS 6 6 24 51, 
rigid rectus simulating 
from sarcoma... 652, 
from single abscess .. 
skodaic resonance from 
from suppurative cho- 


369 
611 


langitis x Teo 
--- pylephlebitis . 596 
—-— suprarenal tumour 

simulating .. Seo 
— — from syphilis. . . 326 

— — with tricuspid regurgi- 
tation 92 

— — from tropical conges- 
tion 369 

— — tuberculous peritonitis 
simulating .. 48 

-- Ab caval obstruction 
y ~~. «49 
—— in Weil’s disease 3 RIS 
— fatty, from alcohol 5 Bae 
— phosphorus 73, 337 

Liver, fatty, general ac- 
count of a so, exe! 
— — from severe anemia.. 375 
— — tubercle wReOUe 
— — wasting disease pemee te 

— fibrosed, in congenital 
syphilis é co wets 

— furrowed, from tight 
lacing . 367 
— gas- -containing loculi in 203 
— Gaucher’ s eells in . 634 


| — — tricuspid recurgitation 


Liver, contd. 
— gumma of (See Gumma 
of Liver) 
— hard, from carcinoma 
252, 373 
— — cirrhosis 52, 272, 332, 370 
— — new growth 52 
— — sarcoma ws . 252 
— hydatid cyst of (see 
Hydatid Cyst in 
Liver) 
— irregular, from carcinoma 373 
— -— in cirrhosis .. = sr ie 
— — from syphilis.. os 312 


kidney simulated by .. 367 
lardaceous (see Larda- 
ceous Liver) 


— lesions, ptyalism from .. 543 
— leukemic nodulesin .. 374 
— lobulated -. 366° 
— lymphadenomata of .. 374 


(fi 


253 


malignant, pyrexia with 
melanotic sarcoma in .. 
new growth of, pain in 
the back from Beer ell 
— — — shoulder from-.. 475 
— physical signs of the 366 
— proportions of the 
nutmeg, from  arterio- 
sclerosis 11, 368 
— ascites with 47, 334 
— cyanosis with + 3048 
— — from fibroid lung .. 334 
Liver, nutmeg, genera! ac- 
count of : 
from granular “kidney 
from heart failure 47, 
52, 334, 
jaundice with : 
liver enlarged with .. 
— — tender, pulsating 334 


i 


— — from lung disease 47 
— — from mitral stenosis... 334 
— — cedema of legs with .. 334 
—-— pain in epigastrium 
from ‘ee eon 
— — — shoulder from 475, 
— primary growth of 52 
Liver, Prussian-blue_ re- 
action in, in bronzed 
diabetes 24 
- — — — in pernicious anee- 
mia ane 
—-—-—-— insprue.. wit 28 
Liver, pulsatile 368, 369, 694 


| — — from heart failure .. 52 


21 
92 
— — nutmeg change .. 384 
Liver, Riedel’s lobe of o-oo 
— rub over. 4 388, 592 
— sarcoma of (see Sar- 
coma of Liver) 
— secondary carcinoma in 
pehOGs 
Liver, suppuration in, 
general account of 
Liver, syphilis of, general 
accountof .. 371, 
tender, from acute con- 
gestion 
cholangitis 
— gall-stones .. oe 212 
— new growth .. At! 
nutmeg change 
(see Tenderness 
Liver) 
— transposed 
Liver, tropical congestion 
- tuberculous tumour in.. 375 
tumours, ascites from.. . $6 
— portal obstruction from 46 
umbilicated nodules in 
52, 253, 331, 373 
370 


— — mitral regurgitation. . 


a of 
366 
of 369 


uneven, from cirrhosis. . 
venous congestion of 
(see Liver, Nutmeg) 
visible movements of .. 
wandering (see Hepato- 

ptosis) 

Lividity (see Cyanosis) 

Llewellyn, L. J., illustration 
lent by ne 343 

Lobar pneumonia 
Pneumonia) 

Lobelia, asthma relieved by 534 

Lobster, urticaria from .. 771 


373 


(ee 


. 366 - 


LOCOMOTOR ATAXY 


Locomotor ataxy (see Tabes 
Dorsalis) 

Lock-jaw (see ‘Tetanus ; 
and Trismus) 

Locke, Dr. Lindsay, skia- 
grams by 440, 531 

Locking of joints .. . 346 

Loin filled out by perine- 


phric abscess. 352, 451 
— oedema of, in acute ne- 
phritis.. “ 9, 412 


— pain in (see Pain in Loins; 
Backache ; and Aching 
in Loins) 
Loin, tumour in, from peri- 
nephric lesions 
London, ringworm of . 247 
— School of Tropical Medi- 
cine Sieh, OAS, KOS Si 
Long plantar ligament 439, 671 
— thoracic nerve 504, 505, 506 
Loose cartilage in knee, 
limping from.. ue O02 
Lordosis, abdomen promi- 
nent from 72 HLOG 
— in achondroplasia ays altel? 
— from congenital disloca- 
tion of hip 156, 251 
— in contortionists . 156 
Lordosis, general account ‘of 156 
— with kyphosis i 55, 156 
— from myopathy (Fig. 66) 156 
— rickets .. 188 
Loss of appetite (see Appe- 
tite, Loss of) 
— weight (see Weight, Loss 
of) 
Lozenges, eosin in. 
Lumbago, a form ‘of my- 
algia oe 
pain in the pack from 
428, 
rectal examination in .. 
sciatica with 
simulated 
lesions. 
- spondylitis deformans 
— tumour 
tenderness in the pack i in 
— of spine from.. see 
vaginal examination in 
Lumbar cushion ‘ 
— pain (See Pain in Loins ; 
Backache; and Ach- 
ing in Loins) 
Lumbar plexus 498, 499, 
puncture, in diagnosing 
cause of pain in arm.. 
— — prolonged pyrexia 
cerebral tumour 
encephalitis 
general paralysis .. 2 
meningitis, 147, 225, 
Loa Oe ol, 
525, 566, 590, 
pachymeningitis 
sarcoma of cord 
sciatica 
spinal 


by ie pelvic 


meningitis 
: 417, 
spotted fever 
(and see Cerebro- 
spinal Fluid) 
region, Jacquet’s ery- 
thema of f 
Lumbar region, left, organs 
contained in 
camper region, right, or- 
ans contained in 
Lumbar segments of cord, 
muscle connections of 
Lumbricals, affected in 
ulnar paralysis 
of foot, nerve supply of 
hand, nerve supply of .. 5 


— — root innervation of .. 509 

— paralysis of, talipes from 114 

— role in claw-hand 190 

Lung, abscess of (See Ab- 
scess of Lung) 

— actinomycosis of (see 
Actinomycosis) 

— aneurysm ruptured into 

287, 290 

— aspergillosis of (see As- 

pergillosis) 


carcinoma of .. 287, 290 


Lung, cirrhosis of (Pneu- 


monoconiosis) 
— compressed by aneurysm 434. 
Lung-conditions, heart fail- 
ure from ae oo = 44 
— congestion of, hemo- 
ptosis due to. Boy ellie 
— — from mitral recur eita- 
tion. 212 
--- stenosis 215 
— diseases, heart large from 54 
-- pancreatitis with 100 
— embolus of (See Embol- 
ism, Pulmonary) 
Lung, empyema ruptured 
through 86, 168, 287, 
291, 531, 532, 643, 705 | 
— engorgement of, from 
myocardial degenera- 
tion 5) GX 


fibroid, albuminuria from 14 


| 


breathing 
LG 

46 

46 


amphoric 
over es 

ascites from .. oa 

back pressure from .. 

bronchial breathing 
over 

bronchiectasis ‘and 14, 

ce V6Se) 26. 

bronchophony over .. 

bubbling rales in 

cavernous breathing 
over 

chest of affected side 
shrunken from 153, 

1 


168 


? 
— movement defective 
with 168 
— outline with (Fig. 79) 167 
Cheyne-Stokes breath- 


ing from .. 108 
clubbed fingers with 
14,. 111, “168, 643 
compensatory pee 
sema of other lung 
with Bic 7 2G 
cough from 216 


cracked- -pot sound over 


crackling rales over.. 216 
cyanosis. from patel 
deficient movement 
over . 216 
distinguished “from 
phthisis ore, PANS 
dyspnoea from 216 
epigastric pulsation 
from : 23 216 
foetid sputum with ay TMS 
hemoptysis from . 216 


heart displaced by 111, 
168, 206, 216, 299 
— failure from 14, 46, 
108, 161, 418 
spaces 
. 168 


intercostal 
narrow with 


Lung,fibroid, list of causes gf 292 


liver depressed with.. 367 
nutmeg liver from .. 334 
orthopneea from . 418 


osteo-arthropathy from 352 
palpitation from .. 484 
pectoriloquy over . 216 


Lung, fibroid, physical signs 


Lu ng, 


of 168, 206, 292, 643 
polycythemia with .. 533 
precordial pulsation 
from aa 25 PAKS 
resonance impaired 
over 168, 216 
retraction of chest 
from an G85 169 
right ventricle enlarged 
from 215, 216 
scoliosis from 153, 216 
shoulder drawn down 
ia, ee so PANS 
— lowered with 168 
fibroid, signs and 
symptoms of . . 216 
simulated by new 
growth = 104 
spinal curvature from 168 
sputum from. 216 
vesicular murmur im- 
paired over 168 
vocal fremitus over 
168, 216 


LYMPHATIC GLANDS 


Lung, fibroid, contd. 

— — vomiting from 765 
— — Wassermann test with 292 
— fluke . 645 
LUNG, GANGRENE OF 259 
= (and see Gangrene of 


the Lung) 
— glanders affecting om etl 
— growth of, aneurysm | 
simulating . 159 


bronchus obstructed by 159 | 


— — cyanosis from 5 allsyss 9) 
—— mediastinal fibrosis ) 
simulating .. 15 
—- edema of face and 
arms from .. 159 
— — pleuritic effusion fr om 159 
—-—yena cava superior 
obstructed by 159 
— a-rays in diagnosing.. 159 


Lung, hepatic abscess rup- 
tured through 149, 287, 
291, 332, 370, 644, 705 
hernia of.. ae eae 
— pulsation in ae 
hydatid cyst of 287, 291 
induration of, from mi- 


tral stenosis 5 215 
— infarction of (see Infarct 

of Lung) 
— injury of, subcutaneous 

emphysema from .. 203 
— knife-grinder’s 286, 288 
Lung, new growth of 104 
— sarcoma of (see Sarcoma 

of Lung) 
Lung, sporotrichosis of 287, 
0, 292 
— stonemason’s : . 286 
— vagus branches to fe LS 
Lupoid, multiple benign .. 405 


Lumpus erythematosus, age 
incidence of .. Ae 
— — atrophic scarring in .. 242 
— — atrophy ofearsfrom.. 603 
— — baldness from Hibs Aus) 
Lupus erythematosus, char 
acters of : - 402 
cheeks affected Divine cre (O03 
chilblains simulated by 602 
comedones in.. so CUP: 
erysipelas simulated by 710 


— — erythema from . 222 
— — face affected by .. 247 
— — favus simulating . 247 


fingers affected by 239, 240 
eranulosis rubra nasi 


distinguished from 654 


843 
Lupus vulgaris, contd. 
— — lips affected by «. 365 
—— lupus erythematosus 
simulating .. 402 
—-— lymphatic gland _in- 
volved in 403 
— — nose affected by 179, 402 
— — of palate as . 2885 
— — pharynx ; am ZOO 
— — rodent ulcer simulating 402 
— — scarring in . 402 
== serofulodermia simu- 
lating .. 402 
--- distinguished from 559 
— — spinal caries and . 516 
— — syphilis simulating 
402, 408 
— — tuberculous ulcer of 
palate with 588 
— — with tuberculous peri- 
tonitis. .. 48 
Lying, from. alcoholism .. 465 
| Lymphadenoma (and see 
Hodgkin’s Disease) 
— albuminuria in .. 13 
— anemia in 329, 679 
— ascites in ae oe aL, 
— axillary glands affected 
by me ate 380 
— bronchiectasis from .. 292 
— bronchus stenosis from 292 
— cervical glands enlarged 
HBMOVAD. Ge ae eth) 
— fibroid lung from 5 
— general glandular en- 
largement in.. 51, 376 
— hemoptysis in .. A Mtl 
— hiccough from .. .- 308 
Lymphadenoma, Hodgkin’s 
disease and 377, 635 
— inguinal glands enlarged 
in < 5 & fs) 
- jaundice in 325, 329 


ar adi glands enlarged 


ate 695 

- te celled hyperplasia 3 in379 

— leucopenia in .. 361 

— liver changes in. 374 

— — enlarged in 329, 374 

- lymphoma and. ott 
Lymphadenoma, lympho- 

sarcoma and... 377, 635 

— Miculicz’s syndrome in 695 

— myelocytes in Bre eas) 
— occipital glands en- 

larged in AAS 

— orthpneea in . 419 

— pleuritic effusion in 106 


Lupus erythematosus, le- — portal glands enlarged in 
sions of .. 602 45, 51, ab 329 
— — lips affected by .. 365 | — purpura in 5535 
— — lupus vulgaris simu- — pyrexia in 679 
lating f .. 402 | — salivary glands ‘enlarged 695 
— — parts affected by . 602 | — simulating malignant 
Lupus erythematosus, psori- peritonitis AR -Gyil 
asis distinguished from 603 | — spleen enlarged in 51, 
— — rosacea distinguished 29, 679 
from S .. 242 | — thrombotic infarction in 640 
— — scaliness in 242, 602, 603 | — tuberculous glands simu- 
—-—searring in 71, 247, | lating . 378 
602, 603 | — vocal cord paralysis from 495 
— — sex incidence of 710 | Lymphangioma circum- 
—— tenderness of scalp | scriptum 756 
from 46 .. 710 | — of cord, hernia simulated 
— vulgaris, age incidence of | by 682 
179, 402, 735,.738 | Lymphangitis, blubber lips 
Lupus vulgaris, apple-jelly LEONI Jere 674 
nodules of 179, 402, | — from dissection ‘wounds 240 
601, 738 | — erythema from .. 222 
— — bone never eroded by | - of penis .. 473 
402, 735 | Lymphatic elands, abdo- 
— — cartilage eroded by .. 402 | minal, enlarged, case- 
— — crusts in 36 OOL ous thoracic glands 
— — of cheeks 79) with 308 
— — erection from. . 220 |—--—-—- in Hodgkin’ s dis- 
— — epithelioma simulating | Cases vac -- 635 
402, 422 | — — — — leukemia 55 Gil 
— — — starting from . 731 | --—-——- lymphadenoma.. 51 
| — — finger affected by .. 240 | Lymphatic glands, axillary, 
| Lupus vulgaris, general anatomy of .. 666 
account of .. 735 | Lymphatic glands, axillary, 

— — granulosis rubra nasi enlarged 380 
distinguished from 654 | — — — — from carcinoma, 
—-=of larynx 158, 199, 380, 686, 687 

287, 293 | Lymphatic glands, axillary, 
— — of leg .. nie (iets enlarged, general ac- 
—— leprosy mimicking 403, 404 count of 666, 667 


844 


Lymphatic glands, contd. 
— — axillary, enlarged, in 


German measles .. 228 
—-—--— from herpes .. 431 
— — — — Hodgkin’s disease 

(Fig. 168) 
377, 569, 635 
— — — — leukemia ee OL 
— —-—- lichen  scrofulo- 
sorum with .. 488 
— — — — in lymphadenoma 
: 51, 380 
-— — —— lymphatic leuke- 
mia ne eel 
— — — — from mastitis sa (Hehe | 
—-—-—-— prurigo .. .- 490 | 
— — — — from septic absorp- 
PLOT ase 56 Grell) 
—-—--tubercle.. 378, 380 


— — — — tuberculous breast 686 
— — — pain in arm from .. 443 
— — bronchial, caseous, age 
incidence of +o! BOD 
Lymphatic glands, bron- 


chial, caseous, brady- 
pnea from 84, 85 
— — — — bronchiectasis 
from . 292 


— — — — seen with the bron- 
choscope (fig. 


68) 158 
---- bronchus stenosis 
from , 381, 704 
—--—-—-— (F179. a. ‘ t6, 149 
— — — — in children Arcrace) 
— — — — cough from -» 149 
— —~+-— difficulty in dia- 
egnosing . .. 385 
— — — — fibroid lung from 292 
——-—-— general tubercu- 
losis from .. 385 


— —~ — hemoptysis from 287 
— —~ — hiccough from 307 308 
— — — — irruption into bron- 
echus 381, 420, 644 
—---- into trachea .. 418 
— — + — marasmus from.. 385 


= = = — from milk ae OOO 
— — — — obstructing 
trachea no LEN 


— ——-— orthopnea from 418 
— — + — phrenic nerve iri- 


tation by .. 308 

— —-—- simulating diph- 
theria .. aoe dua 
— —--— tachycardia from 85 

— —+-— yagus nerve irri- 
tation by eo choles 

— — — — g-rays in diagnos- 
ing ois 85, 149 

— — + cretaceous hmo- 
ptysis from So Peill 

Lymphatic glands, bron- 
chial, enlarged .. 381 


——-- bronchus ob- 

structed by .. 376 
— — — — in Hodgkin’s dis- 

ease .. -- 069 
——-—-— inlymphatism .. 382 
— — — — systolic bruit over 

manubrium from 91 
— — — -— 2-rays in detecting 376 
— — — inflamed, cough from 149 
— — carotid, enlarged from 


epithelioma. ee doo 


milk causing 
308, 379, 385 


— — caseous, 


— — — periodic fever from’ 308 | 


— — — pyrexia from .. 704 
— — — scrofulodermia with 403 
— — — g-rays in diagnosing 

85, 149, 308, 459, 704 


— — cervical, carcinoma- 
tous. 196 
Lymphatic glands, cervical, 
enlarged ; . 379 
— — — — from boil | oe OF 
——-—-— carious tooth .. 647 
—-—--— caseous thoracic 


glands with .. 308 
Lymphatic glands, cervical, 
enlarged, epithelioma- 


tous... 380 


— —— — inGerman measles 228 
— — — — Hodgkin’s disease 
376, (Fig. 168) 

377, 569, 635 


LYMPHATIC GLANDS 


Lymphatic glands, contd. 
— — cervical, enlarged, 
inflammatory , 

— — — — in Kirkland’s dis- 
CASeie O19, 

— —-—- lichen scrofulo- 
sorum with 

— — — — in leukeemia 

— — — — lymphadenoma 


Il. 
lymphatic leukse- 
mia 
---- lymphosarcoma. . 
——— — mumps simulated 


VY ee ee 
— — — — from otitis media 
—-—-—-—pediculosis 379, 


| — — — — peptic ulcers 


— —-—-— scarlet fever 10, 


228, 379, 
Lymphatic glands, cervical, 
enlarged, sources of 


infection causing 
— — — — spinal caries and 
— — — — stiff-neck from .. 
— — — — from tonsillitis . 
Lymphatic glands, cervical, 
enlarged, tuberculous 


— — — — with tuberculous 
peritonitis 
— — — inflamed, eee 
from ; 
— —-—-— sore throat from. 
613, 
— — — — torticollis from .. 
lymphadenomatous, 
orthopnea from 
418, 


| 
| 
| 


— — — — trachea obstructed 


Werk oes me 
— —- malignant,  ortho- 

pneea from 418, 
— —~ — stridor from 


— — — — trachea obstructed 


We Sode ak 

——--— vocal cord par- 
alysis from 

— — — sarcoma of 


— — — tuberculous, laryn- 


gealparalysis from 


— — — — ulceration of 
— — — ulceration of malig- 
nant P 
LYMPHATIC GLAND EN- 
LARGEMENT - 


— — — blood-count in differ- 


entiating 
in. chloroma 205, 
generally, in German 
measles . 
— — — — in plague 
— —-—-— Still’s disease 35, 
— — —-— syphilis 240, 491, 
— — — — tuberculosis 
— — — in Hodgkin’s disease 


| 
I 
| 


| 
| 
| 


37, 5B, 64 


Lymphatic gland enlarge- 
ment, localized : 

--- leukaemia 595, 

—--+- Manierenene oy 


| — — — lymphatic leukemia 
| - — — multiple benign sar- 


coid 


— — — in mycosis fungoides 
| —-—-— pleuritic effusion 


with : 
— — — syphilides and 
— from tinea circinata 
Lymphatic glands, _epi- 
trochlear, enlarged .. 


| — — —— with arthritis 


— — — — from digital chan- 

: cre she 

= — — = in Hodgkin’s dis- 
ease (Fig. 168) 

— — — — rheumatoid arth- 
TitISs Mee eto to, 

—-—-—- from septic ab- 


sorption 
Lymphatic glands, femoral, 
anatomy of .. 
Lymphatic glands, femoral, 
enlarged Pe 381, 
— — — — from bites 
— — — — epitheliomatous 


679, 


_Lymphatic glands, 


Lymphatic glands, contd. 


—-— femoral, enlarged, 
from pediculosis .. 679 | 
| — — — — syphilitic a6 (OY 
| - — — — from truss so 1B) 
— — — — tuberculous se OED 
— — — hernia simulated by 
679, 680 | 
| — — — suppurating 679 


| Lymphatic glands, general- 


ized enlargement of, 


Hodg- 
kin’s, characters of.. 377 
Lymphatic glands, Hodg- 
kin’s, distinguished 
from tubercle. . .. 380 
— — iliac, calcareous, simu- 
lating stone in ureter 455 
— — —- connections of so. wee) 
—-—-enlarged .. 676 
— — — — appendicitis simu- 
lated by 459, 677 
— — — — malignant 381, 480 
— — —— swelling in right 
iliac fossa from 665 
— — — — tuberculous 677 
— — — — inflamed, causes ‘of 459 
— — — — pain in iliac fossa 
from 452, 454, 459 
— —-—-— pyrexia from .. 459 
— — — — rectal examination 
for whe . 459 
——-+-— swelling in iliac 
fossa from .. 459 
Lymphatic glands, _ iliac, 
tuberculous .. .. 459 
——-—-— operation in dia- 
gnosing .. 459 
——-—-— tuberculous ce- 
cum simulated 
by 3 .. 459 
——- — von Pirquet’s re- 
action with .. 459 
——-—-—g-rays in dia- 


gnosing .. 459 
— — inflamed, abscess from 381 
—-—-— pain over .. 5G atelll 
— — — pyrexia from Ao Gieil! 
—-—-— reddening of skin 
over , 381 
Lymphatic glands, inguinal, 
anatomy of .. 679 
Lymphatic glands, inguinal, 
enlarged F 381 
—--=- by carcinoma 184, 
381, 585 


— — — — with chancre 618, 700 
— — — — from epithelioma 
619, 621, 695, 700 
Lymphatic glands, inguinal, 
enlarged, general ac- 
count of : 679 
—-—-—-— in German measles 228 
— —-—-— from herpes 431, 754 
— — — — in Hodgkin’s dis- 
ease .. 569, 635 


— — — — leukemia 51, 679 
— — — — lymphadenoma 
By ky rk 
— — — — lymphatic leu- 
keemia 25 
— — — — melanotic sar- 
coma .. i, tell 
—-—--prurigo .. .. 490 
— — — — from sarcoma .. 680 


== — = seroval chanere.). 621 
— — —-— septic absorption 381 
— — — — insleeping sickness 28 
— — — — from soft sores .. 617 
——=-— gyphilis,.. 184, 377 


|—-—-—-— trypanosomiasis 28 


— — — — tuberculous oy eth) 
— — — inflamed, limping 
from a 36, O08) 


_-—-—-- from soft sore .. 619 


— — — suppurating eos 
— — lumbar, enlarged, from 
carcinoma 480, 585, 696 
— — mastoid, inflamed wa eh} 
medi- 
astinal, ial! notes 


| one. .. 704 | 
| - — — — phrenic nerve irri- 
tation by -- 308 — 


— — — — tachycardia from 


703, 704 | 


| Lymphatic giands, contd. 
| — — mediastinal, 


caseous, 
vagus nerve irrita- 
tion by 308, 703, 704 


|} —-—--—--—- x-rays in dia- 


egnosing .. 704 
Lymphatic glands, Medi- 
astinal, enlarged .. 381 


| - — — — in Hodgkin’s dis- 


ease .. .. 569 


| - — — — pressure signs from 381 
list of causes of .. 366 | 
| Lymphatic glands, 


— — — — simulating aneur- 
ysm: .. «2 38 

—----- mediastinitis .. 381 

—-—+-—-— new growth .. 381 


—--—-+-a-rays in dia- 
gnosing -. oom 
— — — malignant, vocal 
cord paralysis 
from of .. 495 
— — — sarcoma of.. Prat fi). 


— — mesenteric,caseous.. 48 
— — —— adhesions from.. 130 
——-—-— bands from .. 130 
— — —-— intestinal obstruc- 
tion from’ 72. 130 
Lymphatic glands, ~-mes- 
enteric, enlarged .. 381 
— ——-— inlymphatism .. 382 
——-—-— tuberculous 381, 657 — 
Lymphatic glands, occipital, 
enlarged é 37 
— — — — in German measles 
228, 377, 378 
—-—-- in syphilis 3877, 378 
— — pelvic, enlarged, from 
carcinoma of bladder 
472, 579, 580 
---+-- rectit-.¢ «2.2588 
— — —— malignant: nt SOU 
— — — — rectal examination 
in detecting 381, 472 
— — + — from testis growth 696 
obstructed, chyluria 
from oe ae 
— — popliteal, enlarged .. 692 
— — — — from septic absorp- 3 
LONE ne Soe 
— — — suppurating Bs 
— — = portal, enlarged, ; 
ascites from 45, 51,329 
— — — — pbile-duct obstruc- 
ted by 51, 325 
— — — — carcinomatous 45, 
51, 325, -329), 
330; d5L, 580 
Lymphatic glands, portal, 
enlarged, oe ndice from 
325, 329, 330 
-- jenna 45, dl, 
325, 330 
---- ipmeaneteanem ate 
45, 51, 329 
——-—-— from lymphosar- 
coma .. 329 
— — ~ — malignant, ascites 
fromen. 45, 
----- bile-duct ob- 
structed by 50 
----- jaundice from 
50, 325 
----- portal vein ob- 
structed by 
45, 50, a 
——-—-— garcomatous .. 
— — — — tuberculous 45, 51,380 
— — posterior cervical, en- 
larged in German 
measles HS 562 
— — — mediastinal, second- 
ary deposits in, L0e 
Lymphatic glands, pre- 
auricular, enlarged .. 378 
— — —— from chancre of 
eyelid .. .. 39 


| 
| 
| 


| — — — — epithelioma 2 Bas 
| — — — — melanotic sarcoma 379 
| — — — — rodent ulcer “8a 


— — — — septic ae 378 


|—-——-sepsis .. 695 


—-—-—- syphilis .. os 698 


ie ae tubercle .. 695 


— — puncture in diagnosis 
of trypanosomiasis 28 
— — retroperitoneal, secon- 
es deposits in 7, 
381, 749, 750 


LYMPHATIC GLANDS 


Lymphatic glands, contd. 
Lymphatic glands, sub- 
maxillary, enlarged .. 379 
—-— in diphtheria .. 379 
epithelioma 3879, 738 
lichen  scrofulo- 


sorum with .. 488 
— -— — — from quinsy . 379 
——-—.— in scarlet fever.. 379 
-— — — — from septic absorp- 
tion ciel 
— — — — suppuration of .. 379 
— — — — from tonsillitis .. 379 
— — suppurating, leuco- 
cytosis with - 360 
— — — septicemia from .. 567 
— — — prolonged AEs 
from oe 567 
Lymphatic glands, supra- 
clavicular, enlarged .. 380 
- — -— - from abdominal 
new growth .. 380 
— — — — carcinoma coli .. 630 
----- of rectum Eb iG 
----- stomach 317, 630 
— — — - epithelioma Hig a fate) 
Lymphatic gland, _supra- 
clavicular, enlarged 
malignant (Fig.17).. 49 


— — left, carcinoma in 
107, 252, 253 
— thoracic, enlarged in 


. Hodgkin’s disease.. 635 
—-——-— — leukemia . OL 
— — — - lymphadenoma ol 
-— — tuberculous, age inci- 

dence of - 380 

— — —. anemia with 32 

—-—-— from milk .. 379 
— — — obscure Leas 

from ra 573 

— — — phthisis rare with. 379 
— leukemia (see Leukemia ; 

and Leukemia, Lym-" 

phatic) 

- obstruction, from car- 

cinoma mammse . 411 
— — elephantiasis from .. 411 
— — by filaria Pree: al 
— — edema from.. 34 410 
— — — of arm from 411 
— — after operation 411 
Lymphatics, abdominal, 

obstructed, chylous 

ascites from . iby oid) 
— — — chvlurja from 50 
Lymphatism, general ac- 

count of 82 
Lymphocytes, in “cerebro- 

spinal fluid 120, 305, 511 


— — — in general paralysis 


243, 306 

— — — tabes -- 116, 440 

— in Hodgkin’s disease .. 37 
Lymphocytes, large, charac- 

ters of.. eo od 

— — (Plate fae Fig. ‘S) 22 
-- increased in malaria 


335, 361, 362, 536, 
596, 


— — inlymphaticleukemia 26 
— — relative numbers of.. 23 
—in leukemia 64, 274, 632 
— lymphatic leukemia 330 
— myelocytes simulating.. 23 
— numerous in children .. 23 
— in pleuritic effusion .. 102 
— small (Plate V) 28 
— — in ascitic fluid 48 


Lymphocytes, small, charac: 
ters of.. Se 

——in leukemia : soe OD 

— — lymphatic leukemia 25, 51 

— — pernicious anemia 24. 

— — relative numbers of.. 23 

— — in typhoid fever 361, 636 


Lymphocytes, transitional 22 
Lymphocytosis of children, 
simulating leukemia 26 
— in Hodgkin’s disease .. 64 
— pernicious anzemia 64 
Lymphoma, generalized 
lymph-gland enlarge- 
ment in ae nce DIAG} 
— Hodgkin’s disease and.. 377 
— lymphosarcoma and .. 377 


Lymphosarcoma of cecum 665 


Lymphosarcoma, contd. 
— cervical glands enlarged 
TOM. ne pithy) 
— chloroma related to 39 
— eosinophilia from 219 
— generalized lymph-gland 
enlargement in 376 
Lymphosarcoma, Hodgkin’ 'S 
disease and 377, 635 
— jaundice from .. « 329 | 
Lymphosarcoma, lymph- 
adenoma and.. - 635 | 
— of mediastinum. 287 | 
— portal glands enlarged | 
FLOM cs 329 | 
— swellings in abdominal 
wall in . 655 
Lysis in pneumonia 2 AKO 
— typhus fever (fig. 268) 638 
CBURNEY’s spot 451, 454 
~ McCall Anderson, 
psoriasis rupioides of 601 
Mackenzie, on extrasystoles 547 
Mackenzie polygraph, in 
heart cases .. . 544 
Macmillan & Co., Messrs., 
blocks lent by - 235 
Macrocheilia : 22) 698 
Macrocytes (Plate i mek 22 
Macroglossia 698 
Macula, cherry- red 416 
— white patches at 416 
MACULES . é 382 
— in erythema multiforme 489 
— — fourth disease 2. 229 
— German measles 228, 562 
— hemosiderin in.. . 382 
— in herpes 383 
— lentigo .. 382 
— leprosy 383, 403 
— lichen planus 56 piel! 
— measles .. ; 228; 562 
— pityriasis rosea. 383 
— syphilides . 560 
— syphilis (Fig. 170) 383 
— tinea versicolor. 383 
— types of . 382 
— in typhoid fever 382 
— xanthoma 383 
— xeroderma pigmentosum 383 
Madura foot ae -. 136 
Magnan’s sign... 611 
Magnesium in intestinal 
sand .; 599 
— phosphate, deposit of . 524. 
—-— needles of .. .. O24 
— — solubility of .. -. 523 
— — urine cloud from 4 
— rectal concretion from.. 718 
Main bote, in Friedreich’s 
disease .. 140 
MAIN-EN- GRIFFE 109 
— (and see Claw-hand) 
Main.succulente, in syringo- 
myelia acy La 
Maize, pellagra and Ney PAS 
Malaise, from abscess of 
liver 597 
— in acute: yellow atrophy 273 
— from phthisis .. eo ie 
— in poliomyelitis. . 140 
— — acuta .. 509 
— from polymyositis 464 
- pyelonephritis .. + 3090 
Malar flush in mitral sten- 
osis 53, 485, 704 
— — myxcedema (Fig. 104, 
p. 234) a 38, 409 
— process, enlarged in acro- 
megaly Bie Be 2) 
Malaria, abscess of liver 
simulated by.. 335 
— acetonuria from 4. | 
~— acute congestion of liver 334 | 
— estivo-autumnal,  cres- 
centic parasites a ae, Bk 
— albuminuria in 13, 31, 273 
- algidity in * SOM 
— anemia in 21, ‘29, oo 637 
— ascites in 46 
— blackwater fever. and . 284 
— blood changes in 274, 637 
— — examination in « 243 
filns in diagnosing .. 335 
— brachial neuralgia and.. 442 | 


MALTA FEVER 


Malaria, contd. 

cachexia .in 4, 13, 33, 
Mish Page. 313, "413, 

characters of attack of 30 


— chattering teeth in 30 
— Cheyne-Stokes breath- 
TSS ae 108 
- chill in ae .. 068 
—ECIrrhOsis andes san) O80. O02 
— — simulating eae 
— cold stage of 30 
— collapse in 30 
— coma in .. c 30, alge? 
— death from, symptoms 
preceding’ 30 
— diazo-reaction in 173 
— double tertian .. 30 
— English .. 574. 
— eosinophilia after 218 
— erythema in 222, 225 
— exhaustion in 30 
— in fen districts . 632 
~— flushing of face in 30 
— gangrene from .. 255 
Malaria, general account of 
— general wasting from .. ” 59 


— hamatemesis in 265, 273, 274 


— hematuria in 273, 275 
— hemoglobinuria in . 284 
— headache in .. ac ei) 
— hot stage of ae Bie, eu) 
— hyperacusis in .. > 309 
— hyperpyrexia in 30, 309 
— impotence from 7313 
— in Italy .. 6 632 
= jaundice in 273, 325, 335 


kala-azar confused with 29 
— distinguished from .. 633 
large lymphocytes in 335, 
361, 362, 536, 596, 637 
— mononuclear cells in.. 568 
latent .. 3 be 4 
no leucocytosis in 335, 
361, 536, 568, 596 
leucocytosis rare in - 360 
leucopenia in 361, 362, 370 
leukeemia simulating .. 273 
liver abscess simulating 


361, 362, 370 
— loss of weight after 10 
- menorrhagia from . 386 
— mosquito ‘bites and 29 
— nephritis from .. 9 


cedema of legs from 413, 415 
overwork causing attack 32 
pains in the back in 30 
— eyes in . 446 
— limbs in 463 
parasites of (Plates VJ, 
AX VILL) 32; 
— absent after quinine.. 
— in blood in 27, 29, 31, 
32, 64, 225, 334, 
536, 568, 596, 637 
peripheral neuritis in ét: 64 
pernicious, yellow fever 
simulating 2% 336 
pigment granulesin urine 31 
pigmentation of skin .. 528 
polyuria in 535, 536 
prolonged pyrexia in 563, 568 


614 
335 


— purpura in oe DOD 
— pyemia distinguished 
THRONE se ae -. 996 
— pyrexia in é 335, 574 
Malaria, byrelé in, types 
of 23 28, 29, = 
- quartan . Ao : 
— — ring form of parasite i in 31 
— quinine in 536, 596, 637 
— — in diagnosing. . 31, 568 
— quotidian 29, 30 
— relation of pica to ser BY 
= Cigorsmeint §29), 305225) 


594, 595, 596 
ring and crescent forms 
of (Plates VI and 
XXVIIT, p.p. 32, 614) 31 
— septiczemia simulated by 568 
Malaria, spleen enlarged in 
273, 274, 568, 631, 632, 637 


— splenic anzemia simu- 
lating .. .. 273 
— sweating in 30, 568 


| ~ temperature charts in 28, 


29, 30, 31 


Malaria, contd. 


— tenderness of scalp in .. 712 
— tertian (a ety 
— — and quartan parasites 
distinguished 32 
— — ring form of parasitein 31 
— thyroid gland enlarged in 722 
— tinnitus from .. si tas 
— in tropics 632 
— bypes of . : 5095 
— urobilinuria in .. 5 
— weakness in 7 30 
— worry causing attack . 32 
— yellow fever simulating 273 
Male fern, jaundice from.. 32 
Malformations of rectum 
(figs. 249-252) .. 586 
Malignant disease, aceton- 
uria from é we 4. 
— — amenorrhcea in 18 
— — anemia from. ‘ 35 
~ — cachexia from 4, a3) 173 
— — chylous ascites from 50 
— — chyluria from 50 
— — diazo-reaction in ALE: 
— — (and see under Carci- 
noma, Sarcoma, etc.) 
— peritonitis (See Perito- 
nitis, Malignant) 
— pustule, erythema from 222 
Malignant pustule, general 
—-accountof . -. 559 
— — (and see Anthrax) 
Malingerers, pyrexia and.. 310 
Malingering, aneurysm simu- 
lating 432, 467 
— anuria and os 42 
— bulle in. Hees 
— carcinoma simulating «. 467 
—-— of spine simulating 
432, 714 
— coloured sweat and . 655 
— comain.. 144 
— convulsions in 137, 144, 599 
Malingering; convulsive fits ve 
- deat in 166 
— epilepsy simulated by . S37 
— erythema from .. 229 
— by external applications 223 
— fatigue in : aa, O99 
- foaming at mouth Tae bie, eke 
— hematemesis and 265, 266 
— hemoptysis and 286 
— hysteria distinguished 
from a 350 
— insomnia and 321, 323 
— ligature and cedema from 411 
- localized convulsions in 144 
— paraplegia in 514, 518 
— perspiration in .. Sic SETH 
— photophobia and . 525 
— purpura from . 504 
— quivering eyelidsin. .. 137 
— risus sardonicus in 598 
— stertor in 147 
— trismus in : 729 
Mallein, in diagnosing glan- 
ders F 559 
Malpresentations, “dystocia 
from 4. 200 
— early rupture of mem- 
branes from .. 200 
Malt liquors, obesity from 408 
Malta fever (and see Medi- 
terranean fever) 
— — arthritis in .. 340, 466 
— — bacterizmia in 597 
— — bronchitis in .. 466 
— — constipation in 466 
— — continued fever in 466 
— — debility in 466 
— — gastric symptoms in. 466 
Malta fever, general account 
of me Se -- 466 
— — goats’ milk and 466 
— — headache in .. .. 466 
— — in Mediterranean .. 466 
— — micrococcus melitensis 
and . os 466 
— — micro- organism of (see 
Micrococcus Meli- 
tensis) 
— — orchitis in 466 
— — pain in limbs in 463, 466 
— — perspirations in 466 
— — rigor rare in .. 595 


846 


MALTA FEVER 


Malia fever, contd. | Measles, albuminuria in .. 13 
— — serum reaction in 466  —- albumosuria in .. 16 
— — spleen enlarged in 466, | — arthritis with 340, 
632, 637 | — cancrum oris after 74 
Mamma (see Breast) | — comain.. Ley 
Mammary abscess (see Ab- | — common cold simulated 228 
scess, Mammary) | — convulsions from 144 
Manchester epidemic, ar- | — coryza in 178, 384, 446 
senic in beer in 66, 526 | — cough in.. 384 
Mania, acute, from plumb- | — deafness from 166 
ism ic 34, 147 , — delirium in 169 
—-—saturnine encephalo- — diagnosis from. " scarlet 
pathy a9 fever aad iad 
— delirium in ; 169 | — diazo-reaction in 173 
— dilated pupil from 552 | — diphtheria with. 199 
— after epileptic fit 143 | — empyema after . 597 
— hearing of voices in 405 | — eosinophilia after 218 
— homicide from . .. 405 | — epistaxis in Sn PBL 
— insomnia from .. 322 | — erythema in 223, 228 
— nocturnal, from old age 322 | — febricula representing .. 464 
Mannerisms 136 | — fourth disease simulating 229 
Manson, on dhobie’ sitch.. 250 | — gangrene from .. -. 255 
Manubrium, systolic bruit — German (see German 
Oveluere cag: chee ao Measles) 
MARASMUS “: 384 | — hemoptysis in .. 287 
— from caseous bronchial Measles, Koplik’s spots in 
glands “ 385 (Plate VIII) 178, 228 
= congenital syphilis 885 | — laryngeal obstruction in 418 
- defective feeding .. 385 | — laryngitis in 199, 418 
~ definition of 384 | — leucocytosis rare in .. 360 
— from diarrheea . .. 384 | — macules in 178, 562 
— dirt oe Be .. 385 | — menorrhagia from 386 
— gangrene from .. .. 255 | — nasal discharge from .. 178 
— general wasting from .. 59 | — cedema of face from 413, 415 
— hernia of lung in 169 | - orthopnoea in .. 418 
— hypothermia from 573 | — pain in the eyes in 446 
— keratomalacia with 734 | — — limbs in 465 
— fromrickets .. .. 385 | — peroneal atrophy after 
— tuberculosis .. Fic tele) 60, 513 
— vomiting 384 | — photophobia in.. .- 525 
Marie, on spondylose rhizo- — purpura in 5d3, 554 
mélique ea) MAAS = rash of Me 53. Ps! 
Marriage, ansemia cured by 386 | — rigor in and after 595, 597 
— gleet in relation to 184 | — scales in 602 
Marrow, hyperplasia of .. 707 | — scarlatina simulated by 228 
Marsh cachexia .. 99 | — simulating common cold 178 
Marsh’s test for arsenic .. 78 | — syphilis simulating 383, 384 
Massage, insomnia relieved - talipesafter- . 113 
y ae a. .. 323 | — thrombosis of cerebral 
— in lowering high blood- veins after 113 
pressure : 323 | — tuberculous meningitis 
— for oedema of legs 414 after .. +> 300 
= in prevention “of con- Meat, distaste for, from 
tractures , 141 carcinoma of stomach 
— of prostate, in detecting 43, 316 
prostatitis 183 | — fibres in feces, in chronic 
— rheumatism relieved by 466 pancreatitis 116, 264 
— in rheumatoid arthritis 343 | Meatus pe te ats exosto- 
Masseter muscle, paralysis sis in 671 
93, 706 | — — (and see Har) 
Masseters, atrophy of, in — urinarius, reddened, from 
bulbar paralysis 493 gonorrhoea 182 
— — from cerebral tumour 447 | — — small, enuresis from. 218 
Mastication, difficulty with, --- frequent micturition 394 
in bulbar paralysis .. 135 | Meckel’s diverticulum, in- 
Mastitis, acute, general testinal obstruction.. 130 
account of .. 685 | Median nerve 504, 506 
— chronic, carcinoma simu- | Mediastinitis, acute, pain in 
lating .. 42) O86 the chest from .. 485 
— — fibro- adenoma simu- — sternal crepitations 
lating 5 72 687 with 435 
Mastitis, chronic, ‘general — from acute rheumatism. 308 
account of .. 686 | — chronic, after pericarditis 52 
- cyst formation with 181, 686 | — — with adherent peri- 
— pain with 429, 430, 431 cardium .. 213 
— pus from nipple with wet lSL hse adherent pericardium 
— serous discharge from.. 181 part of 53 
— tenderness from .. 707 | — — ascites from .. 46 
Mastodynia 430, 431 | — — Bright’s disease simu- 
Mastoid abscess (see Ab- lated by 413 
scess, Mastoid) — — enlarged mediastinal 
disease, cerebral abscess elands simulating... 381 
chOWM a .. 002 | — — fibrous, vena caval ‘Ob- 
— — headache from - 6 295 struction from 751 
— cedema over 597 | Mediastinitis, chronic, gene- 
— process, enlarged, in acro- | ral account of . 435 
megaly 237 | — — gummatous 751 
— — pain over .. 202 | — — cedema of: face and 
— — tender.. oe B02 O97, arms from . als 
— swelling, from cavernous | — — after pleurisy — 52 
sinus thrombosis 229 | — — from polyorrhomenitis 107 
Masturbation, priapism — — rheumatic 5, 04, 751 
SOU) i ‘ .. 538 | — — tuberculous 751 
Matches, phosphorus in —-— vena caya obstructed 
making - 73 ihn, Se a 52, 413 
— — poisoning from 336 | — — — — inferior obstruc- 
— in urethra 184 tion by 46 


MEIGE’S DISEASE 


Mediastinitis, contd. 


— clubbed fingers from .. 111 
— hiccough from .. 308 
— pain in the chest from. , 430 
— pericarditis preceding .. 308 
— pleurisy preceding 308 


— from syphilis (f79. 303) 749 
— varicose abdominal veins 
from (fig. 303) .. 749 
— (and see Mediastinum, 
Fibrosis of) 
Mediastino-pericarditis .. 
Mediastinum,abscess in (see 
Abscess, Mediastinal) 
— aneurysm leaking into.. 
— crepitations in .. aes 
— fibrosis in, aneurysm 
simulating ee 
cyanosis from 
growth simulating 
cedema of face 
arms from .. 
— from ‘ 
palpitation from 
phneumogastric  irrita- 
tions Troms.) HE ZOSan a 
tachycardia from 703, 
vena oh aS obstructed 


435 


and 


by 52, 159, 415, 
673, 751 

—— vocal cord paralysis 
from . 495 


a-rays in diagnosing. . 
— — (and see Mediastinitis, 
Chronic) 


— gumma in, vena cava 


obstruction by te 415 
— hemorrhage into sey SONS) 
— hydatid cyst in 476, 751 


706 
708 
708 


— lesion of, tenderness from 
— — — of sternum from .. 
— — g-rays in diagnosing. . 
— lymphadenoma of, hic- 
cough from ee a08 
Mediastinum, growth of .. 104 
— — anemia from 434, 435 
aneurysm simulating 435 
arthritis simulated by 476 
ascites from .. 46, 52 
blood-stained effusion 
from 102, 105 
bronchiectases from.. 292 
bronchus obstructed by 
104, 292, 308 
cachexia from 434, 435 
cervical sympathetic 
affected by .. 654 
clubbed fingers from.. 111 
cough from . 434 
dyspnoea from . 434 
effects of bs 10) 
eosinophile Sager 
and . eel OD 
fibroid ‘Tang ‘from. . 292 
hematemesis from 265, 267 
hemoptysisfrom .. 434 
heart displaced by.. 104 
hiccough from - 308 
intercostal neuraigia 
suggesting .. .. 431 
cedema from .. . 415 
of arm from 267, 411 
face and arms from 413 


— — — legs from hie) iO 
— — — neck from .. £2: 267 
— — opening aorta 265, 267 
——-— cesophagus.. 265, 267 
— — orthopneea from 418,419 
— pain down arm from.. 434 
Mediastinum, growth in, 
pain in chest from 267, 
430, 434, 435 
— — — head from .. .. 434 


— neck from .. .. 484 
— shoulder from . 476 
palpitation from - 485 
pleuritic effusion from 104 
pneumogastric irrita- 
tion from 703, 
pyrexia from 4835, 
(Fig. 248) 570 
in supra- 
. 380 
267 


704 


secondary 

clavicular fluid 
simulating aneurysm 
— asthma sn D309 
— Bright’s disease .. 413 
— bronchiectasis .. 104 


| 
| 


Mediastinum, growth in, contd, 
— — simulating enlarged 
mediastinal glands 381 
— epithelioma of ceso- 
phagus . oe 26m 
— fibroid lung 3 Oe 
— phthisis 104, 267 
skodaic resonance 
from «> GUM 
spine eroded by . 434 
stridor from . >. Gon 
tachycardia from 703, 704 
tightness in chest 
“from 434 
trachea obstructed by 
419, 
unequal apis from. 
unilateral sweating of 
face from .. 654 
varicose thoracic 
veins from 104, 308, 419 
veins invaded by . 267 
vena cava inferior ob- 


651 
550 


structed by 46 
—-— vena cava -obstruc- 
tion by 52, 104, 413, 
415, 419; 673, 751 
—-— vocal cord paralysis 
from . 495 
— — voice altered by . 434 


a-rays in diagnosing 
52, 102, 411, 419, 
435, 461, 476 
Mediastinum, non-malignant 
tumours of .. Apert 
— sarcoma of (see Sarcoma 
of Mediastinum) 
— syphilis affecting . 435 
— tuberculosis affecting .. 435 
Medical Annual, illustra- 
tions from 327, 586 
Medical Laboratory Meth- 
ods, illustrations from 
519, 520, 521, 642 


— men, chancre of finger 
in ae ae .. 240 
Medico-legal aspects of 
epilepsy 20 


Medinal, bradypnoea from 84 
Mediterranean fever, general 
account of .. 565, 566 
— — prolonged pyrexia in 
563, 565 
—— temperature chart of 565 
—— (and see Malta Fever) 
Medulla oblongata, de- 
generation of, from 
alcohol 197, 
— — arterial changes 
hemorrhage into... 
lesions in, ataxy from 
— bulbar paralysis 
from 62, 589, 627 
— Cheyne - Stokes 
breathing from 
107, 
double hemiplegia _ 
from 
hiccough from 307, 
laryngeal Saraiva 
from 495, 
from'lead .. 3% 
senile ee 
from syphilis 197, 
tongue atrophy from 
softening of, Cheyne- 
Stokes breathing 
from 
— from thrombosis of 
posterior inferior 
cerebellar artery 
tumour of, bulbar par- 
alysis from 627 
— Cheyne Stokes breath- 
ing from. .. 108 
- laryngeal paralysis 
from ; 496 
— sensory impulses cr ossing 
in ae . 5d 
— vomiting centre in . 164 
Megaloblasts oc 0 ee 
— (Plate ITI) Pike ot 
— in pernicious anemia .. 
Megalocytes 4 a 
— (Plate II, Fig. B) “4 Lee 
— in pernicious anemia .. 
Meige’s disease (Fig. 179) 414 


| 
| 
| 


| 
| 
| 


a 


Meige’s disease, general 
account of ; Ses) 
——erythema in.. 223, 226 


—— febrile attacksin .. 
MELAENA (and see Blood 


per Anum) 75, 385 
— in acute yellow atrophy 
273, 333 
— anemia from So) ox 
— from ankylostomiasis .. 521 
— cirrhosis .. ne So etl 
— duodenal ulcer 36, 75, 
271, 451 
— from gall-stones erie 
— gastric ulcer 75, 268, 269 


— in Henoch’s purpura .. 3 


Melzna neonatorum 76 
— from portal vein throm- 

. bosis $ Be Pale) 
— in small-pox see 
— splenomegalic polycy- 

theemia, 633 
Melancholia, catalepsy and 598 
— hearing ot voices in 405 
— high blood-pressure with 81 
— insomnia from .. owe 

— irritability in 323 
— loss of appetite and 43 
— mutism in 624 
— suicide from - 405 
— the unpardonable sin in 405 
Melanin in urine .. O44 
Melanogen.. 745 


Melanotic carcinoma of skin 730 

— sarcoma (see Sarcoma, 
Melanotic) 

eenuria, ¢ general green 


25 , £46 

= (Plate XXXIV) -- 148 
Melon-seed bodies, in teno- 

synovitis -. 152 
Membrana propria, per- 

foration in 423 


— tympani (See Tympanic 
Membrane) 
Membranes, adherent, dys- 
tocia from Ae 
— early rupture of, dystocia 
NOM esr. 200 
Membranous dysmenorrhcea 
(see Dysmenorrhcea) 
— rhinitis (see Rhinitis) 
— yaginitis (See Vaginitis) 
Memory changes in demen- 


tia es sn a9 
— — epilepsy 20 
— — hysteria ae 20) 
— defective, in general 
paralysis .. 146 
— defects after fevers oe 20 
MEMORY, LOSS OF 19 
— — from alcoholism 20, 
146, 465 
— — frontal lobe tumour.. 727 
Méniére’s disease, deafness 
from 166 
Meniere’s disease, ‘general 
account of 
— — headache in .. Aria thetes 
— — from syphilis... 2266 
— — tinnitus from 723 
— — vertigo in 768 
— — vomiting due to 765 


Meningeal hemorrhage (see 
Hemorrhage, Meningeal) 

Meninges, branch of vagus 
to tae 6 


— gumma oi, bradypnoea 
TeOGIaes 
— spinal, gumma ‘of, allo- 
cheiria from .. So eke 
—— neoplasm of, allo- 
cheiria from 17 


— not tinged by jaundice 324 
Meningitis, acute bedsore 


PPOM, .% = 208 
— albuminuria with 13 
— basal, hydrocephalus 

from bili 


— — pupil reacting | to light 
but not to accom- 


modation in Opi 
— blood culture in 56 


— cerebrospinal, acetonuria 
from ©.< 
~ -— acute general ‘tender- 
ness in . 591 


MEIGE’S DISEASE 


Meningitis, cerebrospinal, contd. 


— — Cheyne-Stokes breath- 


ing from 108 
— — coma from sramelalia 
— — erythema in 222, 225, 591 
— — green vomit in 225 
— — headache in . 225, 295 
— — hemiplegia from 303 
— — herpes facialis in 225 
— — hyperpyrexia in 309 
— — lumbar puncture in 
147, 22 
— — meningococci in 22 
— — photophobia from 52 
—— purpura in 225, 553, 
554, 591 
— — pyrexia in 225 
— — pyrexial crises in 566 
— -— relation of posterior 
basal to eee Oo 
— — rigidity of face in 729 
— — rigor in 3 594 
— — somnolence in .» 225 
— — vesicles in 225, 591 
— choroid tubercles with.. 307 
— coma from 144, 566 
— constipation in .. 128 
— convulsions from 120, 
144, 145, 146, 307, 511, 515 
— deafness from 2 166 
— diphtheria mistaken for 590 
— drowsiness from 566 
— dyspepsia simulated by 315 
— encephalitis simulating 
120, 511, 591 


foreign body in larynx 
mistaken for .. 
Meningitis, general 
ptoms of 
gummatous, 
from . 
— pain in ‘the face from 
headache from 120, 294, 
315, 323, 515, 525, 711, 
hemiplegia from : 
hypertension of cerebro- 
spinal fluid with 
irritability in 
Kernig’s sign due to 
leucocytes in cerebro- 
spinal fluid in ; 
lumbar puncture in dia- 
gnosing 147, 225, 304, 
307, 315, 417, 439, 
511, 515, 525, 566, 
in malignant endocarditis 
malignant endocarditis 
simulating 
meningococcal, S inci- 
dence of 
— arthritis with 
Meningitis, meningococcal, 
general account of 590, 
hemiplegia from 203, 
hydrocephalus after. . 
hyperacusis in 
leucocytosis with 
lumbar puncture 
diagnosing . 
pyrexial crises of 
recovery from 
retracted head in 
temperature chart in 
tuberculous simulating 
meningococci causing . 
occipital headache from 
optic neuritis from 120, 
307, 515, 
pain in the back from.. 
paraplegia from 510, 514, 
photophobia due to 
pneumococcal 305, 567, 
posterior basal, Cheyne- 
Stokes breathing from 
— — coma from.. 
— — headache from 
— — hemiplegia from .. 
— — hyperpyrexia in 309, 
— — relation of cerebro- 
spinal to.. 
— — rigidity of face in.. 
pyrexia with 145, 511, 
pyrexial crisesin 310, 
retracted head from 295, 
323, 566, 589, 590, 
retropharyngeal abscess 
mistaken for .. 


sym- 


315, 


in 


dysarthria 
6 


MENSTRUATION 


Meningitis, contd. 


rigors rare in 


OO 


simulated by otitis media 202 
simulating sinus throm- 


bosis Peo 
— sinus thrombosis simu- 
lating . 120, 591, 597 
— spinal, atrophy of leg 
EFOM ere she se ey) 
— — convulsions in « 138 
— — crural monoplegia 
from ne -. 499 
— — fever in op ley) 
— — girdle pain in.. - 260 
—-— lumbar puncture in 
, 439 
— — meningococci in . 417 
— — opisthotonos in 2 417 
— — optic neuritis in . 417 
— — pain in head and neck 
Tal 138 
— — part of cerebrospinal 
meningitis. 417 
-- priapism. from. . 538 
— — pyrexia in be ALT 
— — sciatica simulated by 439 
— — simulating tetanus .. 138 
— — syphilitic 260, 499 
— — Wassermann reaction 
with . 499 
— squint dueto .. bo Gulls, 
— staphylococci causing .. 305 
— stiff neck from 295, 649 
— strabismus from 323, 515 
— streptococci causing .. 305 
— suppurative, due to 
bacillus coli .. 090 
— — — diphtherize . 590 
— — from cavernous sinus 
thrombosis « 229 
— — Cheyne-Stokes breath- 
ing from LOS 
— — coma from 117 
— — — first sign of 118 
— — hemiplegia from 303 
— — hyperacusis in 308 
— — hyperpyrexia in 309 
—-—due to influenza 
bacillus 590 
— — leucocytosis with 361 
—-— lumbar puncture in 
147, 511 
— — from otitis media 84 
— — photophobia from 525 
— — prognosis in .. 590 
— — rapid pulse with 84 
— — retracted head in . 589 
— due to typhoid bacillus 590 
Meningitis, suppurative, 
various causes of 
— tache cérebrale in 702 


Meningitis, 


tenderness of scalp in 710, FA 


tuberculous, 


abdomen 
retracted in . 
age incidence of 
Biot’s breathing in.. 
bradycardia from 
bradypnoea in 
from caseous glands. . 
Cheyne-Stokes breath- 
ing from 108, 
in children oe 
choroidal tubercles in 


. 566 
. 990 


84 
84 
84 
385 


147 
84 


515, 590, 640, 


coma from 147,147 
convulsions in G0: 
duration of - 566 


tuberculous, 
general account of .. 
headache in 566, 574, 


590 


590, 640 


hemiplegia from 
hyperacusis in 

hyperpyrexia in 309, 
irregular pulse with.. 


«. 303 
. 308 


310 
147 


leucocytosis with 360, 36I 


no leucocytosis in 
lumbar puncture in 
147, 511, 


lymphocytes in cerebro- 
no PAB 
7) 38D 


spinal fluid in 
after measles. . 

meningococcal 
lating . 
optic neuritis in 566, 
590, 


simu- 


paralysis in 


. 640 


640 


590 


640 


- 566 


847 
Meningitis, tuberculous, contd. 
— — photophobia from .. 525 
== prognosis in’. . . 590 
= prolonged pyrexia in 566 
— — pyrexia from 147, 566, 
574. 590 
— — retracted head in 589, 640 
— — rigidity of face in 729 
= — squint from .. 147 
— — tache cérébrale in 702 
— — tachycardia from 84. 
— — typhoid simulated by 566 
— — — simulating .. . 565 
— — unilateral convulsions 
from 147 
— — vomiting from 574, 
590, 640 
— unilateral paresis from.. 118 
— vomiting from 120, 148, 
30h. OLDS Qarmrol de 
515, 525, 574, 590, 
640, 765, 768 
Meningocele, dystocia from 200 
— exophthalmos from 229 
— paraplegia from 510 
— pulsation of : Sot BBA) 
— puncture in diagnosing 230 
— situation of (Fig. 102).. 230 
Meningococci, in cerebro- 
spinal fluid 305, 590 
— (Plaie XXVIII) 614. 
— within leucocytes Se tl 
— meningitis on 146, 
25, 305, 590 
— in otitis ee 422 
— spinal meningitis se ALS 
Meningomyelitis, acute bed- 
sore from .. 208 
— gangrene from .. 255 
Meningomyelocele. . 694 
Menopause, epistaxis at.. 221 
— flushing at 241 
— hypothyroidism, at 409 
— male, priapism from 538 
- menorrhagia at 387 
— metrorrhagia at aye NO) 
— nervous symptoms at.. 409 
— noises in ears and 123 
— obesity at Se 409 
— phantom tumour at 45, 691 
— thyroid extract beneficial 
at 409 
MENORRHAGIA . 385 
anemia and 2, 387 
— from arteriosclerosis 388 
— calcium and 387 
— chilblains and . 387 
— from cirrhosis 387 
— cold hands and. . 387 
— from constipation 387 
— dead fingersand .. 387 
— distinction from metror- 
rhagia es . 386 
— — metrostaxis ... 386 
— from emphysema 387 
— endometritis 185, 192, 387 
— exanthemata 387 
— excessive ovarian activity 387 
— fibroid 391, 688, 689 
— in Grayes’s disease’ 388 
— from hemophilia 387 
— heart disease 387 
Menorrhagia, list of causes 
of . 386 
— at menopause 387 
— from prevention of con- 
ception 388 
— at puberty 387, 392 
— from purpura wood 
— with retroversion 387 
— salpingo-oophoritis and 
387, 690 
— from sarcoma of uterus 387 
— scurvy Ae exel( 
— sexual excess 888, 392 
— subinvolution Ais Pte 
— tight lacing 387 
— treadle machine 387 
— uterine congestion 387 
Menses, excessive (see Men- 
orrhagia) 
Menstruation, age of start- 
ing a ie 
— calcium and ‘ . 392 
— excessive (See Menor- 
rhagia) 
— flushing with 241 


848 


Menstruation, contd. 
headache from .. 
internal secretions and. 
noises in ears and - 
pain in the back from.. 
— breast from .. 
in pregnancy .. 
thyroid gland enlarged 
during 
vicarious 
— blood per anum from 
— epistaxis from 
— hemoptysis from 
Mensuration, abdominal, in 
ascites 
— in hip-joint disease 6a) 
— with ovarian cyst : 
Mental backwardness, from 
cerebral diplegia ise 
— — embolism 
— cases, salivation in 
changes, in general par- 
alysis ae as 
— Graves’s disease i 
defect, in congenital 
syphilis 3 
— cretinism 
Mental deficiency in child: 
ren, signs of .. ; 
lalling andy i 
with porencephalus . 
priapism from : 
with spastic paraplegia 
— speech defect and 
deterioration, from alco- 
hol : 
disease, insomnia from. 
dullness, in typhoid fever 
failure, from cerebral 
softening 
state in 
sclerosis 
symptoms, 
dolorosa : 
Mental symptoms, 
alcoholism 
— in lead poisoning .. 
— myxcedema 


disseminated 


- in adiposis 
from 


trouble, from plumbism 
Meralgia pareesthetica 
Mercurialism, albuminuria 
in me : se 
— occupations causing 
— taste loss from .. 
Mercury, acute cedema of 
tongue from .. 5.6 
albuminuria from 
anemia from .. 
anuria from 
bleeding gums from 72, 
a a 
eachexia from .. ae 
chancre healed by 5 
condylomata cured by. . 
in congenital syphilis .. 
curing rabbit skins 
curious results of taking 
deafness from i 


HPI) ml Wea ge 


— in diagnosing gumma . 
— — nature. of ulcer ‘of 
tongue ‘ 

— — syphilis 99, 199, 480, 

560, 588, 604, 
— dysphagia from 3 
— erythema from .. 
— foul taste from .. 
— gumma of liver and 
— intolerance to . 
— iodide, in syphilis 
— leucopenia from ye 
— necrosis of jaw from .. 
— oedema from . att 
— peculiarities of sweat 
after 
— peripheral neuritis from 
61, 65, 
— poisoning, eee aan 
from *.. ae 
— — anuria from .. 


— — disseminated sclerosis 
simulated by : 
Mercury poisoning, general 
account of 
— — occupation and 
— — paralysis agitans simu- 
lated by 


144 


. 623 
- 126 


725 


. 148 
. 410 
. 465 


119 
119 


— from peripheral neuritis 465 


34 
439 


MENSTRUATION 


Mercury poisoning, sym- 
ptoms of : a 33) 

— in pseudoparalysis . 348 

— purpura from . 553 


— in rabbit-skin curing . 30 
— salivation from 383, 73, 
542, 726 
— speech defect from a ea 
— stomatitis from 33, 73, 
74, 266, 542, 726, 740 
— taste loss from .. ae LOD 
— tremor from 33, 724, 726 
MERYCISM Ae . 388 
— vomiting simulated by 764 
Mesenteric embolism (see 
Embolism, Mesenteric) 
— glands (see Lymphatic 
Glands, Mesenteric).. 130 
— heemorrhage 767 
— plexus lesions, meteorism 
from - 309 
— thrombosis (see Throm- 
bosis, Mesenteric) 
Mesentery, hydatid cyst in 
657, 658 
— loaded with fat.. . 45 
— thick contracted 48 
— tumour of, kidney simu- 
lated by 354, 663 
Mesotan, dermatitis from 755 
- erythema from .. 222 
Metacarpal, enchondroma 
of (Fig. 282) . 671 
— bones, tuberculous dis- 
ease of . 668 
Metacarpus, node ‘on, from 
yaws . 403 
Metallic tinkling, with 
pneumothorax 168 
Metatarsal neuralgia .. 439 
Metatarsus, node on, from 
yaws .. 403 
— tender, in Norton’ Ss dis- 
ease .. ae 439 
METEORISM : 388, 389 
— abdominal distention 
ir OTe 655, 656 
Meteorism, effects of .- 656 
— hysterical : 390 
— (and see Tympanites) 
Methseemoglobin, spectro- 
scope in detecting . On 
— spectrum of Gee phe “80 
— inurine. 275 
— — after drugs 157 
Methzemoglobinzemia 5 GH 
— cyanosis in Lot, GL 
Methzemoglobinuria, black 
urine from «. 745 
— from drugs ae DaO 
— polycythemia and ie OOD 
— spectroscope in dia- 
gnosing 284 
Methyl-orange test for free 
HOl oo PAL 
Methyl- salicylic acid 222 
Methylene blue 641 
— — blue urine from .. 747 
— — in detecting pancreas 
disease : Ae eyte) 
— — — urinary fistula 397 
— — diagnosing pyloric ob- 
struction 653 
— — green urine from . T47 
— — mucus stained by .. 399 


in searching for amcebee 77 


— — spectroscope band of 747 
— — in sweets 747 
— — tests for Ae TAT 
Methyl xanthin, uric acid 
from : a ao 
Metritis, chronic . 193, 194 
METRORRHAGIA .. 390 
.— in acute yellow atrophy 333 
— from carcinoma uteri .. 391 
|— chorion-epithelioma .. 391) 
— circulatory lesions ay 
— distinction from menor- 
rhagia .. 386 
— — metrostaxis .. 386 
— from endometritis OO 
— hemophilia + 392 
— leukemia 392 
Metrorrhagia, list of causes 
of . 390 
| — from polypi A oe 
— at puberty ~» 392 


(-- metrorrhagia 


MICTURITION 


Metrorrhagia, contd. 
— from purpura .. a6 
ruptured tubal gestation 593 


— sarcoma uteri 391 
— scurvy . 392 
— sexual excess . 392 
— sloughing fibroid 5 ooh 

— tuberculosis uteri ~ oon 
METROSTAXIS . 392 
— aneemia from 32 


— distinction from menor- 
rhagia a A 
55 OS 
Metrostaxis, list of causes of 392 
Mica-like scales, in pityri- 


asis rubra pilaris . 488 
Microblasts 22 
— (Plate II, Fig. F Bee 
Microcephaly, dwarfism 

from .. . 188 
— facies in . wes ailteda} 

| — idiocy with AG, altekes 
— infantilism with . 189 

Micrococcus catarrhalis, 
cold dueto .. aye hehe! 


nasal discharge due to 178 


— — in otitis media 5 CRY 
— — phthisis é .. 641 
—— gore throat due to .. 613 
— — urethritis due to 70 


— melitensis, Malta fever 
and 466 
—--in Mediterranean fever 566 
—— urine .. muy ed 
— rheumaticus, in infective 
endocarditis .. 209 
— tetragenus, in Pave . 645 
Microcytes Ae 
— (Plates IT, M1). 22, 24 
Micromelia.. : 188 
Micropsia .. : 763 
Microscopical examination 
— — for bilharzia . 19 
— — blood in stools 15 
— — cystin. 161 
-- detecting chyluria .. 108 
— — — elastic fibres . 642 
———  malingering of he- 
matemesis . 266 
— — — meat fibres in stools 116 
= unicracia. » VAL 


diagnosing actinomy- 
cosis 74, 375, 458, 

677, 683, 698 

adenoma recti ba (Ae) 

antral tumour . 685 
carcinoma 180, 184, 
186, 230, 390, 391, 
422, 430, 480, 580, 
585, 615, 686, 687, 

690, 697 

cause of hematuria 276 

chorion-epithelioma 391 


— — — cysticerci .. 405 
— — — eczema marginatum 250 
--- endometritis 300, 301 
— — — endothelioma . 180 


epithelioma 74, 179, 
379, 381, 619, 684, 


701 Mal, 138 
— — — erythrasma enzo 
— — — favus 247 
— — — gum tumours Ae at 


Hodgkin’s gland .. 379 
hydatidiform mole 186 
intestinal fermenta- 


tion eee 
— — — leprosy os ae OD 
— —— malignant effusion. 290 


melanotic carcinoma 730 


. 386 | 


— — — meningitis . A417 | 
— — — multiple benign sar- 
coid 405 | 
— — — nature of ulcer 483, 
588, 739 
— — — nephritis . 212 
— — — orbital tubercle .. 230 | 
— — — ovarian tumour .. 690 
— — = oxaluria 5 Pike: 
— ——.Paget’s disease .. 730 
— — — polypi .» 186 


polypus of ‘uterus.. 391 


— — — pyelitis ae wea ls 
— — — pyuria raven y ss) 
— — — rodent ulcer 5 abey 
= — = sarcoma ~39l, 672; | 
684, 731 | 


Microscopical exam., contd. 
diagnosing sebaceous 


cyst 353 -. 623 
— — — sloughing fibroid .. 391 
— — — tinea .. 223, 249 
— — — torsio testis 480, 696 
— — — triple aes a 524 
— — — tubercle - 146 
— — — — of uterus - 39L 
— — — tuberculous breast 686 
— — — — glands o2 OF 
— —-— — tongue 698 
— — — ulcer of larynx 199 
— — — xanthoma .. a er 
— — distinguishing new : 

growths 588 


essential in albuminuria 5 
Microscopical examination 
of feeces .-. ‘170, 519 
— in pancreatitis .. 101 
fowl’s blood corpuscle 
detected by EOC 
for osazone crystals.. 262 
of pleuritic effusion.. 104 
semen in sterility .. 647 
sputum. in phthisis .. 286 
in stomatitis .. 542 
supraclaivcular eland. 380 
Microscopical. examination 
of tissues, technique for 390 
— — of vomit 766 
Microscopists, eyestrain in 446 
— specks before eyes in .. 72 
Microsomia (see Dwarfism) 
Microspora, ringworm from 247 
Microsporon Audouini, ring- 
worm from .. AC 
— canis, ringworm from .. 
— felineum, ringworm from 
— furfur, dhobie’s itch from 
— — tinea versicolor from 
— minutissimum, dhobie’s 
itch from : .. 250 
— — erythrasma from oe aa! 
— tardum, ringworm from 247 
Microsporosis ae we 247 
phe SRA ABNOR- 4 
MALITIES OF 7393 
— arrested, -by bladder. 
growth We 
— — calculus 470, 
— cessation of, after injury 278- 
— difficult, from enlarged 
prostate ee 
Micturition, difficulty Tee 
Micturition, increased fre- 


247 
247 
247 
250 
250 


quency of __.. 394 

— — from appendicitis 394, 
582, 677 
— — bacteriuria 70, 394 
— — balanitis la os S94 
— — ealculus -. 594 


carcinoma of ‘bladder 
41, 281, 394, 471, 


472, 580, 582 

— — — rectum os ee Be 

— — — uterus ee O94 

— — in children ~. 394 
— — from chronic ne- 

phritis AS tb, BOs 

— — coli bacilluria .. og4 
— — cystitis 194, 393, 470, 

578, 581, 742 

— — diabetes <. S326 60, 395 

— — diverticulitis . 453 


enlarged prostate 281, 
393, 394, 396, 534, 742 


— — after exercise. ;: .. 394 
= —-from fibroid < ~. 394 
— — gonorrhea . . 182 


hyperacidity of urine 394 


— — irritable bladder 398 
— — movable kidney 280, 394 
— — ovarian cyst .. .. 394 
— — oxaluria 394, 424 
— — pelvic lesions... 394, 742 
— — penile calculus -. 394 
— — peritonitis RP i) 
— — phimosis -» 3gf 
— — polyuria and.. .. 534 
— — from prostatic ab- 
scess sie .. 470 
— — prostatitis 393, 470 
— — pyelitis 3938, 576, 578 
— — pyelonephritis . 578 
—— pyosalpinx . 394 


renal calculus 278, 393, 394 


Micturition, 


— — in renal colic 394 

— — — lesions eee: OWA) 

— — retroverted gravid 
uterus 394 

— — salpingitis 394 | 

— — small meatus.. 394 

— — stricture : eriOod 

— — tuberculous bladder 

471, 534, 579 

— — —. kidney PALES, Paes 

28253005099) 011,009 

— — — ureter 473 

— — ulceration of bladder 580 

— — undue acidity 742 

— — ureteric calculus 472 5 978 

— — ureteritis "472 

— — uric acid and. 742 

— — vaginal examination 

in detecting cause.. 3894 

— — from vesical calculus 

282, 471, 579 

— — worms. 394. 

= interruption of, by stone 
in bladder 184, 282 

— — urethral calculus 282. 469 

— involuntary, in epilepsy 143 

— muscles of, nerve are 
of .. 499 

— nervous control of 397 

percueltion: 0 , Night frequency 
0 

— nocturnal, with ‘arterio- 
sclerosis e : 12 

— — granular kidney 12 

ere uOn: normal features 
0 

Micturition, painful, general 
account of 469, 470, 471 

—-—(and see Pain on 

Micturition) 

— precipitate, from spinal 
cord lesions ve off 

— scalding on, from bacteri- 
uria e ce eee) 

--—in gonorrhoea 182, 700 

Micturition through fistulee 397 

Miculicz’s syndrome 

(Fig. 3) 25, 695 

Mid-brain lesion, facial par- 
alysis with : 493 

— tumour of, deafness from 166 

Mid-brain, tumour of, signs 
of 727 

Middle cer ebral artery (see 
Artery, Middle Cere- 
bral) 

Middle-ear disease (see 
Otitis Media, and Otor- 
rhea) 

— — heemorrhage into 166 

Midwives, chancre of finger 
in ae oe) 240) 

Migraine, acetonuria THA Ge 4 

_ amblyopia from 759 

— aphasia in 626 

— blindness in a5 thor 

— central scotoma in 759, 760 

— glaucoma simulating .. 233 

— headache in 296, 316, 762 

- hemianopsia in 301, 302 

— hemicrania in .. 760 

— hyperacusis in 166, 308, 309 

— from hypermetropia 446 

— indigestion simulated by 316 

— monocular blindness in 759 

— periodicity of attacks of 316 

— photophobia in.. 525 

— polyuria from 535 

= quadrant hemianopia i in 759 

— ring scotoma in. age (ea!) 

= sick headache and 526 

— sickness in 762 

— tinnitus from é 723 

— unilateral headache in.. 294 

— vertigo in 752 

— vomiting in 760, 765 

— xanthoma planum with 732 

Miliaria an Go 

Miliaria ue notes on .. 755 

Milium F 489 

— colloid 45 fica 

— — skin tumours. from Sao” 

— papule of : 487 

Milk, caseous glands from 

308, 385 

— colic from soe Lilley 


D 


increased, contd. 


| Milk, 


MICTURITION 


contd. 

goats’, Malta fever and 

— Mediterranean fever 

from 

in rennin test 

spontaneous discharge of 

in test meal 

tinged in jaundice 

tinned, scurvy from 

transmission of bromides 
in ae 

— iodides in 

tuberculosis from 


— — peritonitis from 631 
Milkers, cow-pox in 240 
— cramp . 151 
Milky urine, from phos- 
phates 524 
Milroy’ S disease (Fig. 179) 414 
— — cedema of one leg in 
(fig. 177, p. 411)... 415 
Mimicry, nervous, of arth- 
ritis 00) 
Miners, nystagmus - in . 407 
- phthisis (see Phthisis, 
Miner’s) 
Mines, workers in, anky- 
lostomum DBM Gc 81 
Mirror, in distinguishing 
trance from death 85 
— makers, mercurialism in 33 
Mirth, exaggerated, from 
lenticular degeneration 238 
Miscarriage (see Abortion) 
Mitral area, bruits in (see 
Bruits) 
— — definition of .. 89 
— disease, bruits of 2 
— — gastritis with. . ae (43 
— — loss of appetite with.. 43 
—-— pain in epigastrium 
from , . 437 
— — passive congestion of 
liver in Ae Sie 
— — polycythemia with . 34 


with 
endocarditis, distinction 
from mitral stenosis. 
regurgitation, from ad- 
herent pericardium 
89, 90, 
albuminuria from 210, 
from alcoholism 
aortic disease 46, 89, 
90; 211, 212; 288, 
arteriosclerosis 89, 90, 
ascites from 46, 210, 
from athlete’s heart... 
back-pressure from 46, 
benefited by rest and 


digitalis 
— — bruit of 89, 
—-— cardiac impulse dis- 


placed from 
cardiorespiratory bruit 
simulating . 
Mitral regurgitation, causes 


Mitral regurgitation, arate 
ters of bruit with 

— after chorea .. 

— from chronic nephritis 

— clubbed fingers from 

congestion of face from 

-- couch from 

Mitral regurgitation, from 

dilatation of left ven- 

tricle .. 90, 211, 212, 

dyspnoea from ; 

from endocarditis 

epigastric pulsation 


from me 
— — from fatty heart 89, 
— fibroid heart . 89, 


Mitral regurgitation, “general 
account of 

from granular kidney 
hemoptysis from 


— failure from 46, 

from high blood- 
pressure =H 

hydrothorax from 

from infective endo- 
carditis 


tuberculous glands from : 


heart enlarged with 89, : 


466 


. 566 


320 
181 


A only) 


pulmonary second sound 


89 
298 
AJOL 
210 


210 | 


MOORE’S TEST 


Mitral regurgitation, contd. 
— — interstitial nephritis 89, 90 


— pulsatile liver from .. 


211 
left ventricle enlarged 
from . 206 
liver enlarged from . Gon AKG) 
loud pulmonary second 
sound. with 
with mitral stenosis. . 
from myocardial 
changes 53, 89, 90, 
nutmeg liver with 
cedema from 
orthopnea from nite 
palpitation from 210, 
with pericarditis 211, 
polycythemia with . 
precordial bulging with 
89, 
pulse irregular with.. 5 
after rheumatic fever 
site of impulse with. . 
thrill from 210, 
tricuspid regurgitation 
from 


210, 


Mitral regurgitation, various 


Mitral 


stenosis, accentuated pul- 


causes of 


erage second sound 
in 1 95, 288, 
acute " dilatation ot 
stomach in. 
after acute endocardi- 
tise oe y 
acute rheumatism and 
485, 
after acute rheumatism 
age incidence of 
ante-mortem clot 


704. 
96 
in 

. 289 
209 


heart from.. ¢ 
aortic disease with .. 
apical diastolic bruit 

from xe 93 
ascites with "46, 538, 694 
atheroma of pulm onar y 

artery from 215, 289, 291 
auricular aig eles 


AAG are ig, EY! 
— fibrillation in 94, 548 
bronchiectasis from .. 292 


bronchus stenosed from 292 
stenosis, bruits of 
(Fig. 39) 22) 94 
without bruit 2, 53, 485 
cardiac dullness in 216, 289 
— impulse displaced in 216 
cerebral embolism from 


303, 304. 
after chorea . ee Die 
chorea from .. . 104 


clubbed fingers from {111 
congestion of the lungs *™ 
from a . 215 
difficulties in diagnosing 53 
digitalis for meat OS 
disappearance of bruit 548 


— thrill of . 548 
distinetion from endo- 
carditis 2 


epigastric pulsation in 


facies in ‘ 53 
fibroid lung from 292 
forces causing bruitsin 94 
hemoptysis from 149, 
286, 288, 289 
heart failure from 14, 

46, 53, 55, 418 
hemiplegia from 303, 304 
high ingore 

with . 14, 55, 81 
hypothermia — in (Fig. 

142 Ja soweal 
induration of the lungs 

from 215 


infarction of lung from 289 
irregular heart with 2, 94 
left auricle hyper- 
trophied from . 292 
— ventriclenotlargein 94 
lividity with .. . 694 
malar flush from 485, 704 
mid-diastolic bruit in 94 
mistaken for emphy- 


sema a ey, wD 
mitral regurgitation 
with e 


and dilated from 215 | 


95 


849 


Mitral stenosis, contd. 
— — myxcedema simulating 
nephritis simulating. . 
nutmeg liver with 334, 
cedema of legs with.. 
orthopnoea with 418, 
palpitation from 
panting from.. 
paroxysmal 
cardia from 
polycythemia with 
532, 


tachy- 


polyuria in 
precordial pulsation i in 
presystolic bruit with 
53, 93, 216, 289, 
pseudo-bradycardia in 
pulmonary apoplexy 
from Bc ae 
— embolism from 
— regurgitation from 
935 


pulsating liver with.. 
pulse fast and irregular 
Tere 23 fe 
— irregular in 14, 55, 
b] 
reduplicated second 
sound in 95, 216, 
288, 
right ventricle enlarged 
from 
second sound inaudible 
ane) 3 
— — see-saw impulse with 
Mitral stenosis, signs of . 
— — site of impulse with. . : 
— slapping first sound in 
2,-95, 216; 289, 
sputum in det 
systolic bruit in 95, 
tachycardia from 703, 
thrill in 216, 
tricuspid stenosis with 
vocal cord paralysis 
from 


Modesty, blushing from .. 


Moebius, myopathy of 

Moebius’s sign 215. 

Molar, unerupted, pain in 
jaw from 


— — skiagram in diagnosing é 


Mole, epithelioma starting 
from 
— hairy, 
— hydatidiform, blood- 
stained discharge from 
— — chorion-epithelioma 
after : 
— — microscope 
egnosing F 
— sarcoma starting fr om 
$79, 381, 


in dia- 


— tubal 
Molimina 
Mollities ossium, 
account of 
Molluscum contagiosum, 
characters of . 
— — keratosis follicularis 
simulating .. 
— skin tumours from .. 
fibrosum (/'%g. 291) 
— of vulva : , 
Mongolism (fig. 90) 190, 
— double-jointed thumbs in 
flat occiput in .. 
heart disease with 
knock-knee in .. : 
tongue swollen in 190, 
Monoplegia, brachial 501, 
Monoplegia, brachial, hys- 
terical 
Monoplegia, crural, ‘general 
account of are 
from difficult labour .. 
hysterical 
limping from : 
from meningeal heemor- 
rhage .. : 
— spastic infantile : 
Montgomery’ s gland, swollen, 
in pregnancy. 
Moore’s test, alkapton and 
— — indican and .. 
Moore’s test for sugar 


54 


general 


548, 5 


— thrombosis from .. § 


over spina bifida 5 


». 132 


38 
By) 
694 
694. 
694 


. 484 


588 


215 


186 
731 


=. 393 


17, 18 


242 


133 
Woe 
(lal 


oh AUS: 


237 
1g 


sg Le 
§ Ae 
gli 


698 
502 


503 


262 


262 


. 262 


850 


we oe (oF 
illustration 
158 


Mooren’s ulcer 
Moorhead, Dr., 
lent by 5 : 
Moral deterioration, from 
alcohol 
Moran-Axenfeld diplobacilli, 
conjunctivitis from .. 231 
Morbus ceeruleus (fig. 67) 157 


526 


— — blood count in . Dad 
— — clubbed fingers from 111 
—— polycythemia in .. 532 | 
—-—(and see Congenital 
Heart Disease) 
Morbus cordis sine mur- 
mure as 
— coxe senilis , | 346 
— maculosus of Werlhof 
553, 556 
Morgagni, hydatid of, cyst 
‘from .. 481 
Morgan’s bacillus, ptomaine 
poisoning from ed, 


— — summer diarrhoea from 384 
Morison, Prof. Rutherford, 

illustrations lent by 

142, 234, 389, 664, 865, TES 
Morning diarrhoea "172, 173 
- sickness, in chronic alco- 

holism. . 51, 267 
— — in pregnancy . . 393 
Morphia, abdominal pain 


GOO Sc c 426 

— amenorrhoea from 18 

— bradypnoea from Ru Oe 
— Cheyne-Stokes _ breath- 

ing from Hee LOS 

— coma from 118 
— contra-indicated in en- 

terospasm . 426 

— — peritonitis .. 425 

— convulsions from .. 144 

— leucopenia from ae ole 

— palpitation from 484, 486 
— prick marks in diagnos- 

Ingee. <3 .. 486 

— tremor from 724, 726 

— urticaria from . aye! 
Morphine, glycuronic acid 

from . 261 


— reduction by urine after 261 
Morpheea, atrophic striz of 529 


— baldness from 5 mit 
— distinction from leuco- 
dermia it 529 
— lines atrophice simu- 
lating .. ‘ So ea) 
— violet border of. 529 
Mortar-making, dermatitis 
ROWDY i 755 
Morton’s disease . . 439 
Mortuary attendants, warts 
of so PAO 
Morvan’s disease . 62, 257 


Morvan’s disease, syringo- 
myeliaand .. 
Mosquito bite, itching from 540 
— — malaria and 3 eA ees) 
— — swelling of face from 674 
— — vesicies from .. 4 Tae 
Motoring, sore throat from 615 
Mountaineering, anes 
fT OTe rete 5 Be 
— noises in the head in . 406 
— shortness of breath from 89 
Mousy smell, of favus . 246 
Mouth, athetosis of +) 232 
— bleeding of, from heemo- 
philia . 3 . 2738 
— — in Hodgkin’s disease.. 274 
Mouth, bleeding nevi of 
(Plate: XVIT) Pewe92 
breathing, foul taste from 705 | 


— — snoring from . «. 61304 

— bullous “dermatoses af- | 
fecting . 74, 99 

— chicken-pox affecting .. 616 — 


congenital syphilitic erup- 
tion round . 400 | 
herpes of TBA | 


— injury to, ptyalism after 542 
— Koplik’s spots in (Plate 
ce a 228 
— neviin .. 283 
— pain in .. Set 74, 267 
— pigmentation in (see 
Pigmentation in the 
Mouth) 


MOOREN’S ULCER 


Mouth, contd. 
— sears round, in congeni- 
tal syphilis 

— small-pox affecting 

— sore, in pellagra : 

—-— angles of, in con- 
genital syphilis (Vg. 
107 2 


Movable kidney (see Kidney, 
Movable) 
Mucinoid substances 
ascitic fluid .. 
Mucocele of  gall- -bladder 
253, 254 
colitis 
Muco- 


in 
50 


Mucomembranous 
(see Colitis, 
membranous) 

Mucous colic (See Colic, 

Mucous) 

membranes, affected by 

bullous dermatoses . 

blanching of, from 

severe hemorrhage 

favus of 50 

hemorrhage from, in 

blood diseases é 

— in pseudo-leukeemia 

— in scurvy-rickets .. 

— into, in septic states 

herpes of 4 Sis 

leprosy affecting : 

neevi of 275, 283, 

pigmentation of, in 

Addison’s disease 82, 

(and see Pigmentation 

in the Mouth) 

rhinoscleroma affecting 7 


— — ringworm affecting .. 247 
— — syphilis affecting 404 
— — telangiectases of . 221 
— shreds in stools, simulat- 
ing tape-worm 399 
— tubercles in perineum .. 620 
— — on scrotum 621 
Mucus and blood in stools 
(see Stools, Blood and 
Mucus in) 
— excess of, in gastritis 43, 
317, 320 
— from nose “ 178 
— shreds of, from mucous 
colitis . 115 
— stained by eosin 399 
-- methylene blue 2. 309 
MUCUS IN THE STOOLS 
(and see Stools) 170, 398 
— urates simulating . 740 


— uric acid with .. 741 


| - — stools 101, 170, 172,2 41, 328 | 


MUCUS IN THE URINE. . 399 
Mulberry rash ne . 339 
Multiple benign lupoid 405 
Multiple benign sarcoid 405 
Multiple serositis, ello 
account of 106 
Mummification 255 
Mumps, atrophy of testis 
from 66 
— cervical adenitis simulat- 
Inciaan 617 
= deafness from 2) L6G 
— dysphagia from.. 198, 617 
— earache from -1,. 202 
— epididymitis from 66 
— epididymo-orchitis from 
478, 696 
— hydrocele from .. .. 481 
— leucocytosis rare in 360 
— lymphocytes in cerebro- 
spinal fluid in. . 305 
— orchitis from 66 
— pancreatitis in . Se MOY) 
— ptyalism in ae «n D42:) 
—rigorrarein . 595 
~ salivary glands enlarged 
in : = ¥ 617, 694 
— gore throat from 613, 617 
— testicular abscess in 622 
— trismus simulated by .. 729 
Murmur, vesicular (see 
Vesicular Murmur) 
Murmurs (see Bruits) 
— intracranial 123 
Musce volitantes . 7 
— — from plethora Dork. 
| Muscle fibres, in kidney 
tumours 356 


MY ELOCY TES 


Muscle, contd. 
— intercostal, overstrained, 
from bronchitis . 432 
— —— pain in chest from 432 
— — stitch from overstrain 
of ns 454 
- laceration "of abdominal 593 | 
Muscle tone, mode of bo 


tenance + [hye 
Muscles of arm, ueehe 
supply of . 504 | 


Muscles of arm, root inner- 
vation of a 

calcification of . 

electrical reactions 
normal 


50 dais 
of 


— in rickets 
hemorrhagic knots in, 


in scurvy 556 
— hyperalgia of, anaesthesia 

with . 606 
- hypotonia of, in tabes 

dorsalis sie .. 236 
— injury of, contracture 

ironies. . 148 
Muscles of leg, innervation 

of 98, 499 


Muscles of Teg, spinal seg- 
ments associated with 498 
ossifiaction of oy LAS 
pain in (see Pain in Muscies) 
parasites encysted in .. 729 
rupture of, purpura from 553 


— slow relaxation of, in 
Thomsen’s disease .. 584 
— swelling of, in myositis 
ossificans .. 143 
— swollen, in trichinosis .. 464 
= tenderness of (see Ten- 
derness of Muscles) 

— trichinellain .. 464 
MUSCULAR ATROPHY . 59 
— — progressive (see Pro- 

gressive muscular 
atrophy) 
— dystrophy, primary (see 
Myopathy) 
Muscular rheumatism 138, 
431, 443, 467 
Musculo-cutaneous nerve 504 


Musculospiral nerve (see 
Nerve, Musculospiral) 
Mushrooms, hzmoglobin- 
uria from : 
Mussels, urticaria from 
Mustard plasters, erythema 
from “te 


— sore fingers from 239 
- vomiting from .. 765 
Mutism (and see Speech, 
Loss of) 
— aphasia distinguished 
from . 624 
— in dementia «. 623 
— melancholia .. 624 
Myalgia, cervical, lhead- 
ache simulated by .. 294 
Myalgia, general account of 467 
— intercostal, tenderness 
APOMI | is 707 
— pain in the chest from . 430 | 
— — limbs in fs 463 
— tenderness from 431, 706 


Myasthenia gravis, bulbar 


paralysis simulating 198 
— — drooping of eyelids in 235 
— — — of chin in » 239 
Myasthenia gravis, dysar- 

thria in 627 
— — dysphagia from 197, 543 
Myasthenia gravis, electri- 

cal reactions in - 584 
— — exhaustion in woo 
Myasthenia gravis, facies in 

(Figs. 111, 112) oe 235 
— — knee-jerkin .. . 359 
— — muscles affected in .. 197 
— — nasal voice in. . . 627 
— — ptosis in . 541 | 
— — ptyalism from 543 
— — rapid fatigue in Olt F 


regurgitation of food 764 
risorius weak in Se EN 
sneering appearance in 235 
zygomatic muscles 

weak in .. ws 


.. 582, 583 | 
flabby, with fatty heart 212 | 
se the | 


Mycelium in erythrasma .. 

| — favus 3.3 

| — ringworm “ 

— tinea versicolor. . 

Mycetoma .. 

| Mycosis fungoides, general 
account of 

| — — itching in 

— — hyperpyrexia from .. 

— — from injury.. 

— — strangury from 


9 | Myelitis, anesthesia from. 


| — compression, pain at um- 
| bilicus from... 
constipation in .. 
contractures after 
difficulty in micturition 
with sts 
gangrene from .. 
girdle pain in 
knee-jerk lost after 
paralysis of bladder in. 
— one leg from . 
precipitate defecation 
from 
pupil reacting ‘to light 
but not to accommo- 
dation in 


transverse, anesthesia 
with 
without anesthesia .. 
from aneurysm 
ankle clonus from 
anterior cornual 
changes in . 
atrophy of 
from 
cervical cord affected 


muscles 


yi 
from compression 389, 
cystitis from .. 


drawing up of legs 
with : 

extensor plantar reflex 

from 

Myelitis, transverse, ee 
account of .. 

— — girdle pain from vi 

— — hyperesthesia with .. 


in oe 
Myelitis, transverse, injury 


knee-jerk 
from 

— lost from .. 
loss of reflexes from. 
main-en-griffe from .. 
from new growth 
pain and oe 
paraplegia from 


increased 


514, 
priapism from a 
R.D. from 61, 62, 
retention of urine in.. 


simulating amyotro- 
phic lateral sclerosis 


atrophy .. 
from softening 


sphincter trouble from 
62, 
from spinal caries 
— thrombosis. . 
syphilis 
tympanites from 
wasting of muscles 
from 61, 
urine dribbling in 
| Myclocytes (Plates II, IV) 


22, 


— in aplastic anzemia 
— eosinophile (Plate 
Fig. N, p. 22) 


7F. 


0 
— in Hodgkin’ s disease 23, 
37, 64, 377, 
| — leukemia 23, 24, 55, 64, 
274, 
ie lymphadenoma .. 
a — lymphatic leukemia 
5 | — lymphocytes simulating 


62, 140, 5 


dorsal cord affected by 


— — incontinence of urine 
é 


and... 389, 5 


515, 


— progressive muscular 


.. 516 
spastic paraplegia from 62 


Abaca A Le, Heneral account 


251 


-- 247 
-. 247 
. 250 


736 


. @3i 
540 


Myelitis, acute bedsore from 258 


309 


. 310 


649 
608 


.. 484 
ne 128 
. 138 


-. 399 
.. 25D 
.- 260 
+. 308 


398 
496 


314 


551 


retention of urine i in 396, 398 


62 
516 
578 

62 


140 


62, 68 


516 
436 
140 


62 


“2 


140 


.. 389 
.. 389 
«3 38a 

. 389 


515 


. 398 


23 
23 
23 
635 
632 
23 


26 
23 


Myelocytes, contd. 

— neutrophile ae Sg 83 

— in pernicious anemia .. 

— polymorphonuclear cells 
simulating .. bio 


— in splenic anemia . 58 
Myeloid sarcoma (see Sar- 
coma, Myeloid) 
Myelomata, albumosuria 
with .. a7 
Mylabris, bull from yi 
Myocardial changes, ac- 
count of A o. (14 
— — age incidence of 90 
— — from alcohol .. 704 
— — ascites from .. .. 46 
— — back-pressure from .. 46 
— — Cheyne-Stokes breath- 
ing from res 
-- digitalis and . 485 
— — dyspepsia simulating 485 
— — dyspneea from 2300 


engorged lungs from 90 
first sound like second 
sale Ay Ac 
gallop rhythm with .. 300 
heart block with ... 83 
heartburn simulating 297 
heart failure from 14, 
46, 108 
heart impulse displaced 
with ae 
— large from .. .. O54 
insomnia from - 
irregular heart from.. 
— pulse from.. a6 
liver enlarged from .. 
mitral regurgitation 
from Pa, sos BYU 2a 
Myocardial changes, mode 


of estimating. . 88 
— — Nauheim treatment 
and . 485 
— — nutmeg liver from 368 
-- cedema frome 90, 300 
— — in old people.. 85 
— — palpitation from 300, 
484. 485 
—-—yrheumatic .. .. 7104 
—- shortness of breath 
from F 85, 90 
— -— simulating adherent 
pericardium au 04 
Myocardial changes, some 
forms of -- 484, 485 
— — syncope from 300 


systolic bruit from 89, 300 


— — from syphilis. . 704 
— — tachycardia trom 704 
— — varieties of 46 
— — (and see Heart, Fatty : : 
and Heart, Fibroid) 
Myocarditis, general ac- 
count of a tA 
— pain in the back from .. 716 
— parenchymatous, acute 
dilatation of heart 
from 214 
— — in acute fevers La vale! 
Myocardium, chronic affec- 
tions of © 53 
Myocardium, diseases of, 
general account of 212 
— rheumatic nodulesin .. 405 
Myoclonus . 136, 137 
— chorea electrica ‘and Wate 
— localized convulsions 
EON’ ie 144 
— parathyroid glands and 137 
My okymia, in intermittent 
claudication .. 441 
Myoma cutis G32 
Myopathy, age incidence of 60 
— arm involved by 509 
— atrophy of muscles in 60, 
509, 514, 583 
— deep reflexes in. 59 
— drooping eyelids. in 235 
— dysarthria from 628 
exophthalmos in 235 
Myopathy, pa of (Figs. 
10) 235 
~ tani’ ees in 509, 512 


— fibrillary contractions in 504 

~ no fibrillary contraction 509 

— fibrillary contractions 
rare in oe ric, 33) 


MY ELOCY TES 


Myopathy, contd. 
— Friedreich’s ataxy simu- 


lating .. my KO) 
— infantile .. mE OLO ous 
— — paralysis simulating.. 60 
— juvenile . 510, 5138 
— knee-jerk lost in 358 
— Landouzy-Dejerine type 514 
— limping from .. 362 
— lordosis from (fig. 66) 156 


— orbicularis palpebrarum 
weak in - -. 239 


— paraplegia from Pa okO 
Myopathy, peripheral neu- 
ritis distinguished from 

513, 514 

— -— — simulating .. Bi a) 

— plantar reflex in 68 

— pouting lips in .. 235 


Myopathy, pseudo-hyper- 
trophic 113, 509, 510, 513 
— — climbing up self in 113, 251 
— — waddling gait in ac iol 
— no R.D. in 59, 509, 513 
— reflexes in weOLs 


— rire en travers in OD 
— scoliosis from 153, 154 
— shoulder involved by 509 


Myopathy, some account et 513 
— synonyms for 135 
— talipes in ey kLS 
— Tooth’s paralysis distin- 


guished from. 60, 113 
Myopathy, types of 59, 135 
Myopia, crescents in 415, 416 
- nyctalopia from 763 


— optic disc in (Plate XT “) 416 
— pupil large with . 551 


— strabismus from . 649 
| Myositis, from cold and 
| damp 475 
— infective peri-arthritis 
and ae .« 475 
— from injury ike .. 475 
— intercostal, tenderness 
from 706, 707 


interscapular pain from 461 
occupation neurosis simu- 
lating . . 476 
Myositis ossificans s« 143 
trismus simulated by 729 


{ 


— pain in the limbs from.. 463 
— — muscles from.. . 464 
— — the shoulder from .. 474 


- rheumatic, torticollis from 142 
Myositis of shoulder region a 
— tenderness of spine from 7 
Myotonia atrophica (and 
see Myopathy) ~ 135 
Myxcedema, adiposis dolo- 


rosa simulating 410 
— age incidence of .. 414 
— albuminuria in .. 38, 414 
— amenorrhcea in.. 18, 388 
— aneemia in ; SS 
— apathy in ae .. 234 
— broad features in 409, 537 
— — hands and feet in 410 
— cerebral tumour simu- 

lated by 38 
— coarse skin in .. .. 234 
— coma in.. TOE AGS) 
— cyanosis in «. 284 
— delusions in 119 
— depression in . 119 
— diabetes insipidus and. . 537 
— dry skin in ss ao GE 
— ears thick in .. .. 234 
— excitation in ng 


— eyebrows defective in ¥ 234. 
— eyelids puffy in. 234 
Myxeedema, facies of Fig 


234 
— — in diagnosing.. 119 
— falling of hair in 409 
— fatty masses in .. 234 


Myxcedema, general account 
of 3 Fo a 


38 
— hair in 38 
— — scanty in 234 


— heart disease simulated 


(ges ae ee ee 414 
Myxedema, hypothyroid- 
ism and es ae, US 


— increasing stoutness in.. 409 
— intellect dull in 234, 409, 537 
— leucocytosis in .. 3 


. 360 | 


NECK 


Myxceedema, contd. 

— lips swollenin .. 

~ loss of strength in 

— malar flush in 38, (fig. | 
104) 234, 

— mental changes in 

— — symptoms in. 

— mitral stenosis simulated 

~- nephritis simulated 38, 234 


— nose broadin .. .. 234 
— oedema in 38 

| — — of leg in 415 
- paralysis agitans simu- 

| lated by ne 234 
— perspiration deficient in 537 
— podgy fingers in a aioli 
— polyuria in 536, 537 | 
— sex incidence of 38, 414 
— skin thickened in nce sGheha) 
— — slow pulse in .. 84, 235 | 


— — speech in aK .. 234 


— swelling of legs in 414, 537 | 
— temperature subnormal 
in : 235, 311 
— thickened ‘fingers in 409 
— thyroid extract in 119, 
235, 537 
— — — diagnosing .. 38, 415 
— tongue swollen in 698 
= quaenaKey Ua’ py, 38 


— weight increased in ss 537 
Myxcedéme fruste 
Myxoma, parts affected by 


ANVI, buccal: blood 
oozing (Plate X VII) 
292, 293 
Nevus of tongue and 
moutn 283 
— urethral, hematuria from 275 
—— anemia from Fi 


— — hematuria from 283 
-- Ta ae in dia- 
83 
NAILS, AFFECTIONS OF 
TH E : . 399 
Nails, brittle 400 
— — from ringworm 250 


— capillary pulsation in a 207 
— congenital syphilis affect- 


| — pruritus of 


| Nasolabial 


| Nasopharyngeal 


ing 400 
— dull, “from + ringworm 250 
— — psoriasis . ae al) 
— eczema affecting 250, 399 
— egg-shell ts .- 400 
— epidermolysis bullosa 
affecting co BY) 
— exfoliation of, from 
eczema no, AOD) 
— — ringworm : 250 
_ favus affecting 247, 250, 399 
— gout affecting 250 
— hypertrophy SOLU .- 400 
— orange-rind like, from 
eczema 399 
— psoriasis affecting 250, 399 
— rheumatism affecting .. 250 
Nails, ringworm of 247, 
249, 399 
— shedding of, from dia- 
betes” 2. 400 
— — locomotor ataxy 400 
— — from syphilis 400 
— pitting of, from eczema 399 
— splitting of, from eczema 399 
— — psoriasis 399 
— spoon .. . 400 
~ thickened, from ring- 
worm .. .. 249 
— time of growth of 769 
— transverse furrowing of, 
from psoriasis 399 
Nails, transverse ridges on 
(Fig. 306) 769 
| Names, proper, associated 
with (see end of In- 
dex) digeages, signs, 
symptoms, tests, etc. 
Nanosomia (see Dwarfism) 
Naphtha, hemoglobinuria 
TTROVEBY oe 284 
— peripheral neuritis from 
61, 65 | 
NAPKIN-REGION ERUP- | 
TIONS 400 


— — seborrheic dermatitis 401 


= seborrhceic’eczema age 
| — sensory areas of (Figs. 


851 


Narcotics, Cheyne-Stokes 
breathing from wa LOS 
Nares, active, in pneumonia 593 
— collapsing, snoring due to 613 
— occluded, anosmia from 612 
— posterior, rhinoscleroma 
affecting 5. fie 
Z 540 
Nasal bones, necrosis of 
(see Necrosis) 
— diphtheria (see 
theria, Nasal) 


Diph- 


| — discharge (see Discharge, 


Nasal) 
— process, enlarged, 
acromegaly 
— septum, dislocated, anos- 
mia from os 
— — spur on, anosmia from 
‘fissure, sebor- 
rhoeic eczema affecting 
— folds, eczema seborrheei- 
cum of : : 
— — in hemiplegia 


in 


catarrh, 
headache from -. 294 
Nasopharynx, fibrosarcoma 
of Hig ae Uos 
— — suppuration in, menin- 
gitis from z oe 
— recurrent fibroma of .. 
Natal fold, oblique, with 
hip disease 
Nates, eczema marginatum 
on : Be 
Navel (See Umbilicus) 
Nayvies, occupation neuro- 
sis in 
— pain in shoulder in 
Nauheim treatment, heart 
affection benefited by 
Nausea, from acute con- 
gestion of liver 
in acute yellow atrophy 
73, 333 


I 


— angina abdominalis 

— from arsenic 

— bacteriuria 4 

— carcinoma of stomach 

270, 

— catarrhal jaundice 

— chronic alcoholism 

— cirrhosis ‘ ae 

— after flushing .. .. 241 

— from gastric ulcer 268, 270 

— gastritis PAT fs 53 fn 

— with intestinal colic .. 425 

— in Meéniére’s disease 

— migraine 768 

- from movable kidney . 

- pancreatitis 

— in pellagra : I 

— phosphorus poisoning. 3 

— phthisis .. - - 

— plumbism ae 

— portal obstruction 

— preceding hzematemesis 

— in scarlet fever 614, 

— from snake-bite 

— tuberculous peritonitis 

Nausea, vomiting and 765, 

— with undue abdominal 
aortic pulsation 

Neck, acne affecting 489, 

- actinomycosis affecting 

— brawny swelling of, from 
angina Ludovici 

- cellulitis of 3 

— chorea electrica affecting 

— cramps in, in tetany 

— erick in .. 

— irritation of back ‘of, from 
pediculosis 

— local fatness of, 
Dercum’s disease 

—lymph glands in (see 
Lymphatic Glands, 
Cervical) 


64, 


in 


| — pain in (See Pain in the 


Neck, and Stiff Neck) 


188, 189, 191) 
— short, in emphysema 
— — thick, apoplexy and 
— sinuses in, from actino- 
mycosis 


2 


and 


85 


Neck, contd. 

stiff (see Stiff Neck) 

swelling of, from aneur- 

ysm opening vena cava 159 

— thyroid gland enlarge- 
ment (see Thyroid 
Gland Enlargement) 

— from vena cava obstruc- 


NECK 


Nephritis, contd. 


NERVE 


Nephritis, chronic, contd. 


Nephritis, acute, exacerba- — — coma in 49 
tion of chronic — — convulsions in- 42 

— — from exposure to cold 42 | — — Cheyne-Stokes preath- 
— — from fungating endo- ing from 108 

carditis 7, 8, 283 | — — chylous fluid in chest 
| Nephritis, acute, general from 106 
account of . 9  — — diarrhoea from ele 
— hematuria in 42, 275, 281 | Nephritis, chronic, effects of 42 

~ Henoch’s purpura — — enlarged heart with 10, 
simulating . 556 11, 42, 54, 109, 274, 408 


tion . : A. Nes 
— syphilis roseola on 4 Bikey 
— tics affecting 136 | 
— ulcer of, from tubercu- 
lous glands ats Buy) 
Necrobiosis of fibroids .. 690 


Necrosis of bone, abscess 


in heart from . 596 | 
— -— acute; mistaken for 

acute rheumatism.. 338 
— — anzeemia with.. 35 


— central, sarcoma simu- 
lated by . 668 
— — pysmia from 596 


— suppurative pericardi- 
tis from 


Sic 596 
of cartilage, in lupus 405 )2, 


735 


— ear bones, otorrhcea from 422 
SSS polypi from «. 422 
— fat (see Fat Necrosis) .. 1381 
— of femur, popliteal 
abscess from. . .. 692 
Necrosis of jaw... 683 
— — stomatitis from 542 
— in leprosy 63 
— of nasal bones, “anosmia 
from 5 612 
— — — bridge of nose fallen 
ina TeOMN st. vy ale) 
—-—- foul breathfrom .. 87 
— — — from injury AS) 


— pus from nose due 
to 

— — from syphilis 

from periostitis 

of pubic bones, scrotal 


179, 


swelling from. 697 
— tibia, talipes from - .. 114 
Necrospermia 646, 647 
Needle in foot .. . 362 
— knee : 362 
— rectum oe .. 084 
Needlewomen, cr 

eesthesia in 444 


Needlework, cramps in arm 


from oe 445 
— eyestrain from .. 446 
— pain in the eyes from 446 


Needling of chest, in dia- 
gnosing empyema 365, 


103, 160 
——-— fluid in chest 104, 530 
— — — hemopneumothorax 

530, 651 


hepatic abscess 


— — —’subphrenic abscess 658 
— — — pyopneumothorax 
651, 652 
— — hemoptysis from 286 
— — subcutaneous ee 
sema from . 2038 
— of meningocele .. 230 
— of joint, in diagnosis 340 


Negro blood, pigmentation 


of mouth from 528 
Negroes, cachexia in dle) 
— dirt-eating in so SR) 
— perverted appetite In. 99 
= picain °. : 99 
— pigmented mouth in 526 
— stomach disease of 99 
— white-tongue in 99 
Neisser, gonococcus of 182 


Neisser’ $s stain, for bacillus 


diphtheriz 157, 614 
Neosalyarsan, erythema 
from 222, 224 


Nephritis, acute, acute di- 
latation of heart from 
albuminuria in 42, 
albumosuria with 
angioneurotic cedema 
simulating (Fig. 178) 412 


211 
281 
16 


— — anyria in : 42 
—-- Cheyne- -Stokes breath- 
ing from eaaos 
— — from chill Hoey te 
— —chronie parenchyma- 
tous nephritis after 408 


mercurial stomatitis in 542 


mitral regurgitation 


| 


from Rc Fe 2d 

— — cedema of 9, 281, 415 
— —-— from beer simulat- 

ing 12 
Nephritis, acute, “without 

cedema piel ie 281 

— — pallor in 42 

— — pneumococcal 9, 42 

— — polyuria after 535 


puffiness of ankles in 42 
— face in 42 
pyrexia in 42 


in secondary syphilis 542 


—— simulated in anemic 
girls -» 413 
— —-— by carcinoma recti 7 
— — = in infants 2 413 
Nephritis, acute, simulated 
by thrombosis of renal 
veins .. 
Nephritis, acute, in " scarlet 
fever 14, oe 614 
— — from a specific ‘fever. 281 
— — streptococcal 9 
Nephritis, acute suppura- 
Bh general account 
0 ae Os 
— — tube casts in 42, 281 
— — without tube casts 10, 13 
— — from typhoid fever 42 
Nephritis, acute, DD 
edema in 
— — uremia from. LOS 
Nephritis, acute, unrecog- 
nized .. 
Nephritis, acute, urine 
changes in 9, 10, 14, 42 
Nephritis, acute, various 
causes of 
— — yena caval thrombosis 
simulating 749 
— amenorrhoea from 18 
— anasarea with 104 
— anuria in = ee re) 
— ascending, albuminuria 
from as 
— — causes of 4 Oe 13 
— — Cheyne-Stokes ‘breath- 
ing from 108 
— — empyema from LOG 
— — hyperpyrexia in 2 a0) 
— — perinephritis from .. 106 
— — pleurisy from RLOG 
— — uremia from 108, 146 
— B. coli with one Aas) 
— — pyocyaneus with 69 
— bulle in. 3 96 
— cachexia with mio SBS, 
— chronic, acute superyven- 
ing on .. 412 
— — age incidence ‘of Aspe wt A) 
-- albuminuria with 76, 
191, 212, 274, 298, 408 
— — — a first sign of apes 
— — albuminuric retinitis 
with 47, 212, 274, 408 
— — ansemia in 11, 34, 76, 274 
— — anasarea with 42 
— — anuria from . 42 
— — apical bruit in = AL 
— arteriosclerosis with. 42 
Nephritis, chronic ascend- 
ing, general account 
0 re a ae | 
— — ascites with 42, 212 
— — blood per anum in 76 
— — blood-pressure high in 
10, 11, 42, 76, 408 
— — breathlessness in ih 
— — cardiac impulse in ae 
— — causes of 7 
— — catarrh of small intes- 
tine from 172 
— — chylous ascites from. 106 


epistaxis from 11, 7 
— first symptom of 


6, 266 
oo 2h 


Nephritis, contd, 


— rigor in .. ss DOS 
- simulated by " chronic 
peritonitis 47 
— — myxcedema 234 
— from scarlet fever 617 
— staphylococcus with 69 
— streptococcus with F 69 
Nephritis, tube casts with 6, 
109, 420 
— tubercle bacilli with 69 
— unilateral 5 281 
— urate deposit uncommon 
with .. Pe 
Nephritis, varieties of 6, 9 
— vertigo from 752 
— in Weil’s disease 336 
Nerve, anterior crural, 
affections of . 
Nerve, anterior crural, dis- 
tribution of 98 


_ Nerve, anterior crural, par- 
498 


alysis of 


| - — — spinal segments de- 


— — frequent micturition 
from OS 
— — — — at night with .. 394 
— — gastritis from aie oe Sth 
— — general cedema in 10 
— — giddiness in 42 
— — heematemesis in 274 
— — hemoptysis from 212 
— — heemorrhages in sat 
— — headache in 11, 42 
—— heart impulse dis- 
placed with eer | 


heart sounds with 10, gt 
high-tension pulse in 274 


— — hydrothorax from 212 
— — hyperacusis in 309 
— — hypothermia in 311 
— — infantilism from 191 
— — infarction of lungs 
from 212 
— — inflammation of serous 
membranes in 11 
— — insomnia in alah 


Nephritis, chronic, interstitial 
(see Granular AU 
irritability in 5 
left ventricle large in 
liver enlarged from .. 
mitral regurgitation 
from ». 298 
morning headache from 294 
nutmeg liver from . 368 
obesity from . . 408 
cedema of legs from .. 212 
— — palpitations in al 
Nephritis, chronic paren- 
chymatous, general 
account of 10, 
polyuria 191, 
274, 298 
radial artery thick and 
tortuous with . 212 
resulting from acute 
10, 408 
retinal changes with 11, 42 


in 42, 


— — — hemorrhages with 212 
—-— ringing aortic second 
sound with.. . 408 
— — shortness of breath in 11 
— — simulated by polycys- 
tic kidneys 42 
— — stertor in 42 
— — thick tortuous arteries 
in : wenn 
-- tinnitus ‘from ~ 723 
— — tubal, anezemia in 32 
— — = coma in : ill 
Nephritis, chronic tubal, 
Rose Bradford type .. II 
— —— uremia in .. Eel lt 
— — tube casts with 76, 
212, 274, 298 
— — uremia in 42, 108 
Nephritis, chronic, urine 
changes in 0 
— — weakness from 76 
— chylous ascites with 109 
— chyluria with 109 
— from cold and damp 10 
— convulsions from .. 144 
— Friedliinder’s bacillus 
with : 69 
— gastritis with 43 
— hemoglobinuria in. 284 
— high blood-pressure in.. 47 
— latent . : 
— logs of appetite with 43 
— myxcedema simulating 38 
— oedema with 109, 413 
— pain in limbs in.. . 463 
— pleural effusion from 104 
— pneumococcus with 69 
Nephritis of pregnancy, 


general account of 6, 8,9 


rived from . 498 
Nerve, anterior thoracic, 
muscles supplied by.. 504 
— — — spinal segments sup- 
plying 504 
| — Arnold’s 148 
| — auditory, noises in ear 
due to lesion of 123 
— — tumour on, tremor with 729 


— cases, obscure, syphilis 
at "the root of 407 

— circumflex, affected by 
weight-carrying 163 

Nerve, circumflex, muscles 
supplied by 0D 
— — neuritis of ve ATT 

— — paralysis of, arthritis 
simulating .. . 506 

— — spinal segments sup- 
plying 505 

— — weight- -carrying affect- 
ing .. a . L638 

= external cutaneous, pain 
in ana 439 

Nerve, external " plantar, 
distribution of -. 498 

— — — spinal segments de- 
rived from .. 498 

Nerve, external popliteal, 
distribution of . 498 
— — — neuritis of . 499 

Nerve, external popliteal, 
paralysis of . 499 

— — — spinal segments de- 
rived from . 498 
— —-— in Tooth’s palsy .. 513 

— fifth, hyperidrosis in area 
of ah an .. 654 
— — neuralgia in .. . 462 
— — — ptyalism from 542 
— — neuroses of 5943 

— — tumour of, anaesthesia 
from galit 
— — — neuralgic pain from cle 

- glossopharyngeal, para- 
lysis of 706 

— gumma of, muscle wast- 
ing from 61 
—--— Rk. De: from 61 


hypoglossal, ape of 
, 135, 543 
impulses, nae rate of 


discharge of . 724 
— inferior dental, neuralgia 
in 462 
Nerve, inferior gluteal, dis- 
tribution of .. 
— — — spinal segments de- 
rived from .. 498 
— inferior laryngeal . 148 
— intercostal, abscess irri- 
tating . 3 2i 4am 
— — aneury sm irritating . 
432, 434 
— — eallus involving . 432 
— — herpes affecting 2, 43k 


new growth irritating 432 


Nerve, intercostal, tender 
points on iid aOG 
— internal cutaneous, neu= 
ralgia of 442 . 
Nerve, internal plantar, 
distribution of =e 


Nerve, internal plantar, contd. 
— — — spinal segments de- 


rived from -. 498 

— — popliteal, claw-foot 
from. lesion of ee 9) 

Nerve, internal popliteal, 

distribution of 

— — — interossei supplied 
by 109 

— — — lumbricales ‘supplied 
by 109 

Nerve, itera popliteal, 


paralysis of. . 
— — — spinal segments de- 


rived from a4 Cys) 
— —-— ulnar nerve homo- 
logue of .. . 109 


Nerve, long thoracic, mus- 
cles supplied by . 504 
Nerve, long thoracic, par- 
alysis of (Fig. 207) 505, 506 
— — — spinalsegments sup- 


plying .- 504 
Nerve, median, muscles 
supplied by . 504 


— — paralysis of, ischeemic 
paralysis simulating 506 
— = spinal segments sup- 


plying 504 
Nerve, musculocutaneous, 

muscles supplied by.. 504 
—-— spinal segments sup- 

plying .. 504 
Nerve, musculospiral, mus- 

cles supplied by . 505 

— — neuralgia of .. - 442 


— paralysis of 65, A04, 506 
— spinal segments sup- 


plying . .. 805 
— new growth on, muscle 
wasting from.. 61 
—-—-— R.D. from.. 61 
— ninth, paralysis of 706 
Nerve, obturator, distribu- 
tion of... 498 
-- geniculate branch to 
knee 4 : 363 
— — spinal segments deri- 
ved from 498 
Meda abtunater, paralysis 
-- spinal - segments de- 
rived from .. 498 
— optic, compression of, 
blindness from  .. 762 
—-— connections of (fig. 
W38)ne ‘ 22300 
—-—hippus from axial 
lesion of -. 002 
—— lesion of one, pupil 
changes from -. 952 


Nerve, optic, opaque nerve 
fibres of (Plate XIX) 416 


— — tumour. of, hyperme- 
tropia from 230 
— — — proptosis due to 230 
— phrenic, ascending fibres 
in ae =e 432) 
— — compression of, no 
pain with .. 434 
— diaphragm supplied by 709 
— — irritation of, by caseous 
glands : ~ 308 
— — — hiccough from 307, 308 
— — paralysis of 65 
— — réle in vomiting 764 
— — roots derived from .. 709 | 
— — twigs to liver and gall- 
bladder 709 
Nerve, posterior scapular, 
muscles supplied by.. 504 
— — — spinal segments 
supplying . 504 
— pudic, neuritis of 193 
— pyriformis, spinal seg- 
ments derived from.. 498 


— quadratus femoris, spinal 
segments derived from 498 
— recurrent laryngeal, com- 
pressed by thyroid 
gland enlargement .. 
= —-—paralysis of (See 
Paralysis, Laryn- 
geal) 
Nerve regeneration, sensory 
recovery after 
— — time required for 


722 


. 583 


NERVE 


Nerve, contd. 
— roots, sacral, injury of, 
claw-foot from 109 
Nerve, sciatic, distribution 
of 498 
— — injury of, talipes from 113 
Nerve, sciatic, paralysis of 


de- 
498 


—-— spinal segments 
rived from. 

— seventh, paralysis of (see 
Paralysis, Facial) 

Nerve, subscapular, muscles 


supplied by . : 
— — spinal segments sup- 
plying j 505 
Nerve, superior gluteal, dis- 
tribution of .. 498 
——-— spinal segments de- 
rived from .. 498 
Nerve supply of heart 433, 708 
Nerve supply of the scalp 
(Fig. 290) 710 
Nerve, suprascapular, mus- 
cles supplied by . 504 
Nerve, suprascapular, par- 
alysis of : . 506 
—-— spinal segments sup- 
plying ; . 504 
— — sgupratrochlear, para- 


lysis of (See Paraly- 
sis of Third Nerve) 
Nerve, ulnar, effects of 
division of...’ . 606 
—= internal popliteal nerve 
homologue of =. LOD 
Nerve, ulnar, muscles Sune 
plied by 
— — neuralgia of .. . 442 
— — paralysis of (see Para- 
lysis, ulnar) 
—- spinal segments supply- 
Ieee .. 504 
Nerve vagus, branches of 148 
— — compressed by thyroid 
gland enlargement 722 
— no pain with . 434 
irritation by aneurysm 703 
— caseous glands 3808, 703 
— hiecough from ~ 308 
— by mediastinal fibro- 
sis 
= tachycardia — 


aise (0S 
from 
703, 
new 


704 
— by thoracic 
growth 
laryngeal paralysis 
from changes in .. 
neuritis of é 
paralysis of (see Para- 
lysis of ‘Twelfth 
Nerve) 
relation to cough . 148 
— — role in vomiting .. 164 
Nerves, callus involving, 
muscular atrophy from 
61, 63 
61, 63 
of 
7 ooS 
contractures 
138, 141 
— muscular atrophy from 63 
= R.D. from 61, 63 
olfactory, absence of .. 612 
— neuritis of . 612 
— réle in taste .. 706 
Nerves, sensory, distribution 
of (Fig. 255) . 605 
Nerves, spinal, distribution 
of sensory divisions of 427 
— thickened, in von Reck- 
linghausen’s disease. . 
Nervousness, accentuated 
first heart sound from 
— from alcohol 
alcoholism simulated by 
extrasystoles from ‘ 
in Graves’s disease 229, 
486, 7038, 
increased knee-jerk with 
irregular heart from 
palpitation from 
polyuria from 
shortness of breath from 
tachycardia from 88, 702, 
tremor from ,;724, 725, 


— — R.D.. from 
electrical. reactions 
normal 
injury of, 
from. 


| 


| 


732 


484, 


726 | 


113, 499 


NEURITIS 


Neuralgia, abdominal 425, 426 
Neuralgia, anterior crural 439 
— from antrum disease .. 180 
— brachial, alternating with 


calcanodynia . 439 
Neuralgia, brachial, ‘general 
account of 442, 443 
— — writer’s cramp simu- 
lated. by pee cL Ove 
| Neuralgia, calcanean .. 439 
| — cervico-brachial a ahi 


pain in shoulder from 475 
from decaying tooth 296, 


448, 710 
— disseminated sclerosis.. 609 
— distinction from head- 
ache 5 .. 296 
— earache from 202 
— from ear lesions Tilly 
Neuralgia, epileptiform 447 
Neuralgia from error of 
refraction . 449 
— external cutaneous . 4389 
— from eye lesions on rato} 
— in gout .. c ea 
Neuralgia, facial, general 
account of 4 
— — ptyalism from . 542 
— after herpes 431, 445, 
448, 754 
— intercostal, aneurysm 
simulating 431, 436, 707 
Neuralgia, intercostal, 
general account of 431 
— — mediastinal tumour 
simulating = HEB 
—— new growth of spine 
simulating . 707 
— — pain on breathing w ith 431 
—-—-— in the epigastrium 
from 436 
— — — hypochondrium from 
450, 451 


— on movement with 431 
pleurisy simulating .. 707 
pneumonia simulating 
432, 707 
spinal abscess simu- 


lating é ove eC OU 
— — — caries simulated by 154 
— — — — simulating . 431 


tender points with 

431, 436, 450 
tenderness from 706, 707 
a-rays before diagnos- 


ing 436, 707 
— intestinal, colic simu- 
lated by ; eS, 
Neuralgia, intestinal, pengenl 
account of {15 
— of kidney, simulating 
stone . 426 


Neuralgia, mammary 430, 431 


Neuralgia, metatarsal .. 439 
Neuralgia minor, general 
account of TAN TA 
— after neuritis te 43 
— obturator . 439 
— in osteitis deformans 7 670 
— ovarian, appendicitis 
simulated ree . 665 


pain in the chest from 


430, 431 

— — jaw from .. 462 
— paroxysmal headache 

and .. 294 

Neuralgia, phrenic .. 431 

— sciatic .. 438 

= in tabes .. .. 431 
— tender spots with 296, 

431, 436, 450 

— tenderness of scalp from 710 

— tinnitus from 123 
Neuralgia, trigeminal, gene- 

ral account of . 447 

— — from glaucoma se heh) 

— — nasal discharge from 178 

— — unequal pupils in . 552 

— trismus simulated by .. 729 
0 | —from tumour of fifth 

nerve Ba ory (flu 
Neurasthenia, ee 

with , 240 

— aneesthesia in 716 
— ataxic epicae’s simu- 

lating .. moe 

— blue brain and . . 163 


Neurasthenia, contd. 

— complete incapacitation 
from 

constipation from 

disseminated sclerosis 
simulating 

dysmenorrhcea from 192, 

dyspepsia from 


— exaggeration of sym- 
ptoms in 

— fatigability in ae 

— headache from... 466, 

— hyperacusis in ai 

— hypereesthesia in 610, 


hysteria simulating 


— imaginary sexual dis- 
order in 

— incubation period of 

— insomnia from 321, 

— intention tremor in 

— irritability in 323, 

— knee-jerks exaggerated 
in 358, 


over-work and .. 
oxaluria and 

pain in the arm from 
— back from 


—.— face in.. ae 

— — limbs from 463, 

— palpitation from 466, 
484, 4 


phthisis simulating 

phosphates in : 

plantar reflex flexor in. 

polyuria from 

from pyorrhcea 

rapid pulse from 

sex incidence of es 

shortness of breath in .. 

strangury in 

suicide from 

temperature subnormal 

in 
tenderness of scalp from 
710, 

Neurasthenia, traumatic .. 

— tremor from ee 

— weakness from .. a 

— worry and 466, 

Neuritis from alcoholism. . 

Neuritis, brachial, general 
account of he 

— from cerebral tumour .. 

— of circumflex nerve 

— contractures from 

Neuritis of external popli- 


teal nerve, in diabetes 
— insomnia from she 
— intercostal, tenderness 
from. 3 706, 
— multiple (see Neuritis, 
Peripheral) 


muscular atrophy from 
neuralgia after .. 
occupation neurosis sim- 
ulating 
olfactory, anosmia from 
optic, albuminuric reti- 
nitis simulating 
Neuritis, optic, appearances 
of (Plate XIX) 
— from atoxyl 
black spots before eyes 
from 5 es 
bradypnocea with 
cerebellar tumour 
cerebral abscess 
147, 306, 
— — hemorrhage 
—-— lesions 84, 85, 


84, 
502, 


146, 
295, 
— tumour, 84, 147, 
306, 315, £29, 502, 
537, 525, 626, 
convulsions and 
from encephalitis 120, 
fungating endocarditis 
headache with 
hereditary 
hypermetropic 
simulating .. 
meningitis, 120, 
515, 525, 566, 
never functional 
optic atrophy after .. 
from otitis media 


dise 


307, 
590, 


| 


craving for sympathy in 7 


853 


626 
84 


590 


854 

Neuritis, optic, contd. 

— — pachymeningitis . 525 
— — pellagra 2 .» 225 
— — plumbism 34, 119, 759 | 


rare with hemorrhage 84 
from retrobulbar neur- 


itis .. 446, 525, 762 

— — sinus thrombosis... 120 | 
— — sphenoidal sinus dis- 

ease : 231 

-- spinal meningitis 417 

— — uremia 85 

— — vertigo and 752 

— — vomiting with 768 
— pachymeningitis simula- 

ting "A477 


pain in the shoulder from 474 
paralysis agitans simu- 
lating .. 
peripheral, from alcohol 
66, 113, 256, 443, 465, 
166, 505, 555, 770 
anesthesia from 56, 606 
ankle-jerk lost in. .. 440 
from arsenic, 34, 64, 
65, 66, 738, 256, 443, 
465, 466, 505, 529 
arthritis simulated by 351 


503 


— — ataxy from SOG 
— — bacteriological exam- 
ination in .. 64 
— — in Banti’s disease 64. 
— — from beer 529 
— — beri-beri 63, 414 
— — bilateral facial para- 
lysis from .. v2 627 
— — blood-count in 64 
— — in cachexia 467 


from carbon bisulphide 65 
cauda equina lesions 


simulating Bo BIR 
— — chemical substances 
causing San 
Neuritis, peripheral, in 
children og HULK 
— — chronic pyzemia 64 
— — cirrhosis 64 
— — contractures from 140, 
351 
— — cramps from 66, 465 


in diabetes, 59, 63, 
140, 255, 443° 466 
diphtheria, 56, 64, 65, 
Se) 153, 154, 
862, 465, 512, 589 
disturbed sensation in 256 
dysarthria from . 627 
extensor paralysis from 56 
fixed pupil in . 514 
flaccid paralysis from 512 
foot-drop from 56 
in fungating endocar- 
ditis A 
— — gangrene from 255, 
Neuritis, peripheral, general 
account of .. 63, 64, 


256 


glove anasthesia from 
from glycosuria 260, 
gout Ae 64, 
hair analysis in - 
high-steppage gait in 
in Hodgkin’s disease 
hyperasthesia in 3 
hyperalgesia in 606, 
from influenza 64, 
140, 465, 
Klebs-Loeffler bacillus 
ATs ge 
knee- ~jerk. lost ‘in 358, 
Korsakow’s syndrome 
with 

Neuritis, peripheral, from 
lead 34, 65, 113, 140, 
443, ace 466, 

Neuritis, peripheral, list of 

causes of ne 

from 


465 
505 | 


61 
leprosy 63, 
(Fig. 206) oad 
in leukemia .. 


— — limping from. ach 
— — loss of power in 514 
— —-— of weight from 770 
— — in lymphadenoma 64 
— — Manchester epidemic 

OL eer, 66, 529 | 
— — in malaria agen eka 


NEURITIS 


| Neuritis, peripheral, contd. 


— — from mercury 33, 65, 505 


| — — muscle atrophy from 


61, 63, 351, 440, 


465, 512, 515, 770 


—-— myopathy simulating 60 
Neuritis, peripheral, myo- 
pathy distinguished 
from .. .. 4513, 514 
— — from naphtha 65 
— — occupation and - 65 
— — edema of legs in . 414 
—-—painin 56, 66, 440, 
463, 465, 466, 505, 512 


paraplegia from 510, 


514, 515 
— — paresis from .. . 256 
—-— pelvic lesions simu- 
lating se OLO 
-- perforating ulcer of 
foot in ay (es) 
— — in pernicious anemia 64 


— — plantar reflex in 68 
— — poliomyelitis simu- 
lating 512 
— — from pregnancy 64 
— — purpura with.. 553 
— — Raynaud’s disease 
simulated by 256 


reaction of degenera- 
tion in 56, 59, 60, 
' 61, 63, 440, 465, 477, 
512, 514, 515 
rectal examination in 515 


— — reflexes in 63, 515 
— — scoliosis from 153, 154 
— — in secret drinkers 66 


Neuritis, peripheral, sensory 
changes from 63, 465, 607 


— — from sore throat . 154 

— — in splenic anemia 64 

—- stocking anesthesia 
from 56 


symmetry of. 56 
from syphilis 64, 465, 466 
tabes simulated by . . d14 
— distinguished from 607 
talipes from .. aay alls 
tenderness with 440, 465 


— — tremor in 65, 250 
— — trophic changes in .. 256 
— — from tuberculosis .. 465 
— — typhoid fever 64. 
— — unsteady gait in 56 
— — wasting from 256, 514 


— wrist-drop from Se a 
of pudic nerve 193, 194 
retrobulbar, age incidence 760 
—-— blindness from 445, 
525, 760, 762 
Neuritis, retrobulbar, gene- 
ral account of 445, 760 
from influenza .. 446 
optic neuritis after .. 525 
pain in eye from 445, 762 


— — photophobia from .. 524 
— — from plumbism .. 446 
— — scotoma from 760, 762 
— — from syphilis. . . 446 


waxing and waning 


sight with .. . 445 
- sciatic . 438 
— of suprascapular nerve. 506 


paresthesia with 440, 515 | 


.— pemphigus of 


NOSE 


Neuroses, contd. 
— yasomotor (see Vasomo- 
tor Neuroses) 


— — albuminuria in 13 


Neurosis, abdominal dis- 

tention from . .. 418 
— anesthesia in eS, 
— caries simulating . ATT 
— cheilitis and a6 Oe 
— diarrhoea from .. Boul ie: 
— disseminated sclerosis 

simulating ae 518 
— earache from . 202 
— of fifth nerve 543 
— hysteria distinguished 

from, ~.- .. 487 
— lachrymation from .. 178 
— nasal discharge from .. 178 
— new growth of spine 

simulating «2 ATT 
Neurosis, occupation 445, 476 
— optic disc examinations 

in cases of suspected 120 
— orthopnea from - 0418 
— pain in the hand from.. 151 
— paraplegia from . 614 
— in pregnancy 543 
— prolonged pyrexia from 563 
— pseudo-angina from . 434 
Neurosis, pyrexia and . 570 
— reflexes with As Gulis) 
— salivation from. 543 


— spasm of oesophagus from 435 

— vaginismus from . 194 

— writer’s cramp simulated 151 

— (and see Hysteria) 

Neutrophile myelocytes (see 
Myelocytes) 

Newborn, abdominal dis- 
tention from cystic 
kidneys in ot ee) 

— hemoglobinuria in . 284 

— intestinal obstruction in 129 

— jaundice of 325, 326, 329 

— malformed rectum in .. 129 

— miliary abscesses in .. 557 

— ophthalmia of (see Oph- 
thalmia Neonatorum) 

23 401 

— prolonged pyrexia in .. 567 

— septicemia in no Lor 

— tetanus in iG :. 430 

— umbilical inflammation 
in OO NE ODE 

— vaginal haemorrhage in» 392 

New Zealand, hydatids in 291 

Nicholson, on ‘testis growths 696 

Nicotine, tremor from .. 726 

Night blindness (and see 
Vision, Defects of) 734, 763 

— — from retinitis pigment- 

osa .. Ao (Ao 

— cramps .. so ail) 

— starts, from hip disease 363 

- sweats in Barlow’s dis- 


ease! =. .. 654 
-- phthisis | 288, 476, 654 
— — rickets os .. 654 
Se UCHLOLSMmErs 321, 402 
NIGHTMARES 402 
Night-workers, pallorin.. 21 
Ninth nerve paralysis . 706 


Nipple, brown in pregnancy 436 
— cracked, pain in . the 


— tenderness of spine from 713 breast from .. . 429 

— vagal, after fevers . 703 | NIPPLE, DISCHARGE 

— — tachycardia from .. 703 FROM 181, 685, 686, 

Neurofibromata, rheumatic 687, , 130 
nodules simulated by 732 | — eczema of eae Sa Cent) 

— skin tumours from . 732 | — epithelioma of .. -. 429 

— in von Recklinghausen’s | — inflamed, pain in the 
disease ae om CMG, breast from . 4 . 429 

— pain from 431 | Nipple, Paget’s disease of 730 

| Neuroma, yulval "swelling | — pink normally .. .. 430 

from ; 700  — retracted by carcinoma. 687 

| Neuromata of brachial | — — in Paget’s disease .. 730 
plexus . 443 | — scabies of oe . 105 

Neuromimesis, ‘arthritic — secondary areola round, 
form of 350 in pregnancy. . . 430 

| Neuromyositis, pain in the Nitrate of silver (see Silver 

limbs from . 463 Nitrate) 

— Senator on .. 464 | Nitric acid (See Acid, Nitric) 

Neuroses of bladder . 398 | Nitrite of amyl (see Amyl 

— blue brain and . .-, 163 Nitrite) 

Neuroses, occupation, of — sodium, in Cammidge’s 
army. ee -- 445 reaction -» 100 

— from pyorrhea.. 74  — — in diazo-reaction » L738 


| — — subcutaneous enn 


Nitroglycerine, angina ab- 


dominalis relieved by 115 
— — pectoris relieved by.. 476 
Nitroprusside test for ace- 
tone. . es 
— — for melanuria 746 
— — (Plate agen: 748 
Nits 5 auf he: 
Nocturnal emission 15, 424. 
— enuresis .. » 424 
Node on bone, after injury 667 
— periosteal, in typhoid 
fever . an eon) 
— sino-auricular ... .. 545 
Nodes, Parrot’s, in con- 
genital syphilis 385, 669 
Nodes, syphilitic 669 
NODULES ae .. 402 
— apple-jelly, in lupus Ja OO 


- cutaneous, from bromides 98 
— iodides As A ass) 
definition of | .. 402 
in erythema multiforme 489 


— lupus 402, 735, 738 
— mycetoma te 136 
— — on elbows a I32 
— — neurofibromata simu- 
lating > 32 
— — on scalp Bs eaktoe 
— in rodent ulcer.. 403, 735 


in skin, age incidence of 338 
— in acute rheumatism 338 


— — Bazin’s disease . 404 
— — from carcinoma . 402 
— — from cysts .. 402 
— — cysticerci . 405 
— — epithelioma .. 403 
— — erythema keratodes.. 404 
— — — nodosum . 404 
— — fibroma .. 402 
— — glanders mie .. 402 
— — gonococcal arthritis.. 338 
— — due to knuckle pads.. 405 
— — in leprosy 63, 403 
—-in multiple benign 
sarcoid .. 405 
— — from myoma.. . 402 
— — in osteo-arthritis ; 388 
— — sarcoma .. 402 
— — scrofulodermia .. 403 
— — syphilis . 403 
— — varicose veins . 404 
— in yaws . 403 


Nodules, subcutaneous, in 

acute rheumatism 14, 
105, 228, 337, 338, 405 
Noises in ears, various 722, 723 


NOISES IN THE HEAD .. 405 
—-— age incidence of .. 407 
— — from anzmia.. . 295 
— — atheroma .. 299 
— — cerebral aneurysm .. 295 
Noises in the head, list of 
causes of .- 406 
— — vertigo with .. . 407 


— — Wassermann’s test in 


- cases of 407 
— headache from . 296 
— hearing better amid 165 
Noma : .._ 255 
— bleeding gum from spore 
Normoblasts (Plate sf dh 
Fig. 2) 22 
Northumberland, ne 
phyton rosaceum in.. 247 
Norway, leprosy in 505 
Norwegian, leprosy in Fig. 
173) . 404 
Nose, acne affecting 489 
| — angioma of 220 


— bleeding from (see Epis- 
taxis) 
— blowing, epistaxis from 


sema from . 

bottle 
bridge of, depressed in 

achondroplasia : 
— — congenital syphilis 

(Fig. 106) 234, 

— fallen in, from injury 
— — nasal bone necrosis 
— — syphilis 
broad, in myxcedema .. 234 
— and flat, in Mongolism 237 
— bullous dermatoses affect- 

ing 4 oi 


99 


Nose, contd. 
— cerebrospinal fluid from 


119, 178 

— chromidrosis of. . . 655 

— crusts in, from atrophic 
rhinitis 5 eS) 

— deformed by exostosis 204 

— diphtheria of .. Wh) 

NOSE, DISCHARGE FROM 178 

-- (and see Discharge, 
Nasal) 

— dry, from fifth nerve 
paralysis me OLD 

— emissary vein to Ae P48) 

— endothelioma of 179, 180 

— enlarged, by rosacea .. 241 

— epithelioma of il), BG) 

— excoriation of, in nasal 
diphtheria 5 lite! 

— fibroma of 220 

— foreign body in 7, 179, 220 

— gangrene of, from em- 
bolism 3 . 384 

— hemorrhage from (see 
Epistaxis) 

— inability . to breathe 
through, from hyper- 
trophic rhinitis 179 

— lesions of, causing epis- 
taxis .. 5s 2PX0) 

— lupus of a Loe 

— picking, epistaxis from 220 

— — from worms .. 519 

— pink os 654 

— polypi in (See “Polypus 
Nasal) 

— projecting, in micro- 
cephaly 188 

— pruritus of ars 540 

— Raynaud's disease affect- 
ing 5 256, 699 

— red, ‘with, cirrhosis Socal 

— regurgitation of food 
‘through (see Regurgi- 
tation of Food through 
Nose) 

— rhinoscleroma of 5 fs 

— rodent ulcer of 179, .735 

— running at (see Discharge, 
Nasal) 

— sarcoma of : Ae Ales) 

— sepsis in, arthritis from 339 

— — foul breath from 86 

— — meningitis from - 590 

— syphiloderm of . . 490 

— tuberculosis of . ao LETS) 

Nuclear paralysis, facial . - 493 

Nuclein, derivatives of - 42 

— phosphates from — Oe 

Nucleoproteid, albuminuria 
and .. 424 

—-in cerebrospinal fluid’... 305 

— nephritis At eg) 

Nucleoproteid, peers in 
urine .. é 

— uric acid from . . 742 

— in urine, with oxaluria.. 424 

Numbness, as an aura of 
epilepsy 67 

— in disseminated "sclerosis 609 

— of fingers, in acropar- 
eesthesia. .. 444 

— — occupation and .. 444 

— after flushing we 241 

— in sciatica - . 438 

— sense of, in paroxysmal 
tachycardia 703 

— from peripheral neuritis 465 

— in tabes .. 609 

Nummular sputum | 149, 641 

Nursemaids, hypertrophy 
of breast in . 685 

— scoliosis in 154 

Nurses, chancre of finger i in 240 

Nutmeg liver (see Liver, 
Nutmeg) 

Nutmeg-grater skin, in 
prurigo ferox.. .. 490 

— — xerodermia -. 488 

Nyctalopia, causes of .. 763 

Nylander’s reagent, alkap- 
ton and . 746 

Nylander’s test for puget 262 

NYSTAGMUS - 407 

— from albinism : 407 

— aural irritation .. . 408 

— amblyopia with 


+. 759 | 


NOSE 


Nystagmus, conid, 


—from anterior polar 
cataract TOO 
— in blind persons . 407 
— from cerebellar abscess | 517 
— — lesions 59 
— — tumour 407, 408, 517, 592 | 
— choroiditis : 759 | 
— colour blindness 407 | 
— congenital cataract 407 
— corneal opacity. . 759 
— disseminated sclerosis 
148, 407, 408, 496, 502, 
517, 728, 760 
— Friedreich’s disease 113, 
140, ae 513 
— hippus with . 552 
— after injury . 408 
— from macular coloboma 759 
— in miners . 407 
— ophthalnia Ape hod! 
— — neonatorum 407, 759 
— persistent hyaloid arter iy 759 
— after poisoning ., . 408 
— from retinitis 759 
— in syringomyelia 119, 
408, 508 
- from unusual _ retinal 
pigment distribution 407 
— varieties of Pre: 04 
— vertigo with 408, 751 
— from working in dim 
light no CAO 
BERMEIER, spiro- 
cheete of (see Spiro- 
cheeta Obermeieri) 
OBESITY .. a .- 408 
— abdominal distention 
from 45, 655, 656 
— amenorrhcea from 18 
— anemia with . 5 Be 
— from cerebellar tumour 410 
— constipation w.th 127 
— with deficient ovarian 
activity 409, 646 
— in Dercum’s disease 410 
— after epididymitis 409 
— in eunuchs 409 
— fatty heart with 53, 90, 212 
— glycosuria and .. 260, 264 
— from hypernephroma .. 409 
— lack of exercise .. 485 
— life insurance and . 408 
Obesity, list of causes of .. 408 
— at menopause .. 409 
— meralgia parsesthetica 
and 3 is .. 439 
— after orchitis 409 
— palpitation from 485 
— pancreatic apoplexy 76 
— from pituitary lesions.. 409 
— a preglycosuric state .. 408 
— shortness of breath in.. 53 
— simulating ascites 44 
— sterility from .. 646 
— umbilical hernia and .. 483 
Obstipation (See Constipa- 
tion) 
Obstruction, intestinal (see 
Intestinal Obstruction) 
Obstruction to urine out- 
flow, causes of 
Obturator externus, nerve 
supply of 498, 499 
— hernia (see Hernia, Ob- 
turator) 


— internus, nerve supply ot of 498 
— nerve 498 
— neuralgia . 439 
Occipital lobe lesions, 
hemianopsia from 302, 552 


— —-— pupil reflex and .. 552 
— — tumour of, visual aura 
with 68 


— lymph glands (see Lym- 
phatic Glands, Occipital) 

— region, flat, in Mongolism 190 

Occipito-frontalis, eyelid 
raised by a 542 

Occipito-posterior presenta- 
tions, dystocia from. 201 

Occiput, pain over, from 


otitis media .. 202 | 


Occult blood (see Blood, 
Occult) 36 


GDEMA 
Occupation, acroparesthesia 
and ee 545 
— actinomyces and 645 
— acute yellow atrophy and 334 
— ankylostomiasis and 81, 520 
— anthrax and 559, 674 
— aortic disease from .. 209 
— arthritis from .. 476 
— aspergillus of lung and 645 
— beri-beri and . 414 
— bulle from 5 KS 
— caisson disease and 307 
— cervical rib symptoms 
ada. 443 | 
— chancre of finger and .. 240 
— chronic pharyngitis from 613 
— chlorosis and Ao sets 
— cow-pox and .. 240 | 
— cramps and 150, 151 | 
— dead fingers from 162, 163 
— deafness and . 166 
— dermatitis from 755 
— in diagnosing heat- stroke 119 
— drugs in sweat and . 655 
= Dupuytren’s contracture 
ami Cleers vs ea? 
— earache from -- 203 
— epistaxis from .. et, 
— epithelioma scroti and 
21, 695 
— erythema from 222, 224 
— eyestrain from .. 446, 524 
— finger numbness and .. 444 
- glanders from) 7. a 645 
~ housemaid’ s knee and.. 476 
— itching and : 540 
— lead poisoning and 417; 147 
— left ventricle enlarged by 206 
— mercurialism and 33, 73, 726 
— nail changes and 399 
Occupation neuroses 445, 476 
— — tremor in 724 
— noises in the head from 406 
— nystagmus and. . 407 
= onychia from .. 400 
— ossification of tendon 
fPOME I, « a5 Al 
— pain in the eyes ‘from .. 446 
— pallor due to = pail 
— peripheral neuritis and 65 
— pharyngitis and DOLE 
— phosphorus ee 
andes se Boo 
— phossy jaw and. 73 
— photophobia from 524, 525 
— pneumonoconiosis and.. 288 
— scoliosis and Ae . 154 
— serratus magnus par- 
alysis and .. +. 906 
— sore fingers from 239 
— — throat from .. 613 
— subacromial bursitis and 476 
— tenderness of spine from 715 
— tinnitus from . .. 724 
— torsio testis and .. 480 
— tremor and .. 151, 724 
— vesicular dermatitis from 
97, 224 
— warts from o% . 240 
— Weil’s disease and 336 
Ochronosis, notes on 528, 746 
— (Plate XX XIII) 46 
Oculo-pupillary fibres, in 
1st dorsal nerve root 509 
Odontoma .. .. 683, 684 
— trismus simulated by .. 729 
— microscope in diagnosing 74 
Gidema of abdominal wall, 
from tuberculous peri- 
tonitis : = (RE | 
— from acute nephritis 
281, 412 
~ amniotic bands. .. 410 
— in anemic girls .. 412 


Edema, angioneurotic 410, 4tt, 
(Fig. 178) 412 
CEdema, angioneurotic, 
acute attacks in 
acute cedema of tongue 
in é 
albuminuria in 
angina Ludovici simu- 
lated by .. 7, 699 
aspirin effects simu- 


| 


lating ae -» 673 | 
— — death from . 699 | 
Sys Venehadavect:) whcl yy . 226 


13 | 
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Edema, angioneurotic, contd. 

— — electrical reactions in 584 
erysipelas simulated in 226 
erythema in... 223, 226 
of face 2 673 


— — familial nature ‘of 226, 699 
— — family history in 7 099 
— — febrile attacks in .. 414 
— — hemoglobinuria with 284 
— — legs affected by .. 414 
-= limb pains in. 226 
— — cedema of hands and 
arms from . 5 Gale 
— — ptosis from .. 541 
=e Dy? Xia) I eer 20 099) 
— — rigor in pag 
— — tongue swollen in « LaBIg) 
-- tracheotomy in age (ee) 
— — urticaria simulating .. 673 
— — vomiting in .. 22) 226 
— from antitoxic sera . 410 
— of arm (one), from 
aneurysm : 411 
— — — from carcinoma of 
breast 411 
— — — from mediastinal 
growth .. ee lel: 
— — — g-rays in diagnosing 
cause of .. . 411 
— arms, from aneurysm .. 159 
——-— opening superior 
vena cava 92 
— — angioneurotic cedema 413 
-—- growth of lung 159 
— — hemorrhage into intra- 
thoracic sarcoma .. 159 
— — — mediastinum 159 
— — — thymus 159 
— — heart failure .. 413 
— — mediastinal fibrosis .. 159 
— Raynaud’s disease AVS 
Edema of arms, from vena 
cava obstruction 159, 
413, 751 
— from arteriovenous com- 
munications .. oo AHH 
— from aspirin 410 


(EDEMA, ASYMMETRI- em 


CAL {0 
— of back from vena cava 

thrombosis 7, 52, 749 
— bladder, in cystitis 578 
— from bromides . .- 410 
— bulle with 96, 97 
— from cellulitis 410 
— chyluria with 109 
— congenital 410. 
— from drugs 410 
— in eczema A 562 
— of eyelids, in cavernous 

sinus thrombosis 597 
— — from crying .. 413 
— — in glaucoma .. ae Loo 
— — Graves’s disease .. 236 
— — nephritis ne 9, 412 
— — ptosis from .. d41 
— — from trachoma See BAl 
— — in trichinosis . 464 
— face from aneurysm 92, 159 
— — angina Ludovici 413 
-- angioneurosis 673 
— — anthrax 413 
— — arsenic 413 
— — cellulitis 413 
— — coughing 413 
— — colds 413 
— — crying 413 
— — erysipelas 413 


fungating en docarditis 7 


— — growth of lung 59 
— — hemorrhage into medi- 
astinum ae BY 
— — heart disease. 673 
— — measles F els. 
— — mediastinal fibrosis eaeLOG 
_—— myxcdemasimulating 38 
(Edema of face, neck, and 
arms, list of causes of 415 
- — in nephritis 412 
— — from poe iodide 413 
— — renal disease. ee Oitiss 
— — toothache s% a BANG) 
— — in trichinosis.. 464 
CEdema of face, from vena 
cava obstruction 92, 
159, 413, 673, 751 


_—— from whooping-cough 413 


856 


@dema, contd. 


of feet in chlorosis 37, 
— with cirrhosis 

— in erythromelalgia 

— polymyositis .. 

from filariasis 

general, in infants 


274. 


from portal obstruction 272 


— — fungating endocarditis 
— — gastro-enteritis 413 
— — nephritis OleLG 
— — snake-bite 337 
— of genital organs, in 
acute nephritis 9 
— hands, from angioneu- 
rotic cedema .. 413 
— — heart failure .. .. 413 
— — myxcedemasimulating 38 
— — from Raynaud’s dis- 
ease : . 413 
— head, from vena caval 
obstruction 751 
— inner side of eyelids, 
from conjunctivitis .. 231 
— from iodides 410 
— jelly-fish stings. . 224 
— of labia, in nephritis 412 
labium minus 701 
Edema of larynx, acute 
bacterial .. 419, 616 
— — in angina Ludovici .. 699 
— — from ‘Bright's disease 
159, 420, 650 
— — iodism 159, 418, 650 
— — laryngeal obstruction 
from 5 . 418 
- — from laryngeal ulcera- 
tion si LG 
— — orthopnea from 418 
— — stridor from .. we OOO 
— — suffocative, laryngeal 
paralysis simulating 495 
- leg (one) in Milroy’s dis- 
ease (Ciigsl77).. 4 
— — — from pelvic tumour 411 
- — — from phlebitis 414 
- — — rectal examination 
with 5 a! 
--- thrombosis" 8, 410, 749 
— — — vaginal examination 
with . 411 
— legs, albuminuria with. . 412 
-- “from anemia. : 413 
— — angioneurotic ‘cedema 414 
— — ankylostomiasis 54 
— — from aortic ee 
tion 207 
— — with arteriosclerosis. . a 
— — ascites . 52 
— — from back pressure 52. 212 
— — in beri-beri .. 63, 414 
— — Bright’s disease 105, 412 
— — cachectic states 413 
—-— from carcinoma of 
kidney 2 DW) 
—- — — recti 50 if 
— — chlorosis oe 413 
— — chronic nephritis 212 
— — in convalescents 414 
— — after duodenal ulcer.. 414 
— — from emphysema 217 
— — after fractured femur 414 
— — after gastric ulcer 414 
— — with granular kidney | 11 
— — after hemorrhage . 413 
— — from heart failure 52, 
105, 412, 413, 694 
— — high blood- -pressure . 212 
-- Hodgkin’ $s disease 413 
— — inferior vena cava ob- 
struction. 414 
— leukeemia : 413 
Edema of legs, list of causes 
of . 415 
— — from malaria. 413 
— — malignant cachexia .. 413 
— — massage for .. 414 
— — in Meige’s disease 414 
— — from mitral reeurgita- 
tion 210, 2TH 
— — myocardial changes 90, 300 | 
— — myxcedema micelle! 
— — nephritis 412, 413 
— — with nutmeg liver .. 334 
— — in old people . 414 
— — peripheral neuritis 414 
— — pernicious anwemia .. 413 


CEDEMA 


Q@dema of legs, contd. 


— pseudo-leukeesmia  in- 
fantum : 

in Raynaud’s disease 

from renal growth .. 

simulated by myx- 
cedema, 

from splenic anzemia 

starvation ; 

syphilis 

with tricuspid regurg gi- 
tation : 

tube casts with 

from tuberculosis 


varicose veins 5 
vena cava obstruction 


749, 
from ligature .. ‘ 
lineze albicantes from .. 
over liver abscess 


of loins, 
lungs, acute, in Bright’s 


after typhoid fever .. < 


in nephritis 9, 


disease 420 
from lymphatic obstruc- 
tion . 410 


— with malignant ‘pustule 559 
— over mastoid a0 OSH 
— in Meige’s disease . 226 
— from mercurials .. 410 
— of neck, from angina 
Ludovici .. 413 
— — anthrax a CBU! 
— — cellulitis - 413 
— — erysipelas 413 
(Edema of neck, from vena 
cava obstruction als; 751 
— with nephritis .. 109 
— from neurotic ligature. . 411 
— nutmeg liver with . 368 
— of palms, in erythema 
keratodes .- 408 
— penis in nephritis . 412 
— pleural effusion and .. 104 
— with polycystic kidneys 42 
— polyuria after 535, 536 


of prepuce, from balanitis 617 


— from chancre. 5A Bug) 
retina .. 416 
scalp, in nephritis 5 Ae 
~ from superior longi- 
tudinal sinus throm- 
bosis é ae DEM 
— wound infection . 410 
scrotum, in nephritis .. 412 
— from peri-urethral ab- 
scess 3 Oi 
from sea-cat pricks . 224 


of soles, in erythema 


keratodes .. 405 
— solid, from lymphatic 
obstruction te 411 
GDEMA, SYMMETRICAL 411 
— from thrombosis .. 410 
CEdema of now acute, 
causes of aor 698 
— transient 411 
-— of trunk, from renal 
growth 7 
— umbilicus in tuberculous 
peritonitis ee AS 
(Edema, universal. . ale 
— — from aspirin .. i} 
~— — beer swilling .. .» 412 
— — in Bright’s disease .. 105 
— — from drugs wa 413 
— — infusion 412 
(Edema, universal, list of 
causes of : - 415 
— — from snake-bite . 413 
— from venous obstruction 410 
— of vulva, in anasarea .. 701 
— from weever-fish pricks 224. 
Csophagismus .. 435 
| isophagoscope 195, 196 
in diagnosing foreign 
body in cesophagus .. 267 | 
Cisophagus, aneurysm 
opening into 267, 120, 
265, 434 
— bean in . (Fig. 95) 195 
— bone impacted in 195 
— bullous dermatoses affect- 
ing ee? = 99, 
— cardiac end of, ‘site of . 
sensibility of. . 194 
— chicken-pox affecting 0 GG 
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@sophagus, contd. 
cicatricial stenosis of 435 
coin impacted in = 15} 
epithelioma of (see Car- 
cinoma of Cisophagus) 
foreign body in 194, 196, 
265, 
hematemesis from affee- ' 
tions of 265 
idiopathic dilatation of 
(Fig. 98) 198, 
opened by foreign body 
265, 
— mediastinal new growth 
265, 267 
of, by ab- 
subclavian 


obstruction 
normal 
artery : enL.G 
acetonuria from oe 4 


— — anzmia from. : Ra) 333) 
—— by aneurysm.. +195, 434 
—— bougie in diagnosing 763 
— — cachexia from 33 
— — by carcinoma 195 
— — constipation from 123 
— — after corrosives 194 
— — from fibrous stricture 194 
— -— foreign body .. 194 
— — leucopenia with 5 onl 

Csophagus, obstruction of, 
list of causes of 63 

-=- - cesophagoscope in dia- 
gnosing ae 195 
— — pain in the chest from 430 

—-— a-rays in diagnosing 
(Fig. 95) 195, 763 

Csophagus, obstruction of, 
general account of 194-6 
— — from tooth-plate . 194 


— pouch of, vomiting due to 763 
Esophagus, pouches of .. 196 
— small-pox affecting .. 616 
spasm of, dysphagia from 435 
— neurotic as . 435 


— — pain in chest from 435 
— vagus branches to 148 
— varicose veins in, haamate- 
mesis from 265 
Oidium albicans 74. 
— — in sputum .. 645 
— tropicale. in Ceylon . 645 


—— phthisis simulated by 645 
— — in sputum .. 645 
Oil of cade, erythema from 222 


Oils, volatile, bulle from.. 96 

Old’ age (see ‘Age and Age 
Incidence) 

Olfactory aura. OS 

— nerves (see Nerv es, Ol- 
factory) a 2 612 

Oligeemia, clefinition of 20 


Oligocythzemia, cord changes 


267 


from 69 
— definition 2 20 
Oligochromeemia, definition 20 
Oligospermia, sterility from 
646, 647 
Oliguria (see Anuria) 
Olivo-ponto-cerebellar atro- 
phy 127 
Omentum, abscess “of (see 
Abscess, Omental) 
— cyst of ate 661 
— fat necrosis in .. aie COM 
— in hernia.. 675, 682 
— hydatid cyst in .. 657, 658 
— lesions of, pelvic pie a 
due to 688 
— loaded with fat. , 45 
— matting of, from ‘chronic 
peritonitis Sa Gi 
— simulating enlarged liver 
48, 367 
— thickened by carcinoma 49 
—-— colon growth simu- 
lating es ~» 425 
— — stomach growth simu- 
lating 425 
— tumour of, bile- duct ob- 
struction DY «se oe Bol 
— — jaundice from S wioo hol 
— — kidney simulated by 354 
— — malignant 331 
— — movable kidney simu- 
lated by 663 
— — simulating enlarged — 
liver ‘ 331 


Omentum, contd. 


| — — spleen simulated by.. 664 
— — tuberculous 331, 661 
— in umbilical hernia 483 
Omphalo-mesenteric duct, 

cyst of 483 
Onions, foul breath from.. 86 
— — taste from , 708 
Onychauxis 400 
Onychia i 400 
Onychogryphosis . . 400 
Onychomycosis 249 
Onychorrhexis -. 400 
Oophoritis, pain in iliac 

fossa from 452 
— — pelvis from 468 
Opaque nerve fibres, optic 

(Plate XTX 16 
Operation, abdominal, he- 

matemesis from 266, 274 
— acetonuria after t 
— acute dilatation of stom- 

ach after Arana t Wifes} 
— — peritonitis after «0 992 
— for angioma of tongue.. 699 
— anuria from 40, 42 
— in appendicitis .. .. 454 
— aspiration pneumonia 

after set 299) 
— atrophy of testis from.. 66 
— bradypneoea after 84 


bronchopneumonia after 289 


— cervical closure after .. 18 
— coli bacilluria after 70 
— in coli bacilluria , 455 
— diagnosing actinomycosis 

of liver 375 
— — antral tumour . 685 
— — appendicitis . . 450 


appendicular adhesions 458 
breast tumour 8 
caleulus 41 
carcinoma 317, 459, 686, 687 
cause of fesces per 


urethram -. 238 
— — — intestinal  obstruc- 
tion . 241 
— — cholecystitis .. 450 
— — diaphragmatic hernia 652 
— — duodenal ulcer e400 
— — hematocele 481, 482 
— — hydrocele of hernial 
SEXO) Sic So atten 
— — lipoma of cor d 681 
— — mucocele ate . 254 
— — nature of pelvic swell- 
ing + 691 
— — new growth of testis. . 696 
—-— submammary abscess 686 
— — torsio testis .. 480, 696 
— — tuberculous abscess of 
liver 375 
— — — breast 686 
— — — iliac glands 459 
— — ureteral calculus 455 
— — ureteritis . 455 
— distinguishing empyema 
from abscess in the 
liver we Pre lLOS 
— — — from § subdiaphrag- 
matic abscess 103 
— double pupil from 175 


embolism of lung after.. 2 


— empyema after .. . 106 
— for empyema of gall- 
bladder 254 
— enuresis cured by eer al: 
— epididymo-orchitis from 478 
— epistaxis from .. sm) 220) 
— in error, in tabes 484 
— erythema from .. . 222 
— fistula after . 620 
— hemoptysis after . 106 
— hypothermia after eau 
— infarction of lung after 106 
— infective parotitis after 694 
— in jaundice cases, fatal 
oozing after .. 558 
— neurasthenia after 715 
— cedema after : 411 
— pain in pelvis after 468 
— paralysis of palate after 
588, 589 
— — pharynx after 588 
— pleurisy after «oO: 
— for pneumococcal ar- 
thritis Bc 340 


Operation, contd. 
— pyemia after 
pyrexia after A 
regurgitation of food 
through nose after .. 
retention of urine after 
status lymphaticus and 
subphrenic abscess from 
for tuberculous ceecum. 
typhoid joint 
ulceration of larynx fr om 292 
urgent, for diverticulitis - 
- strangulated hernia 


335, 596 


— — volvulus 3 452 
— urinary fistula after Bod, 
-- (and see Laparotomy) 

Ophthalmia, catarrhal 23 
— gonococcal, arthritis and 340 


infectious ae erewiol 

neonatorum, anterior 
polar cataract from.. 7 

arthritis and .. 4 


— — blindness from 761 
— — corneal opacity from 
759, 761 
—— gonorrheal .. 5 Sst 
— — nystagmus from 407, 
759, 761 
— — perforation of cornea 
from 759 
— = ulceration with 231 
— photophobia from .. O24 
Ophthalmic artery (see 
Artery, Ophthalmic) 
— veins, engorged, in cay- 
ernous sinus thrombo- 
sis 229 
Ophthalmoplegia (and see 
Paralysis ;. and Stra- 
bismus) with bulbar 
paralysis 135 
— interna 551 
— from plumbism. . 34 
OPHTHALMOSCOPIC AP- 
PEARANCES 415 
— (Plates XTX, ace 416, 418 
OPISTHOTONUS . soc Ws 
— in hysteria 138, 417 
— meningitis 417 
— strychnine af 417, 599 
— in tetanus 138, 417, 599, 730 
— from uremia - ae ALT 
Opium, bradypncea from 84 
— Cheyne-Stokes a eared 
from : oe LO8 
— coma from 5 AEs) 


constipation relieved by 124 
headache from .. a6 2D 
hypothermia from 119, 


310, 311 

— poisoning, alcoholism 
simulating 5 LG) 
— — coma in 5 a, 


heat-stroke simulating 310 
lavage of stomach for 118 
pin-point pupils in 


Oyo LO 

—-— pontine hemorrhage 
simulated by es 
— — — simulating - 310 


— and see Morphia) 
Oppler-Boas’ bacilli, with 
gastric carcinoma 316, 
320, 766, 767 
Opponens minimi digiti, 
nerve supply of . 504 
— pollicis, nerve supply of 504 
Opsonic index, in diagnosing 


gonococeal infection.. 340 
— — — phthisis so Oss} 
— — — tubercle 479, 677 | 
Optic chiasma lesions, 

blindness from 761 
— — — hemianopsia from.. 301 
— disc, coloboma of . 415 


Optic disc, in hypermetropic 
astigmatism 
Optic disc, in glaucoma 417, 761 
— — normal (Plate XE) 416 
— — optic atrophy . 416 
Optic disc, in optic neuritis 416 
—-— pa llor of, in dissemi- 
nated sclerosis 728, 760 
— — after retinal embolism 416 
Optic disc, various nepenn, 
ances of 


— twisted ovarian pedicle 456 | 
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Optic disc, contd. 
— (Plates XTX, XX) 416, 418 
— white and excavated, 
in glaucoma te 
nerve (see Nerve, Optic) 
— neuritis (See Neuritis, 
Optic) 
— radiations, lesion of, 
hemianopsia from (Fig. 
EAD 3 
— — pupilreaction and.. 
thalamus, athetosis from 
lesion of > 33 
— hemorrhage into . 309 
— lesion, hemianzesthesia 
with : oe oO: 
—— pain in limbs from 610 
— — tremor from 2 29) 
tract connections ae 
Lye) rae ars 300 
— lesion, hemianopsia 
from (fig. 140) 
301, 552, 761 
—-— pupil reaction and 
302, 552 


233 


302 


Oral sepsis, anemia from 32 
— — dyspepsia from oo oHlt) 
—-— foul breath from 86, 87 
— — gastritis from a Hl 


— — peripheral neuritisfrom 61 

— — (and see Caries, dental ; 
and Pyorrheea Al- 
veolaris) 


Orange, sore fingers from 239 
Orange-rind nails .. - 399 
Orators, pharyngitis in 616 


Orbicularis oris, weak, in 
myopathy (Mig. 109) 235 
— palpebrarum, cramp of, 


in watchmakers 151 
— — hysterical 141 
— — ptosis from . 141 
— — spasm of, in paralysis 
agitans OO 
~ weak in et Mans 235 
Orbit, abscess of . ace wee 
— arteriovenous aneurysm 
of a ie .. 694 
— dermoid cyst of. . 230 
— growth of : en TA 
—— microscope in dia- 
gnosing : 230 
— gumma of, “diagnosis of 230 
— heemorrhage into aLrieg 
Orbit, lesions of, causing 
exophthalmos 229 
Orbit, pulsatile tumour of 694 
- suppuration i in, headache 
from ~. 294 
— — meningitis from . 590 
— swelling in, from eth- 
moidal cell distention 230 
— tubercle of, cellulitis 


simulated by.. ae 
— -— exophthalmos from.. 2 
— — microscope in diagnos- 


301, 302 | 


OSTEOSARCOMA 


Organ-playing, plantaris 
longus rupture during 554 
Tigh ate visual process 


175 
ORTH OPNGEA 418 
— from abductor paralysis 419 
— aneurysm ..' 419, 420 
— with arteriosclerosis to 
— from asthma 323 
— in Bright’s disease 105 
— bronchitis 160, 823, 42 
— bronchopneumonia 420 
— diphtheria .. 419 
— emphysema 160; 323 
— enlarged cervical glands 419 
—-— heart .. 420 
— — thymus gland 419 
— — thyroid gland 419 
— foreign body .. 419 
— with granular kidney . 11 
— from heart failure 105, 
420, 694 
— — disease os 322 
— insomnia from .. 322 
— from irruption of caseous 
gland into trachea .. 420 
— laryngeal obstruction .. 419 
— laryngismus stridulus .. 420 
Orthopneea, list of causes of 418 
— from mediastinal new 
growth a oe AhG 
- phthisis Ae : 323 
— pleural effusion and 104 
— from postpharyngeal ab- 
scess 2. ALO 
— pulmonary embolism .. 289 
Orthostatic albuminuria .. {5 
Orthotonus, in tetanus .. 138 
Os calcis, spine on, painful 
heel from ae oos) Oak 
— — — skiagram of .. 440 
— — — a-rays in diagnosing 
439, 671 
— uteri, stenosed, dys- 
menorrhoa from 192 
— — (and see. Uterus) 
Osazone crystals in Oam- 
midge’s reaction 100 
— — from glucose .. 262 
— — glycuronic acid ae 202 
— — lactose 261, 262 
— — pentose 261, 262 


Osler, on nevi of mouth.. 2 


— typhoid jaundice 52 BxaNd) 
Osler’s ‘ Modern Medicine,’ 
Fig. from 607 


Osmic acid (see Acid, Osmic) 
Ossicles of ear, caries of 422, 423 


Ossification of ligaments... 143 
— muscles .. 5 ale} 
— plantar ligament oon aalal 
— premature, in infantilism 188 
— of tendon 671, 693 
Ossified man 143 
Osteitis deformans, age inci- 
dence of 670 
— — bone changes in 406, 670 
— — (Figs. 63 and 64) .. 155 
— — dyspnoea in .. 5 (i 


kyphosis from : 155 


— — lees bent in 155 
a leontiasis ossea and. 204 
— — neuralgic pains in .. 670 
— noises in the head from 406 
Osteitis deformans, notes on 670 
— — osteo-arthritis with... 155 
— — sarcomata from 670 
— — syphilis simulated by 670 
— of femur, typhoidal 340 
— hyperplastic, in  con- 
genital syphilis A wipe 
— rarefying, in congenital 
syphilis oh So (ll 
— sarcoma simulating .. 693 
— tenderness from 707 
Osteo-arthritis, Charcot’s 
| joint simulating 49 
Osteo-arthritis, general ac- 
count of . 346 
— grating in : 347 
— Heberden’s nodes in 346 


SN ANER o's 230 
-- nasal sinus distention 
simulated by e510) 
— tumour of, exophthalmos 
from -« 220 
— — headache from 294 
— varicose veins in, inter- 
mittent exophthalmos 
Oar as Ale VB) 
Orbital ridge, thickened, 
from frontal sinus dis- 
. tention 230 
Orchitis (and see Epididy- 
mo-orchitis) 
— atrophy of testis from.. 66 
— bacillus coli causing 67 
— bacterial diagnosis of . 67 | 
—fromablow .. A478 | 
| Orchitis, causes of 66, 478 
Orchitis, general account of 
477, 478, 479. 
— gonococcal 66, 67, 409 
— in Malta fever .. .. 466 
— obesity after . 409 
— sarcoma simulating . 480 
— staphylococci causing .. 67 
streptococci causing 67 
Orchitis, syphilitic, 66, 479 
— testicular atrophy after 313 
Orcin, in Bial’s test 261 


Organ of Giraldeés, cyst from 481 


— of jaw, earache from .. 202 
— gout simulated by 345 
— of hip-joint 676 
— — psoas bursa from 681 
— from injury : . 476 
— of jaw, ptyalism from. . 542 


857 
Osteo-arthritis, cuntd. 
— joints affected by 345, 
346, 347 
— knee affected by 347 


— knuckle pads confused 


with . . 347 
- kyphosis from ae . 188 
— lameness from .. . 347 
— limping from 252 


loose body in joint in .. 350 
nipping of synovial fringes 350 
nodules in skin in . 338 
in osteitis deformans .. 155 
pain in the limbs in .. 463 
— popliteal bursa in ne Oy 
— no pyrexia with .. 346 
Osteo-arthritis, rheumatoid 
arthritis distinguished 
from . 4 343, 346 
sciatica caused by . 347 
— simulating .. 346 
of spine, appendicitis 
simulated by . 461 
— pain in iliac fossa from 
452, 
— ureteral calculus simu- 
lated by 
spondylitis deformans 
and 714 
stethoscope in diagnosing 347 
swelling of bones in 5 Rog) 
syphilis simulating .. 348 
syringomyelic de simu- 
lating .. .. 348 
— ulnar deflection in . 347 
— wet sand in bag sensa- 
tion in 5 =e 
Osteo- -arthropathy,, pul- 
monary (see Pulmonary 
Osteo-arthropathy) 


454 
461 


347 


Osteochondritis, in con- 
genital syphilis . 348 
Osteocopic pain .. 463 
Osteogenesis imperfecta 
Fig. 87) 187, 188 
Osteoma of bone .. 670 
— cranium, bradypneea 
EE OTM ae we Ode 
— frontal bone 230 
— ilium, pain in iliac fossa 
from . 454, 459 
— jaw : 683, 6584 
— spurious .. ae nee OWL 
Osteomalacia, dwarfism 
front ae ot) BLS OfeL Sia 
— eosinophilia from 219 
— kyphosis from .. 188 
— muscles weak in 187 
— relation of  fragilitas 
ossium to .. : Loh 
Osteomyelitis, acute pain 
with 668 
— acute, suppurative arth- 
ritis from ., 341 
— anemia with 35 
— endocarditis in .. By ted 
— eosinophilia from 4 2S) 
— erythema nodosum simu- 
lating .. 404, 668 
— from gumma se OGD 
— of ilium .. 3 368 
— infective, rigors - in . 595 
- leucocytosis. with 7 O68 
— limping from 362, 363 
— of pelvis.. i . 678 
— periosteal abscess with 668 
— pyemia from -. 668 
— pyrexia with . . 668 
— redness and swelling w ith 668 
— sarcoma simulating - 672 
— seldom bilateral . 404 


suppurative, albumosuria 


With: «) oe 6 
— tibia affected by .. 404 
— swelling on a bone from 667 
Osteophyte, Poupart’s liga- 

ment bulged by . 676 
Osteophytes pi .. 346 
Osteoporosis, leontiasis 

ossea and 5 204 
— noises in the head from 406 
Osteopsathyrosis .. Pee ow) 


Osteosarcoma, ege-shell 
crackling with 150, 152, 693 
— of orbit .. 3 .. 694 
- pulsation with 150, 152, 693 
— w-rays in diagnosing . 152 


858 


Otalgia (see Harache) 


OTHER-HANDNESS 


17 


Otitis, acute hemorrhagic 421 


— media, from adenoids 


on ZN 


arthritis from 5 BY 


Otitis media, bacteriology of 422 


| 


| 


bronchopneumonia 
from ‘ peer ak) 

cerebellar abscess from 592 

eerebral abscess from 

84, 306, 

cervical glands enlarged 
from 379 

chorda tympani par- 
alysis from. 


752 


Otitis media, complications 


of 84 
convulsions with oe 
deafness from 165, 
308, 422. 
delirium with. 
earache from.. 
eczema from .. 
empyema from 
granulations from 421, 
hemoptysis in 
hemorrhage from ear 
in er. .‘ 
headache from : 
hearing impaired with 
hypersesthesia acustica 
Wat 4 
infarction 
from s3 an 
in influenza .. 564 
internal carotid artery 
eroded from 
jugular vein throm- 
bosis from . Ae 
lateral sinus erosion in 
— — thrombosis from 
84, 106, 159, 289, 
mastoid abscess from 


of lungs 


tenderness with .. 202 


membrana tympani 
perforated from .. 422 
meningitis from 590 


noises in the head from 
optic neuritis from .. 202 
otorrhoea due to 
otoscopic appearances 
of 202 


pain in ‘hyoid area from 449 | 
423 | 


— ear from 165, 422, 
— over occiput from 
— on opening mouth 


202 


with : 
pleurisy from LOGY 
pneumococcal oa Bey) 
polypi from . 421, 423 


prolonged pyrexia from 567 
pulmonary embolism 
from : 

pyrexia with .. 
rigors from (Fig. 244) 567 
after scarlet fever 10, 617 
screaming from . 202 
septicemia from 


suppurative meningitis 
from 84 
swelling of meatus from 422 


tenderness of scalp 

from a5 (a) 
tinnitus from 165, 

422, 423, 723 | 

tuberculous ~» 422 
in typhoid fever . 595 
unilateral headache 

from 294 


vertigo from 423, 752, 753 
vomiting with 202, 765 


Otorrhagia (see Heemorrhage 


from Har) 
OTORRHEA .. 421 
Otorrhoea, albuminous dis- 

charge in . 421 
— arthritis from aa) 
— cerebellar abscess from 517 
— from cerebral abscess .. 423 | 
— from diphtheria of ear.. 422 | 
— diphtheria of skin with 558 
— from eczema -, 422 
— epithelioma sh ,» 422 
— foreign body .. 422 
— furuncle.. .. 202, 422 
— mastoid abscess 423 


. 202 


3 dlE) | 
we 202) ) 


AL aesels | 
simulating meningitis 202 | 


Olorrhea, 


OTALGIA 


contd. 
necrosis of bone sl PP 
noises in the head from. 


from otitis media 421, 422 | 


parotid abscess. , 423 
rigors from 4 SA Oe 
from scarlet fever An ait 


sinus thrombosis from.. 597 | 


from suppurating lymph 


gland .. 423 

— sebaceous cyst 422 
- temporomandibular - 

joint ; 423 

syphilis .. . 422 

tuberculous . 422 

— from wax in ear. 421 


Otosclerosis, deafness from 


166, 753 
| — noises in the head from 


— paracusis Willisii with 165 
| — tinnitus from 723, 753 
vertigo from nS aad 158 


Ova of ankylostomum (Figs. 


— trichocephalus 


28, 29) 80 
— — in feces 4 go tony 
—ascaris, in feces 328, 
(Fig. 217) 520 
— bilharzia (fig. 26) r 
— — in feces 
— — urine 282, 472, 381 | 
— distoma, in feeces . 328 
— — in sputum na, PAH 
| — in feeces .. ane p20 
Ova in feeces, mode of 
examining for tol 
— in sputum : .. 645 


—of tenia solium 519, 


(Fig. 216) 520 


dispar 

(Fig. 28) 80, 520, Ce 
215) 521 
Ovarian abscess 573 


Ovarian activity, deficient, 


Ovaries, 


— obesity from ‘408, 409, 
cyst (see Cyst, Ovarian) 
secretion, 


tumour 


defective, in ateliosis oe 
destruction 


— — levator ani spasm.. 
— — vaginismus from .. 
— thyroid relationship to 


general account of 


— excessive menorrhagia 


387 
646 


from 


menstruation 
18, 
Ovary, 


and .. 388 
(see 
Tumour of) 
absent, Pe 


from 


Of both, 
amenorrhcea from .. 


prolapsed tender, dyspar- 


eunia from 193, 


Ovaritis, appendicitis simu- 


— generally bilateral 
— pain in iliac fossa from. . 


lated by 456, 665, 


— simulated by undue ab- 


Ovary, affections of, effect 


— anemia with . : 
— appendicitis simulated 


Ni 
- eosinophilia with 


— pain in the back from 
— ureteric calculus simu- 


fibroma of 


dominal aortic pulsa- 
tion 
on menstruation ate 


b 2 .. 456, 


Jating 


carcinoma of (see Carci- 


noma of Ovary) 
cystic, felt per rectum 587 
at .. 689 
functionless, with uni- 
cornuate uterus Ths) 
hypereesthetic, in hysteria 611 
impacted tumour of, 
backache from .. 468 
— — pain in thigh from 468 
inflammation of (See 
Ovaritis) 
neuralgia of ne : 
new erowth of, pelvic 


swelling due to Aap lekens) 
— — felt per rectum 587 
papilloma of 49 


prolapsed, pain in the 
pelvis from .- 468 


| — sclerosed, pain 


” 646 | 


Ovary, contd. 
in the 
pelvis from at 
— sensory skin area of 


| — small cystic 
| — — — dysmenorrhcea from 


— tumour of (and see Cyst, 
Ovarian), albuminuria 

COND eer. are 

amenorrhcea with 

anemia from. 

ascites from .. 


— — bearing - down pain 
from zie 
— — bilateral 


bile-duct compression 


Ay. 
dyschezia from 
dystocia from 
enlarged spleen simu- 
lating ale Ae 
- jaundice from 
Ovary, tumour of, kidney 


simulated by 353, 354, 
— — microscope in dia- 
gnosing 
— — pancreatic cyst simu- 
lating 
— — rectal examination in 
diagnosing . 


from 
Ovary, tumour of, some 
signs of - .. 630, 


sterility from. . : 
swelling in hypochon- 


drium from 
—-—tenaculum in dia- 
egnosing 


twisted pedicle of, ap- 
pendicitis simulated 


Wh G0 ee Bt 
— — vaginal examination in 
diagnosing.. 331, 

| Over-eating, acute con- 


gestion of liver from. 
— obesity from .. 
Over-exertion, acute dilata- 
tion of heart from 211, 
— cramps from .. 
— left ventricle ‘enlarged 
IBHOVEA, Gc 
— mitral regurgitation from 
— ruptured aortic valve 
from 


| Over-strain, mental, impo- 


tence from .. 
pain in the limbs from. 
— — and stiffness from 


1 


PAIN, ABDOMINAL 


secondary portal g glands 


313 
463 


. 464 


— subacromial bursitis from 476 


— tenderness of spine from 


715 


Over-study, nightmare from 402 


Over-use, cramps from .. 


Ovum (see Ova) 
Oxalate of calcium crystals 


frequent micturition from 


151 


Over-work, dyspepsia from 319 
— evening headache from 294 
— insomnia from .. Ke Oa 
| — malarial attack from .. 32 
— neurasthenia from . 466 
— pain in the back from .. 428 
— twitching from .. a ME 


(Fig. 181) ; .. 423 
— — in intestinal sand . 599 
— erystals in urine 9, 218 
— uric acid with 424, 741, 742 
| Oxalates, amount passed 
normally ‘ 423 
| Oxalic acid (see Acid, Ox- 
alic) 
OXALURIA ae 423 
— aching in loin from 281 
— age incidence of . 424 
— calculus simulated by.. 281 
Oxaluria, diet and. . - 424 
- dyspepsia with . PO 
— from endogenous "sources 424 


394, 424 

— after cooseberries . 281 

| — in gouty persons .. 424 
— hematuria from 275, 281 
— hypochondriasis and .. 424 
| — irritable bladder from.. 424 
— nervous dyspepsia and 424 
— neurasthenia and . 424 
— nocturnal enuresis from 424 


| — pain in testis from 


| — vomiting from .. 


| Pads on fingers (Fig. 160) 


| —— Dupuytren’s contrac- 
puy . 


| Oxaluria, contd. 


— nocturnal micturition 
from . : 
- nucleoproteid with 


— after oxalic acid poison- 
ing ve 


— with pancreatic affections 

- and phosphaturia alter- 
nating . 424, 

— powdered - wig pheno- 
menon from .. Ea 

— priapism from .. 

— renal calculus with 

— after rhubarb .. nee 

— spermatorrhea and 

— after tomatoes .. 

— white precipitate in urine 


from .. 

Cathars acid (see Acid, 
Oxybutyric) 

Oxygen, convulsions stopped 
b 14 


ae 

Oxyhsemoglobin, hzemato- 

porphyrin simulating 
— spectrum of (Fig. 30) . 
Oxyuris vermicularis Fae 
— — anal irritation from.. 
— — no blood changes with 
blood in stools from. 
in children 
eosinophilla rare from 
no eosinophilia with. . 
gonorrhcea simulated 


priapism from : 

— — vulval irritation from 

Ozeena, from atrophic rhi- 
nitis she 

— foul breath from 

— from hypertrophic rhi- 


nitis .. sie 
— syphilis .. 
Ozonic ether, in blood test 


— — effervescence with pus 5 


ACHYMENINGITIS, 
cervical, claw-hand 
from .. oe LOO LLG 

— — pain inarms from 110, 
43, 444 

—-— tenderness of spine 
from f .. 444 

— cervico-dorsal, pain in 
the shoulder from 477 

— — simulating moa 
sitis ae . 477 
— — — neuritis 477 

— — syphilitic 


Pachymeningitis, chronic. 
hypertrophic hemor- 


rhagic 515, 
- heonaahe from . 294, 
— hyperacusis in .. 3 
— lumbar puncture in dia- 
gnosing 
- noises in the head from. 
— optic neuritis from 


— root palsies from Ags 
— syphilitic 406, 
— — pain in shoulder from < 


— — photophobia from 


Pacific Islands, elephanti- 
asis in 


347, 


tion with .. 
Paget’s disease, 
account of 


perce 


— — leontiasis ossea and. 204 
| — — psorosperms in 


abdominal, acute, 
from appendicitis 
colic a 
dysmenorrhea 
dyspepsia .. 
embolism of 
creas 
— fungating 
ditis we 
— hemorrhage into 
Graafian follicle’ 
— — into pancreas 
— — pancreatitis 


Pain, 


ial! Sta 
Lt ot a 


Ll ied ea 


pan- 


endocar- 


grinding of teeth from 265 


PAIN, 


Pain, abdominal, contd. 
— — acute, perforated gas- 


tric ulcer 7 293 
— —-— ruptured ovarian 
cyst - Rea LOD 
— — — — pyosalpinx sap ages} 
— — — — tubal gestation 
, 593 
— — — twisted ovarian cyst 193 
—-— from aneurysm 115, 
DileesoL 
— — angina abdominalis .. 316 
—-— appendicitis .. 115, 116 
— — biliary colic .. 115, 767 
Pain, abdominal, blood- 
pressure changes with 437 
-—- from carcinoma of 
bowel sees Ls) 
— -— colitis . 5 tals) 
-- constipation from . 124 
— — from corrosives -. 268 
— — in diabetes 85, 389 
— — from duodenal ulcer 271 
— — gastritis 766 


PAIN, ABDOMINAL, GENE- 
RAL 424 


- Pain, abdominal, general, 


from colic .. -. 425 


— —— dysentery .. 
— — — gastric crises 
— — — intestinal obstruc- 
tion 

— — — morphia 6 
Pain, abdominal, general, 
from neuralgia 425, 

— peritonitis .. at 
— — pneumonia 
— — ulcerative colitis .. 
— — visceroptosis 
from gout... 
— in Henoch’s purpura 
343, 


I bas 
| 


in influenza 
intense, from perito- 
nitis 
from intestinal 
ralgia 
— — — obstruction 
— — intussusception 
— — movable kidney 
— — mucous colitis 115, 
— — pancreatitis 115, 
perforated gastric ulcer 
perforative peritonitis 
pleurisy seb, 
plumbism  .. os 
pneumonia .. 115, 
Pott’s disease a, 
pyloric obstruction .. 
in relapsing fever . 
from renal colic 115, 
spasmodic, from colic 
from spinal caries 
— spondylitis deformans 
tabes dorsalis é 
— tuberculous bowel .. 
— — peritonitis 48, 
— — typhoid ie 
— all over, in rat-bite fever 
— — in poliomyelitis acuta 
— in anesthetic area 
— anal region, from vesical 
carcinoma .. 
— at angle of right scapula, 
from gall-stone 
in the ankle, from syno- 
vitis 
-— arm, from 
eosthesia 
— — adiposis dolorosa 
— — aneurysm a 
— — — of subclavian artery 
— — axillary glands 
Pain in the arm, from 
brachial neuralgia 
— neuritis 3 
earcinoma, of liver 
cervical caries c 
— pachymeningitis .. 
— rib 110, 443, 508, 
cystic breast .. é 
herpes . 445, 
left,from aortic disease 
— angina pectoris 316, 


| 
| 


neu- 
121, 
115, 


acropar- 


433, 476, 535 


— aortic incompetence 
— — regurgitation .. 


. 459 


425 


.. 425 
.. 426 


426 


425 


.. 425 
459 
. 426 | 
ne 148 | 


767 | 
465 | 


592 


115 


315 


663 | 


115 
116 
767 
658 
115 


593 | 
115 | 


593 
116 
115 


. 336 


767 
593 


. 115 


715 


. 115 


76 
657 
574 
598 
509 


.. 427 


397 


5 dials 
. 438 


.. 444 | 
. 443 


434 
443 


.. 443 


. 442 
. 443 


. 443 
444. 


551 


. 686 


477 
445 


433 
207 


est il Ge OTe Uh STE Thea i U GUESST Ei bsaat Ts se fesal 
iS 


ABDOMINAL 


Pain in the arm, contd. 


| — — left, from heart disease 445 


lumbar puncture in 
diagnosing cause of 442 
from mediastinal new 


growth oy 434. 
— — neuromata 443 
— — occupation and .. 444 
Pain in the arm, from 
occupation neuroses.. 445 
— — pachymeningitis 110, 477 
— — peripheral neuritis .. 443 
-- psychalgia 445 
Pain in the arm, radicular 444 
— — skiagram in diagnosing 
cause of .. 442 
— — from spinal caries 44 
— — — gliosis 443 
— — — tumour 443 
— — syringomyelia 508 
— — vertebral growth 444. 
— — writer’s cramp, etc... 445 
— as an aura of epilepsy .. 67 
— intheawxilla, from abscess 666 
— — from abscess of liver 597 
PAIN IN THE BACK (and 
see Backache) - 427 
— — from abdominal aneur- 
ysm 437 
— — abscess 428 


acute rheumatism 427 
aneurysm 195, 271, 


290, 428, 429, 664, 714 
— — aortic incompetence... 433 
— — appendicitis .. 428 
— — biliary colic 450 
— — bladder lesions 428 
— — carcinoma 5 585 
— — cauda equina tumour, 
62, 515 
— debility 7. 428 
— duodenal ulcer 428 
— dyspepsia 428 
— fevers .. 427 
— fibrositis 461 
— gall-stone F 428 
- eastric ulcer 269, 428, 437 
— herpes . 428 
hyperzsthesia With .. 428 


— from infective arthritis 


— injury 428 
— kidney affections 428 
— local blush with 428 
— lumbago 428, 438 
— malaria erioO 
— mediastinitis . . 435 
— meningitis 427 
— — myositis 461 
— — neurasthenia.. 715 
—-—newgrowth .. 714 
— — ovarian lesions 428 
— — over-work 5 .. 428 
— — pancreatic calculus .. 116 
— — psychalgia .. 445 
| — — rectal lesions.. 428 
Pain in the back, referred 
areas of (Fig. 294) 716 
— — in relapsing fever 637 


from renal embolism 8 


— — sciatica A 438 
— — serum injections 223 
— — skin lesions .. . 428 
— — spinal caries 156, 364, 
428, 429, 516, 713 
--- growth ae - 428 
— — stone in kidney .. 461 
— — typhoid spine 340 
— — uterine lesions we 428 
— — vesicule seminales 
lesions . .- 428 
— — Weil’s disease - 336 


a-rays in diagnosing 


CUUSCLOL swat .. 428 
—-— in yellow fever 273, 336 
— at back of eye, in in- 
fluenza 564 
— in back of right chest, 
from gall-stones Bes CVF 
PAIN, BEARING-DOWN 426 
—-cystoscope in diag- 
nosing cause of . 427 


— from impacted fibroids 427 


— — ovarian tumours . 427 
— — pelvic abscess . 427 
— — — disorders - 426 
— — — hematocele . 427 
— — pressure on bladder.. 426 


Pain, bearing-down, contd. 


scurvy ots 
— — leukeemia cot AUR 
— — osteomyelitis . 668 
— — pernicious anemia .. 707 
— — rickets .. 364 
— — from sarcoma 671, 672 
— — in scurvy rickets Od 
— — secondary syphilis .. 669 
-- syphilis . . 463 
— boring, in tabes.. e009 
PAIN. IN THE BREAST . . 429 
— — from carcinoma . 429 
— — cracked nipple .. 429 
— — cystic disease 429, 686 
— — epithelioma of nipple 429 
— — galactocele 429 
— — hysteria . 430 
— injury . 430 
—-—mammilitis .. 429 
— — mastitis 429, 685, 686 
— — menstruation 430 
— — neuralgia . 430 
— — pregnancy . 429 
—-— stays .. 430 
-- submammary ‘abscess 429 
— — tuberculous breast .. 429 
— on breathing, from inter- 
costal neuralgia .. 431 
— — liver abscess .. ao Sly 
—-— phrenic neuralgia .. 431 
— — pleurisy .. 432 
-- pneumothorax .. 432 
— in calf, coming on during 
walking .. 441 
PAIN IN THE CHEST - 430 
Pain in the chest, from 
aneurysm 290, 430, 
432, 434, 435, 770 
— + angina pectoris . 430 
— — aortitis . 430 
— — biliary colic . 5 UE 
— — bone disease .. 430 
— — bronchiectasis 432, 435 
— — carcinoma of breast.. 431 
=~ —-spine . 432 
— — caries of rib 430 
— coronary artery ob- 
struction .. 484 
— — coughing . 430 
— — emphysema .. 432 
— — empyema 430, 432 | 
— flatulent dyspepsia .. 433 
— fractured spine 431, 436 


Pain 


| — — pressure on rectum .. 


rectal examination in 
diagnosing cause of 427 
from retroverted gravid 


uterus 427 
— sigmoidoscope in dia- 
gnosing cause of .. 427 
— tenesmus with -. 426 
— from uterine Dae: 
ment A . 426 
— yaginal examination i in 
diagnosing cause of 427 
in big toe, from exostosis 671 


bladder, from calculus... 742 
carcinoma 394 
retention. 395 


in the bones in infantile 


(and see Strangury) 


heartburn jo PADS 
heart disease 430, 433 
hepatic abscess .. 430 
herpes zoster.. 430, 431 
hydropneumothorax 652 


lesions of bones of chest 432 


liver abscess . 66 (UY 
mastitis 430, 431 
mastodynia 430 
in the chest, from 
mediastinal new growth 
, 430, 434 
mediastinitis . 430, 435 
myalgia oe 430 
myelitis .. 436 
neuralgia 430, 431 
neuromata, so. Be 
new growth .. = Gee 


cesophageal obstruction 430 


— lesions . 435 
at onset of pneumo- | 
thorax ae iD! 


on perforation of 
aneurysm . . 434 


from pericarditis 430, 433 


CS) | 


| 


| 


PAIN 


PAIN IN EPIGASTRIUM 859 


| Pain in the chest, contd. 
426 | -- 


in phthisis 432, 435 


— from pleural adhesions 432 
— pleurisy 430, 432 
— pleurodynia .. .. 430 
— pneumonia 430, 432 
— pneumothorax 168, 
430, 432 
— pulmonary embolism 
159, 289, 290, 430 
— pyzmic abscess . 430 
— skin inflammation .. 43 
— spasm of cesophagus 435 
— spinal cord disease .. 430 
— splenic infarct 640 
— spondylitis deformans 715 
— stitch . : .. 430 
— stomach. lesions at TE 
— strained intercostal 
muscle ‘ 432 
— subdiaphragmatic ab- 
scess .. 658 
— syphilitic aor titis 433 
— tabes .. 5 436 
cord paths for .. 607 
on coughing, with phr enic 
neuralgia. é eageo 
— from pleurisy 432 
cramps and 150 
on defeecation, from anal 
fissure as «- 585 
— — ulcer -. 985 
— colitis .. ; Ties AMgid 
— (and see Tenesmus) 
delirium from 169 
in the ear (and see Har- 
ache) : ae 202 
— from furuncle 422 
— glaucoma ‘ :. 235 
— hemorrhagic otitis .. 421 
— otitis media 165, 422, 423 
about ear, from sinus 
thrombosis .. 597 
IN THE EPIGAS- 
TRIUM . 436 


from abdominal angina 437 


acute pancreatitis 389, 436 
aneurysm et: x0) 
arsenic 78, 268 
atheroma we -. 437 
from biliary colic .. 436 
corrosive poisoning .. 766 
coughing . 436 
dilatation of heart .. 436 
duodenal ulcer 4387, 462 
dyspepsia -. 435 
enterospasm .. .. 438 
epigastric hernia .. 436 
flatulence 435, 437 
gall-stones 327, 437, 462 
gangrenous appendix 436 
gastralgia 319, 436 
gastric carcinoma 270, 
3165-436 
— ulcer 36, 266, 268, 
36, 462 
gastritis : 435 
heemorrhage into pan- 
creas 264 
hepatic abscess 437, 462 
— carcinoma .. ~. 437 
hepatitis .. 437 
hyperchlorhydria . 436 
intercostal neuralgia 436 
intestinal obstruction 436 
irritant poisoning .. 766 
liver lesions se TAOS 
mitral disease .. 437 
mucomembranous co- 
litis . 438 


pancreatic calculus 116, 437 
— new growth "437 
pancreatitis 116, 254, 
264, 329, 437, 661 
passive congestion of 
liver . 437 


perigastric adhesions | 437 
phosphorus poisoning 336 
pleurisy -. 436 
plumbism 34, 438 
rheumatism ... .. 436 
ruptured duodenal 

ulcer .- 436 
— gastric ulcer . 436 
small-pox i, ede 
spinal caries .. . 436 
tabes . .- 768 


860 


Pain in the epigastrium, contd. 


— — from tetrachlorethane 334 | 


— — with undue abdominal 


aortic pulsation .. 543 | 

— at external abdominal | 
ring, in orchitis . 478 | 

— - ureteric calculus 472 | 


PAIN IN THE EXTREMITY 
(LOWER) 

PAIN INTHE EXTREMITY 
(UPPER) - 442 


PAIN IN THE EYE - 445 | 
— — in acute fevers .. 446 | 
— — conjunctivitis 231, 445 
— — from electric light .. 446 
— — entropion . 445 
— — error of refraction .. 446 
— — eyestrain . 446 
— — foreign body . 445 
-- glaucoma 231, 233, 

445, 525 
— — influenza F oe 446 
— — interstitial keratitis .. 445 
— —iritis .. «- 231, 445 
— — ocular herpes. . . 445 
— — retrobulbar neuritis 

ate, 762 
—-— snow .. 446 
— — sunshine . 446 
— — ulceration of cornea 

445, 733 


(and see Photophobia) 
over eyebrow, from frontal 


sinus distention a Zax) 
PAIN IN THE FACE . 446 
— — from antral tumour... 685 
— — cerebral tumour 5 Hy 
— — conjunctivitis - . 446 | 
— — decaying tooth .. 448 
— — error of refraction .. 449 } 
— — frontal sinus lesions.. 449 
— — glaucoma . 449 
— — gumboil . 446 


447 
447 


gummatous meningitis 
herpes zoster. 


— — inflamed parotid ¢ eland 446 
— — iritis . 449 
— — nose lesions .. 449 
— — periostitis .. 447 
— — psychalgia .. 449 
— — tabes dorsalis . 449 
— — tongue lesions . 449 


- feet, from exposure in 


trenches Se ed 
— — erythromelalgia .. 441 
- — Raynaud’s disease .. 441 
— fingers, from angina 
pectoris 46 ws ASE 
— — cervical rib 5A aoe! 
— after food, from carcin- _ 
oma of stomach oe 63 
— — — with duodenal ulcer 75 
— — — from gall-stone 437 
— — — gastralgia .. . 437 
--- gastric ‘ulcer 75, 264, 437 
— — — gastritis 267 
— food relieving, in hyper- 
chlorhydria 437 
— — (and see Hunger -pain), 
— in foot, from anterior 
cruritis 439 
— — caleanodynia . 439 
— — cerebral tumour 68 
— — flat-foot 438 
— — gonorrhoea .. 3840 
— — gonorrhceal bursitis.. 439 
— — — fibrositis -- 439 
Pain in the foot, list of 
causes of as -. 362 
— — in Morton’s disease .. 439 
— frontal, from frontal sinus 
empyema Z 32 LOO) 
— over gall-bladder, from 
gall-stones .. 212 
Pain, general considerations 
regarding 27 
— general, in cerebrospinal 
meningitis 591 
— — in Derecum’s disease. 410 
— on getting warm in bed 463 
— girdle (see Girdle Pain) 260 
— in the groin, from 
malignant glands . 679 
— — renal caleulus ee ahs 
— — — colic . 451, 767 
— hand from cervical rib. 551 
— — chondroma Penis All 


438 | 


Pain in the hand, contd. 


PAIN IN EPIGASTRIUM 


— — from neurosis. . Sa Lass 
— — pachymeningitis . 477 
——rheumatism .. LoL 
— — rheumatiod arthritis.. 151 
— — tenosynovitis re ol 
— — tuberculous disease .. 151 
— — writers’ cramp = disul 
— head, from glaucoma ... 233 
— — influenza . 564 
— — mediastinal new 

growth .. 4384 
— — in meningitis. . S16 Bhs! 

| Pain in head, various 
visceral causes of .. 712 

— round the heart, from 
palpitations -- 435 

— in the heel, from cal- 
canodynia 439 
— — inflamed Achillis bursa 362 
— — os calcis spine 439, 671 
— — rubbed heel .. 362 


—-— 4-rays in diagnosing 
cause of : 671 

— hip, from hip- ee dis- 
ease oma eHlh 
— — osteo- arthritis 346 
— — sciatica 346 


— spondylitis deformans 
hunger (see Hunger-pain) 
in hyoid area, from ear 


715 


disease 449 
PAIN IN THE. “HYPO- 
CHONDRIUM 450 
--— from acute yellow 
atrophy «+ Soo 
— — from appendicitis 451 
--— carcinoma of gall- 
bladder 450 
— — — of liver 450 
- — — pancreas 451 
— — cholecystitis .. 450) 
— — colon growth. 450 
— — congestion of liver 334, 450 
— — distoma hepaticum .. 328 
— — enlarged spleen 450 
— — feecal accumulation .. 450 
— — flatulence . 450 
— — gall-stone 116, 327, 450 
— — gastric carcinoma 450 
— — — ulcer ae .. 450 
— — hepatic abscess 450, 597 
— — hepatitis .. 450 
— — hepatoptosis .. -. 368 
— — herpes zoster 450, 451 
— — intercostal neuralgia 
450, 451 
— — intestinal obstruction 450 
— — movable kidney 451 
— — new growth of colon.. 451 


perinephric abscess 450, 


451 
— — perisplenitis .. .. 450 
— — pleurisy .. 450, 451 
— — pyelitis .. 451 
— — renal calculus 450, 451 
— — ruptured ectopic gesta- 
tion ; .. 451 
— — salpingitis 451 
— — from splenic injury . 641 
— — subdiaphragmatic ab- 
scess 450, 451 
— — twisted ovarian pedicle 451 
— hypogastrium from bac- 
teriuria 70 
— — cystitis 282, 470, 578, 581 
— — duodenal ulcer . 462 
— — gall-stones .. 462 
— — gastric ulcer .. oe A462 
— — hepatic abscess . 462 
— — prostatitis Suhel! 
— — retention of urine 39 
— — right, from liver lesions 709 
+ — from urachal cyst .. 666 
— iliac fossa, from adhesions 458 
—-—-— aneurysm of iliac 
artery .. 460 
— — — appendicitis o» 854 
— — — cecal distention .. 457 
— — — carcinoma ceci .. 459 
—--—- of rectum 453, 459 
— — — — of sigmoid colon 
453, 459 
— — — coli bacilluria . 455 
—-—-— dysentery .. . 459 
— — — herpes zoster . 460 
— — — ileoceecal kink . 457 


Pain in iliac fossa, contd. 
— — — frominflamed glands 459 


— — — intestinal obstruc- 
tion 459 

PAININTHE ILIAC FOSSA, 
LEPTA. 2 "452 


—-—---— from diverticulitis 453 
Pain in the iliac fossa (left), 
list of causes of is 
— from movable oe 460 


— — — ovaritis 456 
— — — pleurisy -. 460 
— — — pneumonia -. 460 
— — — pyelitis . 451 
— — — retained testis Pou 
AIN IN THE ILIAC 
FOSSA, RIGHT .. 454 
— — — — from appendicitis 
116,124, 283, 665, 677 
---- colitis se 116 
Pain in iliac fossa (right), 
list of causes of .. 454 
—--—- abt menstrual 
periods OS 
— —-—-— rectal examina- 
tion in Se NS 
— — — — from spastic con- 
stipation aro oa: 
— — — — typhlitis 2 LG 
— — — from salpingitis .. 456 
— — — spinal lesions -. 461 
— — — stercoral ulcers . 459 
— — — stitch 5 IBN, 
— — — tuberculous cecum 458 
— — —-— kidney 460 
— — — tumour of iliac bone 459 
— — — typhoid .. 459 
— — — twisted ovarian 
pedicle .. 456 
— — — ulcerative colitis .. 459 
— — — volvulus . 459 
— insomnia from .. 321) 
— intense, hypothermia 
from. is 573 
— intercostal, from aneur- 
ysm. ats ae LOD 
— — herpes “ so ORT 
—-— a#-rays in diagnosing 
cause of 707 
= — (and? "see Neuralgia, 
, Intercostal) 
PAIN, INTERSCAPULAR 461 
= — bicarbonate of soda 
relieving 462 
— — from biliousness 461, 462 
— — calomel relieving . 462 
— — from carcinoma of gall- 
bladder .. 462 
— — — of liver ~. 462 
— — duodenal ulcer ae 402 
— — flatulence 435, 461, 462 
— — gall-stones 462 
— — gastric carcinoma .. 462 
— — — ulcer .. 462 
— — gastritis > 430. 
-- hepatic abscess 462 
— — indigestion 435, 461, 462 
Pain, interscapular, list of 
causes 0 = .. 461 
PAIN IN THE JAW 462 
— — from alveolar abscess 683 
— — antral lesions. . 462 
— — dental caries:.. 462 
— — unerupted molar 462 
—-— “-rays in diagnosing 
cause of 462 
Pain in the joints (and see 
Arthritis, and Osteo- 
arthritis) 
— — in acute rheumatism 
105, 228, 463, 614 
— — chronic rheumatism. 466 
— — dengue .. 466 
— — erythema nodosum .. 404 
— — Henoch’s purpura 343, 556 
— — hysterical .. 390 
— — in leprosy -- 404 
— — peliosis rheumatica .. 556 
— — puerperal fever - 596 
— — rheumatic fever : B08 


from serum injections 
223, 554 
tuberculous disease .. 
kidney, from bladder 
growth 281, 47 
— pyelonephritis 3 
— stone .. 2 


| 


41, 277 


PAIN IN LIMBS 


Pain in kidney, contd. 

—-— ureteric calculus .. 472 

— — (and see Colic, Renal) 

in the knee, from hip- 
joint disease 252, 348, 363 

— synovitis . 438 

like a knife, from pleurisy 432 

in labium majus, from 
renal calculus ae LG 

lancinating, in syringo- 


myelia 609 
— leg,from anterior ‘cruritis 439 
— — bladder lesions 442 
— — carcinoma uteri 469 
— — cauda equina tumour 62 
— — embolism 258 
— — epiphysitis 670 
— — hip disease 321 
— — intermittent claudica- 
tion and .. 440 
— — Morton’s disease 439 
— — multiple neuritis 440 
— — meralgia paréesthetica 439 
— — obturator hernia 439 
— — phlebitis . 438 
— — popliteal. aneurysm. 692 
— — prostate lesions 442 
— — psoas abscess (ANS 
— rectum lesions ae 
Pain in the leg, from 
sciatica 5 63, 438 
— — spondylitis deformans 715 
— — in tabes =e 440 
— — from tumour of long 
bone 5 .. 438 
— — uterus lesions 442 
— on ligature of artery 434. 
— lightning, spontaneous 
cessation of .. 419 
Pain in the leg in tabes 116; 
315, 440, 466, 515, 
609, 650 
— inthe limbs, from alcohol 466 
— — from alcoholic neuritis 66 


in angioneurotic cedema226 


— — from arsenic .. 64, 466 
— — in cachexia 467 
— — diabetes pee 466 
— — erythromelalgia .. 256 
PAIN IN THE LIMBS, 
GENERAL . . 463 
— — — in acute coryza . 464 
— — — bronchitis .. .. 465 
— — = from chill .. .. 464 
— — — chronic rheumatism 466 
——-—.in dengue .. .. 466 
— — febricula 464 
Pain in the limbs, generai, 
list of causes of 63 
— — — Malta fever 466 
— — — measles 465 
— — — neuromyositis 464 
— — — pleurisy 465 
— — — rat-bite fever 465 
— — —.scarlet fever 465 
—-—-— small-pox .. 465 
— — — tonsillitis 464 
— — — tuberculosis 465 
— — from gout 466 
— — hysteria 465 
— — influenza 466 
— — lead 466 
— — leukemia ». 467 
— — in Meige’s disease .. 226 
— — neurasthenia .. 465 — 
— — from optic thalamus 
lesions =. OLG 
—— pernicious anemia .. 467 
— — peripheral neuritis 56, 466 
— — from serum injections 223 
— — in severe anemia 467 
— — syphilis ms .» 466 
—— in yellow fever 273, 336 
— — Weil’s disease o: OBG 
— in. liver, from nutmeg 
change <= S08 
— — tropical congestion <= 300 
— over liver, from earein- 
oma | ow Ste 
— — — perihepatitis _ 371 
— — — suppurative pyle- 
phlebitis 596 
— in loins, from appendici- 
tis oe in .« O04 
— — bacteriuria 70 
— — carcinoma coli 354 
— — contra-lateral 35d 


Pain in loins, contd. 
— — in dengue 


— loss of weight from = TAH) 
— at lower end of sternum, 
from pericarditis 433 
— in~ lumbosacral. region 
from pyosalpinx 582 
— mastoid, from abscess... 202 
Pain on micturition .. 396 
— — from appendicitis 582, 677 
— — earcinoma urethre .. 184 
— — — vesicee = in Ae: 
— — — invading bladder -. 982 
— — cystitis 578 
Pain on micturition, general 
account of 469, 470, 47! 
— — in gonorrhea 182, 700 
— — from prostatic abscess 182 
— — prostatitis 182 
— — strangury and 649 
— -- from stricture aA eke, 
— — ulceration of bladder 580 
- — ureteric calculus 397 
— — urethral sores 184 
— — urethritis mo eke 
—in the mouth, after 
corrosives 267 
— — stomatitis 74 
— in muscles, in acute rheu- 
matism 463 
— — dengue 466 
-- hysteria 141 
— — multiple neuritis 505 
~ myositis ossificans 143 
— — from over-strain 464 
— — polymyositis . 464 
— — rheumatism 466 
— — serum injection . 554 
- — trichinosis 464, 729 
— neck, from aneurysm .. 434 
— — angina pectoris .. 433 
— — earies -- 429, 648 
— — cervical rib 5G 
— — in delicate patients . .. 429 
— — from fractured spine 648 
— — inflamed glands 379 
— — mediastinal new growth434 
— — meningitis zips dete) 
— — new growth ie .. 648 | 
— — pachymeningitis . 477 
— — phthisis 432 
— — pyorrhcea alveolaris.. 648 
— — rheumatoid arthritis | 648 
— — spinal earies .. 616 
— — (and see Stiff Neck) 
— neuralgic, from herpes.. 754 
— — in osteitis deformans 670 
— — (and see Neuralgia) 
— of obscure origin, syphilis 
ABC. ers oy reesei fit 
— occipital, from otitis 
media . » 202 
— osteocopic 463 
— ovarian, ureteric caleulus 
simulating S 578 
— pelvic, from erypto- 
menorrhea .. aly, 
PAIN IN THE PELVIS . . 467 
— — from abortion 468 
— — adhesions 468 
— + appendicitis .. 468 
— — carcinoma uteri 469 
— — after childbirth 468 
— — from extra-uterine 
gestation 468, 690 
— — fibromyoma .. .. 468 
— — gauze-packing 468 
— — hemorrhagic corpus 
luteum. cyst 468 


from epididymo- -orchi- 
tis Aer 

in influenza . 

with invagination of 


466 


478 
564 


rectum ie OAS) 
movable kidney . 460 
pancreatic calculus .. 116 
perinephric abscess .. 451 
polycystic disease .. 357 


renal calculus 40, 117, 


278 


— colic 2 AOL 
— disease 276, 277 
—- embolism ae 208 
— growth 355 
tuberculous kidney . 460 


(and see Backache ; 
and Pain in the Back : 


and Aching in the Loins) 


PAIN IN LOINS 


PALLOR 


Pain, contd. 

— in scalp from tic doulou- 
POUR nse bs Per fet 

— scapular region, from 
cervical rib . 444 

— scrotum, - from  peri- 
urethral abscess 5. GME 

Pain-sense, loss of (see 


Analgesia 
PAIN IN THE SHOULDER 474 


— from abscess of liver 


597, 709 
— — aneurysm ‘ eth 
—-— angina pectoris 433, 

476, 535 
— — aortic regurgitation .. 207 
— — arthritis .. 476 
— — biliary colic .. .. 450 
— — carcinoma of liver .. 373 


congestion cf liver 


. 384 


Pain in the pelvis, contd. 
— — from hysteria 468 
— — labour ‘ 468 
— — local congestion 468 
— — after operation 468 
— — from peritonitis 468 
— — prolapsed ovaries 468 
— — pyelitis : 451 
— — retroflexed uterus 468 
— — retroverted uterus 468 
— — salpingo-odphoritis 
193, 468, 699 
— — selerosed ovaries 468 
Pain in the pelvis, spasmodic 468 
— — twisted ovarian pedicle 468 
PAIN IN THE PENIS 
—-(and see Pain on 
Micturition) 469 
— — from appendicitis 474. 
— — balanitis 473 
—-— carcinoma .. 473 
— — — of bladder 281, 397, 
470, 472, 580 
— — — recti ‘ eal Ss 
— — cavernitis 473 
— — chordee ie .. 473 
— — cystitis 397, 470, 472 
— — gonorrhoea en GOLih 
— — gout 473 
— — herpes 473 
— injury .. 470 
Pain in the penis, list of 
causes of .. 469, 471 
— — from lymphangitis .. 473 
— — papilloma of bladder 472 
— — paraphimosis 473 
— — phimosis 473 
—-—piles .. 473 
— — prostatic abscess 470, 475 
— — — affections oe oNlil 
— — — calculus .. 473 
— — prostatitis 470, 473 
— — rectal fissure .. rs ee 
— — renal colic 473 
— — stricture : 470 
— — trigonal lesions 396 
—- tuberculous bladder 
397, 579 
— — — kidney oe ap Oe 
— — — ureter : ae 473 |} 
— — ureteric calculus 472, 578 | 
— — ureteritis .. 472 
— — urethral caiculus 184, | 
283, 396 | 
— — urethritis .. 473 
— — vesical disease ie AWG 
— — = calculus +282, 397, 


470, 579, 


PAIN IN THE PERINEUM 474 
— — from bacteriuria 5 ho) 
= cystitis ea Oo 
Pain in the perineum, list 

of causes of 474 


— — from prostatic disease 
— — prostatitis ve 


— — vesical carcinoma 397 
— precordial, in acute rheu- 
matism All 
— — angina pectoris 476, 535 
— — aortic incompetence 
207, 433 
— — arteriosclerosis ; 11 
— — endocarditis .. 211 | 
— — excitement 433 | 
— — on exertion’ 433 
— — from fibroid heart 213 | 
— — flatulence : 433 | 
— — granular kidney an) 
— — heartburn 297 | 
— — heart disease. 433 


— — myocardial affections 
— — myocarditis 212 
— — over-strain of heart . 214 | 
— — pericarditis 433 | 
— prostate, from prostatitis 581 | 
—in rectum, from anal 
"fissure A ksh 
— — carcinoma - 585 | 
— — prostatitis Sag tayfites 
Pain, referred 427, 706 | 
Pain, referred, from heart 
disease - 433 
— — pleurisy .. 432 
| — round. the heart .. 435 
— over sacro-iliac joint .. 680 
— — sacrum, from carcinoma 
rectl i 78 


diaphragmatic pleurisy 709 


— — duodenal lesions .. 476 
— — gall-stone 116, 327 
— — gastric lesions .. 476 
— — hemiplegia . 477 
— — hepatic lesions 476 
— — herpes oe ATT 
Pain in the shoulder, list 
of causes of .. 474, 475 
— — from mediastinitis .. 435 
— — occupation » 476 
— — pachymeningitis . 477 
— — phthisis 32, 476 
— — pleurisy 432, 476 
— — pneumonia .. 476 
— — pneumothorax . 476 
— — subacromial bursitis.. 476 
—— Wassermann test in 
cases of . 477 
— — from weight carrying 163 
—-— a-rays in detecting 
cause of . 476 


between shoulders (see 
Pain, Interscapular) 


— in side, in pneumonia .. 335 
— sole, from See .. 340 
- somatic 35 706 
— in spine after typhoid 
fever -. 715 
— stabbing, from pleurisy 432 


starting, at night, from: 


hip disease ae Oe 
— behind sternum, from 
chronic mediastinitis 435 
— — — flatulence Ae Bi) 
— —-— heartburn .. 56 436 
— — — mediastinal new 
growth .. -. 484 
— — — mediastinitis EoD) 
— — — cesophageal lesions 435 


supra-orbital, in angina 


pectoris 433 

— — from errors of refrac- 
tion. - 446 

_ suprapubic (see Pain i in 

Hypogastrium) 

| Pain on swallowing 198 
— tearing, from pleurisy.. 432 
— — pneumothorax .. 432 

— in the teeth from glau- 
coma .. at 290 

/— temporal, from otitis 
media . . 202 


Pain, tenderness with 427, 461 
Pain, without tenderness... 427 
PAIN IN THE TESTICLE 477 
— — from eee -orchi- 

ALAS une ts : -» 478 
hydrocele .. 481 
new growth .. 480, 696 
renal calculus 117, 278, 483 


— — renal colic 767 
— — sexual excitement .. 483 
— — tuberculous deposit.. 479 
— — varicocele ~ 482 
— thigh, from aneurysm of 
iliac artery . 460 
— — anterior cruritis . 439 
— — carcinoma recti 3 tits) 
— — herpes zoster. . 460 
— — obturator hernia Pan top 
— — pelvic lesions.. .. 468 
— — renal calculus 117, 278 


in throat, after corrosives 267 

— from spasm of ceso— 
phagus 

— — (and see Sore Throat) 


435 


861 


Pain, contd. 

— toe, from anterior cruritis 439 
— — gout 344, 438 
— — ingrowing toe-nail 
— — Morton’s disease .. 439 


— tongue, from epithelioma 738 
— on ‘top of head, from 
otitis media .. 202 


PAIN IN THE UMBILICAL 
REGION 


483 
— — from eczema intertrigo 483 
— — hernia . 483 


inflamed sebaceous cyst 483 


intestinal colic 425 
new growth .. . 483 
plumbism .. 484 
spinal lesions. . 484 
tabes . 484 


tuberculous peritonitis 483 


— over ureter, from calculus 41 
— in urethra, from epi- 
thelioma F 697 
— at urethral orifice, female, 
from cystitis 397 
— —— — vyesical carcinoma 397 
— in vulva, from earuncle 702 
-— cystitis - ae BRU! 
— — kraurosis. be AONE 
— — prolapse of urethra ee Oe 
— — varicocele TOL 
— — vesical carcinoma OO 
Painful erections (see 
Priapism) 
— fatness (see Adiposis 
Dolorosa) 
Pains, growing . 464 


— — (and see Growing Pains) 
Painters’ cramp .. ae ial 


Painters, plumbism in .. 117 
Painting, deterioration in 
quality of, in general 
paralysis nop dey 
Palate, ataxy of .. he 2a) 
Palate, bleeding nevi of 
(Plate XVII).. dee Pays 
-— — from stomatitis 74 


bullous dermatoses affect- 


ing ae — ie) 
— carcinoma of (see Car- 
cinoma of Palate) 
— cleft (see Cleft Palate) 
— dermatitis herpetiformis 
affecting age: 
— endothelioma of 588 
— epithelioma of (see Car- 
cinoma of Palate) 
— erythema bullosum affect- 
ing , . 4 
— gumima of 613, 750 
— herpes of .. 104 
Palate, inflamed, ‘general 
account of 
— — sore throat from é ee 
— Koplik’s spots on 178, 
— lupus of, blood- Spitting — 
due to. Negcoe 
— new erowth affecting .- 988 
— paralysis of (see Paralysis 
of the Palate) 
— pemphigus affecting 74 


perforation of, congenital 588 


— — malignant . 588 
— — regurgitation of food 
through nose from 
178, 588 
— — from syphilis 178, 210, 588 
— — traumatic AG. (aiste: 
— — tuberculous 588 
— pigmentation of (see 
Pigmentation in the 
Mouth) 
—— in pernicious answemia 
(Plate XXII) 528 


reflex, absent, in hysteria 468 


— — impaired, in bulbar 
palsy Selene 
— sarcoma of . 588 


searring of, from syphilis 210 
affected by stomatitis.. 74 
syphilis affecting 739 
tuberculous (see Tuber- 
culosis of Palate) 
ulceration of (see Ulcera- 
tion of the Palate) 
Pallor, acute, from duodenal 
ulcer ~. 2 aie 
— from alkalies 99 


862 


Pallor, contd. 
in angina pectoris . 433 | 
distinction from anemia 21 
in infantile scurvy .. 996 
of foot, from intermittent 
claudication .. bi 
in Méniére’s disease 
nephritis 
night workers 
pericarditis 
pernicious anemia 
pyonephrosis : 
from ruptured tubal 
gestation 7 093 
sudden, from heemat- 
emesis 
of toes, 
disease 2 
with tuberculous arthritis 348 
in underground workers 21 
Palms, cheiropompholyx on 


5 756 
congenital syphilitic erup- 
tion on ‘ ..- 400 
eczema of .. 491 
horny overgrowth in, 
from erythema kera- 
todes .. 
hyperkeratosis of, from 
arsenic 34, 
pink = 
pityriasis rubra pilaris 
affecting ae 


in Raynaud’s 


405 


pruritus of ake 
small-pox not affecting | 
syphilis of AB on 
syphiloderm of . 
xanthelasma of. : 
Palmar fascia, contracture 
of : 
Palmaris brevis, 
supply of 
— longus, nerve supply of 
Palpebral fissure, dimi- 
nished, from sympa- 
thetic paralysis 4, ail 


“nerve. 
504 
504 


— — small, from cord lesion 501 | 
— — — paralysis of arm with 501 | 


— — — from spinal lesion.. 507 | 
— fissures, unequal, from 
habit .. Ae .. 540 
PALPITATION 484 
— from absinthe 486 
— from absinthe 486 
— in acute rheumatism 211 
— from alcohol .. 486 
— anemia .. -. 484, 487 
— from aortic RA aides 207 
— athletes’ heart . .. 214 
— chlorosis 274 
— chronic nephritis ih 
— cocaine .. 5 486 
— coffee .. 486 
— definition of 484 
— from digitalis 486 
— drugs . .. 484 
— dyspepsia 435, 485 
— emotion . 5. 486 
— endocarditis 211 
— exercise and é 487 
— from fatty heart 485 
— fibroid heart 213 
— flatulence 435 
— after flushing 241 
Palpitation, fear of heart 
disease caused by .. 485 
— from gastritis 435 


— in Graves’s disease 722, 7 


268 
, 441 | 


| — — undigested muscle- 


PALLOR 


Pulpitation, contd. 
— in paroxysmal 
cardia 
— in Stokes- Adams 
drome . 
— from tea. 
— tobacco .. 
— thyroid extract. . oe 
— valvular heart disease. . 
Palsy, crutch 65, 
— Saturday night . 
Pampiniform plexus, throm- 
bosis of, priapism from 
Pancreas, affections of, co- 
efficient of urine in .. 
calculus in (see Calculus, 
Pancreatic) 
carcinoma of (see Carci- 
noma of Pancreas) 
— cirrhosis of, no Cam- 
midge’s reaction in .. 
— — fat globules in feces 
with 
— fatty acid crystals in 
feeces with . 


tachy- 


syn- 


485, 


LOL 
5 agit 


fibres in feeces with 

— cyst of (See Cyst, Pan- 

creatic) 

disease of, 
with 


acid feeces 
its ee Oil 
— diabetes from eee 
Pancreas, disease of, indi- 
cated by Cammidge’s s 
reaction * 5 
— indigestion due tOne LOL 
— jaundice due to a dul 
— keratin capsules in 
detecting aa ts} 
hemorrhage into (see 
Heemorrhage into Pan- 
creas; and Pancrea- 
titis) é 
lesions of, fatty diarrhoea 
with ave 
— glycosuria with 
— pancreatic reaction in 
urine with .. 30 
— new growth of, pain in 
epigastrium from 
— tumour of, ascites from 
Pancreas, tumours of, general 
account of 630, 661 
— — kidney simulated by 354 
— — portal obstructionfrom 46 
Pancreatic artery, opened 


by gastric ulcer . 268 
— colic (see Colic, Pancrea- 
tic) 
| — diarrhoea 172 
— extract, infantilism im- 
proved by - 191 
— incompetence, fatty stools 
in eo 
-- infantilism from 191 
— — Sahli’s capsules in 
testing 191 
PANCREATIC REACTION, 
CAMMIDGE’S 100 
| Pancreatitis, acute, abdo- 
minal pain from 264, 767 
— — age incidence of ates h 
_—in alcoholic persons.. 131 


— heartburn 297, 322 
— with hepatoptosis 368 
— from heredity 484 
— high blood-pressure 484 
— in hysteria . 486 
— insomnia from .. 322 
Palpitation, list of causes of 
484, 485 
— from lung affections 484, 485 
— mitral regurgitation 210 
— morphia. as Bay eka) 
— myocardial affections 
213, 300, 484, 485 | 
— myocarditis Se 212 
— nervousness .. 484 
— neurasthenia 466, 486 
— overstrain of heart 214 
— with aden gae 
goitre . 5 EE 


661 


collapse from 264, 436, 
constipation with 131, 


101 | 


100 


PARASSTHESIA 


Pancreatitis, acute, contd. 


—-— pain in epigastrium 
from . 436 
— — perforated gastric ulcer 
simulated by . 389 | 
— — peritonitis simulated 
by 594, 661 
— — pyrexia from . 661 
— — shock from 436 
— — tenderness over pan- 
creas with .. nod, 


from 594, 
661, 765, 767 
bile pigment in urine : 
trOTO Me re LO 
Cammidge’s reaction not 
pathognomonic of .. 100 
with carcinoma. . $6, OY) 
chronic, bile-duct ob- 
struction from A avs} 
bulky offensive stools 
from iat 56 JIG 
Cammidge’s reaction 
from 117, 254, 328, 661 
chemical analyses of 


vomiting 


stools in diagnosing 116 | 


clay-coloured stools 


from ae Bly (GIL 
—— colic from 116, 328, 329 | 
— — cysts from .. 661 
— — diagnosis from carcin- 

oma oe 56 SY) 
— — -— gall-stones.. 2h) 


epigastric pain from 
116, 254, 329, 661 
fatty stools from 116, 
239, 264 
gall-bladder enlarged 
from 116, 253, 2 
gall-stones simulated 


I 


Dyer 328 
paercatiile chronic, gene- 

ral account of 100, 328 

— — glycosuria from 264, 661 


— jaundice from 116, 
239, 254, 264, 
325, 326, 328, 661 

meat fibres in stools in 


116, 264 

— — pigmentation of skin 
from 116, 264 
— — rigors from 116, 264 
—-—sugarinurinein.. 116 
—-— wastingfrom.. 116, 264 
— colic simulated by ce ENS) 
— cyanosis in : vo Lay 
— from duodenal ulcer .. 101 


epigastric pain from .. 437 
excess of Se ee juice 


with .. sip LOR) 
— fecal fat with . 101, 328 
— gall-stones and. «. 437 
— from gastric ulcer oe aK 
— jaundice with eee LOW 
— microscopical examina- 

tion of faeces in 5 ako 
— oceult blood with = OL 
— oxaluria with 100 
— ptyalism from .. 543 
— saponified fats with 101 
Pancreatitis, secondary, 

various causes of 100 
Pandemic chorea ... . 134 


Pannus, trachoma and 231, 734 
Panophthalmitis, £ from diph- 


264, 661, 767 | theria . 734 
Pancreatitis, acute, diagnosis | gonorrhea 5 Hee! 
of bis ef .. 436 | — ulcer of cornea . 5 HBS 


— — epigastric pain from.. 661 | 
— — fat necrosis with 131, 
389, Gel Kah 
— — in fat persons 131 
— — flatus with ood 
— — glycosuria from . 264 
Pancreatitis, acute hemor- 
rhagic 389 
Pancreatitis, acute hemor- 
rhagic, symptoms of.. 594 
-- hiccough from a BOE | 


| 


intestinal obstruction 
simulated by 131, 

_ 264, 389, 594, 661, 
— laparotomy in dia- 
gnosing 389, 436, 
594, 661, 767 

meteorism in.. 389, 594 
nausea from .. ci OW 


767 


Papilloma of bladder, car- 
cinoma simulated by 580 


— — cystitis from .. . 580 
—-—cystoscope in dia- 
gnosing 281, 396, 
471, 472, 580 
— — detected per rectum.. 281 
— — fragments in urine .. 276 
— — frequent micturition 
from . 281 


hematuria from 275, 
276, 281, 471, 472 
kidney enlarged lONeee 
pain in kidney from. . 
— — penis from 469, 471, 472 
pyuria from 575, 580 
retention of urine from 281 
simulated by ureteric 
calculus Ae 


472 


281 | 
281 | 


| — kidney, hematonephrosis 


| — — strangury from 


Papilloma of bladder, contd. 
-, 649 
— — ureter obstructed by 281 


| — — urethra obstructed by 472 


— gum, microscope in dia- 
gnosing 

— — (and see Epulis) 

— jaw, bleeding gumsfrom 72 


74 


from 208 
— — hematuria from 275, 278 
— — hydronephrosis from 278 
— — renal enlargement from 278 
— larynx, asthma simulated 


by. oa we ea OBg 
— ovarian .. » 49 
— rectum, age incidence of 79 
-- blood per anum from 79 


— — speculum in diagnosing 79 
— scrotum,epithelioma from 621 
—— hernia testis distin- 


guished from 623 
— — ulceration of . 621 
— ureter 278 
Papillomata, peritoneal . 49 
— urethral . 184 
-- discharge from .. 184 
-- endoscope in dia- 

gnosing : .. 184 
— vulval swelling from .. 699 
PAPULES . 487 


Papules of ‘acne vulgaris 


487, 489 

— in chicken-pox .. -. 616 

— definition of .. Ay eter 
—in dermatitis herpeti- 

formis ‘ a OD 

— eczema ; 487, 755 

—— marginatum . 250 


Papules of erythema multi- 


forme . : . 489 
— folliculitis ‘decalvans 71 
— in German measles 228 
— glanders.. : 5d9 
— goose-skin ar 2. AST 
— granulosis rubra nasi... 654 
— herpes zoster 754 
— impetigo : 755 
— inflammatory, “itching 
with Z . 487 
— in keratosis pilaris 488 
Papules of lichen planus 
487, 488, 491, 603, 756 
— — ruber planus sae 487 
Papules, of lichen scrofulo- 
sorum 487, 488 
Papules, in lupus . 735 


— with malignant ‘pustule 
—in measles" tS 
— in milium 

— in pityriasis rubra pilaris 
Papules of pityriasis rubra 


pilaris 487, 488, 604 
Papules, of te) 487, 489 
— psoriasis -. 603 
— ringworm 248 
— sarcoma... 487 
— scabies 755 
— seborrhcea ee 602 
— seborrhceic dermatitis . 401 
— small-pox 554, 560, 616 
— strophulus é (il 
Papules of syphilis 401, 487, 

490, 559, 560, 756 
— urticaria «. 487 
— vaccinia . Beet (air 
— varicella se LD. 
— verruca plana . 487 
— xanthoma BO toi 
— xerodermia . 488 
Paracentesis | abdominis, 


chronic peritonitisfrom 47 
— — perihepatitis from 52 
— recurrent, for poly- 

orrhomenitis oe 


— thoracis, fluid blood- 
stained after . oar kOe 
— — hemoptysis from , 286 
— — hydropneumothorax 
from 652 
— — (and see Needling of 
Chest) 
Paracusis Willisii .. «4 26D 
Paradoxical diarrhoea dae 
— pupil reaction to light.. 552 
Paresthesia, from alcohol 726 


— of arm, from cervical rib 551 


Parcesthesia, contd, 
— from combined degenera- 
tions of cord . 
in disseminated sclerosis 5 
hysteria .. oe av 
neuritis .. : 
paralysis agitans 
peripheral ‘neuritis 
Paraffin wax, in histology 
— workers, carcinoma of 
scrotum in 
Parageustia : 
Paragonimus W estermani 
Paraldehyde, foul breath 
from Ew, a 
— — taste from 
Paralysis of 
muscles, 
theria . 
— abductor, asphyxia from 
— — functional 
— laryngeal obstruction 
from : 418, 
— orthopnea from 418, 
— from syphilis. . ee 
— of accommodation in dis- 
seminated sclerosis .. 
acute ascending 
— agitans, bilateral cortical 
softening simulating. . 
— — brachial monoplegia in 
— — difficult swallowing in 
Paralysis aan, facies of 
(Fig. 1 
— — festinating gait in 252, 
Paralysis agitans, general 
accountof . 
hysteria simulated by 
insomnia from 
lack of expression in. . 
mercury poisoning 
simulating . 
myxcedema simulating 2 
neuritis simulated by 
ptyalism in .. 
reflexes normal in 498, 
rigidity in G 
shuffling gait in 
spasm of orbicularis in 
staring appearance in 
tremor in 
without tremor 
weakness of one leg in 
winking defective in. 
writers’ cramp simu- 
lated by 
Paralysis of atccier crural 
nerve .. 
Paralysis of one arm, 
atrophic, causes of .. 
from brachial plexus 
injury : : 
cerebral abscess 
— embolism 
— heemorrhage 
— thrombosis 
— tumour .. 
chorea ‘ 
disseminated sclero- 
sis 
Duchenne’ 3 palsy... 
encephalitis 
Paralysis of one arm, from 
Erb’s palsy 
Paralysis _ of 
hysterical : 
— — — from injury at birth 
Paralysis of one arm, from 
Klumpke’s palsy 
paralysis agitans 


abdominal 
from diph- 


de) 


one arm, 


Volkmann’s contrac- 


514, 5 


Bo NOP 


503 


502 
507 


. 902 


. 507 


503 
507 


. 507 
.. 503 


vascular brain lesions 501 


tracture .. -- 906 
— — — yawning and 503 
— arm, from cervical rib.. 508 
— — from myopathy oe O09 
—-— peroneal atrophy .. 509 


small palpenee fissure 


with OO 
— — — pupil with . 501 
-- from tumour of cord 509 
— — from birth injury = alae 
— — Landry’s paralysis .. 518 
— — leprosy .. 505 
— — poliomyelitis acuta 7. 509 
— — progressive muscular 

atrophy 61 


PARAISTHESIA 


Paralysis of arm, contd. 


— — syringomyelia 508 
— — talipes with 112 
Paralysis, ataxy simulating 500 


of back muscles, scoliosis 
TUTONIA, ce 
bladder, from fractured 
spine .. 
haemorrhage into spinal 
meninges sie 
myelitis 
paraplegia .. - 
retention of urine from 
from tabes 
— urine dribbling from 
bowel, from peritonitis 
= spinal lesions. . 
brachial plexus, 
with : 
— — progressive muscular 
atrophy  distin- 
guished from 
Paralysis, Brown-Sequard, 
general account of 58, 
496, 
bulbar, age incidence of 
— allied to progressive 
muscular atrophy. . 
atrophy of hand mus- 
cles with é 
— masseters in as 
— tongue in 197, 493, 
548, 589, 
aspiration. pee 
from 
cell degeneration in. 
difficulty in articula- 
tion in ere 
— mastication in 
— phonation in 
— swallowing in 
dribbling of saliva in 
542, 
dysarthria in.. 136, 
dysphagia from 197, 
543, 589, 
fibrillar contraction in 
fibrillation of tongue in 
lesions causing ne Oars 
due to medulla changes 589 
myasthenia gravis simu- 
lating 5 aligys: 
— nerves ‘paralyzed in.. 135 
Paralysis, bulbar, notes on 627 
-- ophthalmoplegia with 
palate affected in 588, 
589, 
paralysis of masseters 493 
— tongue in 493, 589, 706 
paresis of lips in . 589 
pharynx affected in.. 588 
progressive muscular 
atrophy and P 
pseudo- simulating 197, 
ptyalism from : 
regurgitation of food in 
— — through nose from 
178, 588, 


pain 


589 
493 


764 


— — taste loss from 705 
—-— tendon reflexes ex- 
aggerated in Oat 


tongue like a bag of 


worms in loo 
— — unilateral Gls 
— — yoceal cord palsy in. 627 


of cervical sympathetic, 

blushing absent from 

— enophthalmos from 

217, 541, 

— loss of psychic pupil 

reflex from Se 

— ptosis from 541, 

— pupil small from 217, 541 
Paralysis of cervical sym- 


| 


pathetic, signs of 217 
— — — small palpebral fis- 
sure from meat 


— — sweating absent from 217 
— — — tension of globe dim- 
inished in . 505 
— — unequal pupils from 5 
chorda tympani, excess of 
saliva from ae 
— — with facial palsy .. 
— — from middle-ear dis- 
ease see oh 


135 | 
627 


543 | 


589 | 
speech changes in 135, 627 | 


PARALYSIS 


Paralysis, contd. 

— chorda tympani, saliva 
defects from 

— — taste impaired with 


493, 705, 706 
— ciliary muscle .. 551 
— — — after diphtheria 64, 
197, 589 
— circumflex nerve, arth- 
ritis simulating . 506 
— cranial nerves, from cere- 
bral syphilis .. . 146 
— deltoid atte Cueh UE 
— detrusor, retention of 
urine from tooo 
— diaphragm 5 306 
— — asphyxia from 518 
— — from diphtheria - 65 


— in Landry’s paralysis 
dilatator pupillee Ais 
eleventh nerve, in bulbar 


2 
0 


86 
eee ith’ conid. 
— of fifth nerve, dryness of 
nasal mucosa from 612 


— — -— keratitis from . 134 
— — — from mid-brain tu- 
mour Seth 


— — muscles affected by 706 
— taste loss from . 105 
general, of the insane 
(see General Paralysis 
of the Insane) 
of glossopharyngeal nerve 706 
hands, in amyotrophic 
lateral sclerosis : 
— progressive muscular 


atrophy 61 
— — Tooth’s peroneal palsy 60 
— — transverse myelitis .. 62 


— hypoglossal nerve, diffi- 
cult swallowing from 543 


—-—- in bulbar paralysis 135 


paralysis 135 | — — — ptyalism from 543 
— — torticollis from .. 142 | — — — tongue atrophy from 63 
Paralysis, Erb’s, general | — hysterical 134, 141 
account of _ .. 507  — — (and see Hysteria) 
— crossed, with facial para- | — due to increased intra- 
lysis 493 cranial pressure 590 


— of eye muscles, " double 
vision from .. 
— — (and see Strabismus) — 
— — — incodrdination from 
Paralysis of external popli- 
teal nerve .. 
— — rectus, diplopia from 
(Fig. 83) 
— — — effects of 
— — — with facial paralysis 
— — — from lead .. 
PARALYSIS OF ONE EX: 
TREMITY (LOWER) 
PARALYSIS OF ONE EX- 
TREMITY (UPPER) 
PARALYSIS, FACIAL .. 491 
— — atrophy from 63, 493 
bilateral (Fig. 201) 493 
— in myopathy . 628 
— peripheral neuritis 627 
with brachial mono- 


500 


plegia 
in bulbar palsy 
cerebral diplegia 
contracture from 140, 
corneal reflex in 
crossed paralysis with 
difficult swallowing 
from 
dribbling of saliva from 493 
epiphora in 220, 493 
external rectus par. 
alysis with. ; 
from Fallopian canal 


543 | 


lesion 494 
— — (Fig. 197- 200) 491, 492 
— — hemiatrophy simu- 
lating . 494 
— — with hemiplegia 302, 492 
— — herpes of ear from .. 493 
— — hyperacusis from .. 493 
— — impaired hearing from 493 
— — keratitis from 734 
Paralysis, facial, mid- brain 
lesion and... 493 
— — taste loss from 493, 
705, 706 
Paralysis, facial, nuclear. . 493 
—-—from parotid new 
growth . 695 | 


Paralysis, facial, Be eaeres ay 
-- ptosis with Peay 4 | 
— in pseudo-bulbar para- 


lysis 493 
— — ptyalism from . 543 
— — R.D. with . 493 | 
— — stapedius affected in 493 | 
Paralysis, facial, supra- 
nuclear 


— — from syphilis(Fig. 230) Hs 
— — tinnitus from eos 
— — uncontrolled emotion 


with 493 


Paralysis, facial, varieties of ve | 


— — vertigo from .. 
of fifth nerve, ¢ ene te 


of face from .. F064 
— — —— tongue from a TAOS. | 
— — — anosmia from 3 G12 


—— in bulbar paralysis 135 


| — infantile, Friedreich’s 
ataxy simulating 60 
Paralysis, infantile, general 
account of 512 
—— limpingfrom .. 251, 362 
— — myopathy simulating 60 
— — parts affected by ans 
— — plantar reflex in 68 
— — from poliomyelitis 
113, 510, 512 
—— R.D. in see OO) 
— — scoliosis from. . 153 


. 602; 
a ONS 
- 493 | 
494 | 
. 492 | 
493 | 


shoulder wasting from 

(igual \eo9 

talipes from . 5 Aals} 
Tooth’s peroneal palsy 

distinguished from 113 


----- simulating 60 
— — ulceration from am AM: 
— — wasting in 60 


of inferior oblique, dip- 
lopia from (fig. 83) 177 
— rectus, diplopia from 
(Fig. 83) eid 
of infraspinatus . 506 
intercostal muscles, as- 
phyxia from . oe DLS 
— — — inLandry’s paralysis 518 
Paralysis of internal popliteal 
nerve .. 499 
— of internal rectus, dip- 
lopia from (fig. 83) 177 
— — — (Fig. 228) .. . 541 
— interossei, talipes from.. 
Paralysis, Landry’s 
— — plantar reflex in 


PARALYSIS, LA = ee 494 


- 518 


68 


— — albuminuria with . 495 
— — from aneurysm eee ep 
—-— aphoniafrom.. 494, 628 


arytenoid fixation simu- 


lating a .. 494 
— — aspiration pneumonia 
from -. 259 
Paralysis, laryngeal, bi- 
lateral .. 495 
— — in bulbar palsy 627 
—- trom carcinoma of 
thyroid Rie Tash 


from cerebral softening 495 
cough with 149, 494 
from epithelioma of 


oesophagus. . . 495 

— — fibroid phthisis 495 
Paralysis, laryngeal, func- 

tional .. .. 494 

— — glycosuria with 495 

— — from gumma. 495 
-- hemorrhage into me- 

dulla .- 496 

— — laryngitis simulating 494 
— — laryngoscope in dia- 


gnosing .. 494 
from lymphadenoma 495 
malignant glands 381, 495 
mediastinal new growth495 


— — medulla changes ~ 495 
— — mitral stenosis 495 
— — neoplasm in medulla 496 
— — pneumonia 495 


864 


Paralysis, contd. 
— laryngeal, stridor from 651 
— suffocative cedema simu- 
lated by .. 495 
without symptoms .. 


enlargement 
495, 

tracheotomy required 495 

from tuberculous glands495 


thyroid 


— - ulceration of larynx 
simulating .. .- 494 

Paralysis, faryngeal, uni- 
lateral ae .. 495 


— urgent symptoms from 494 
— varieties of : 
— without speech defect 628 
a@-rays in diagnosing 
cause of -. 495 
of one leg, Brown- 
Séquard type 496, 497 
— from cauda equina 


tumour . 62, 515 
— — — indisseminated scler- 

osis Pee NS 
— — — epiphysitis simu- 

lating - 670 


— from growthinspine 499 
gumma of cord . 496 
Paralysis of one leg, om 
ysteria 

myelitis 2.) 496 
new growth of cord 496 
paralysis agitans .. 498 
poliomyelitis acuta 500 


— — — spinal caries .. 499 
—-—-+.— meningitis __.. 499 
— — — syphilis . 499 
— — — syringomyelia . 500 
— —-— tumour of cord .. 500 


Wassermann reaction 
with ae 
a-rays in diagnosing 
cause of . . 499 
of the legs in amyotro- 
phic lateral sclerosis. . 
— -— in Landry’s paralysis 
Paralysis of the legs, in 
Little’s disease 132, 
from peroneal atrophy 


499 


= ee 
518 


139 


— — spinal caries .. 154 
— — Tooth’s peroneal palsy 60 
— — transverse myelitis .. 62 
— — Werdnig-Hoffmann 

type 135 


levator palpebrees superi- 
oris (and see Ptosis) 
(Fig. 227) 541 
Paralysis of long thoracic 
nerve (Fig. 207) 505, 506 
— lips, in bulbar paralysis 
— lumbricales, talipes from 
— masseters, in bulbar par- 
alysis .. . 493 
— — from fifth nerve lesion 706 
— median nerve, ischemic 
paralysis simulating. - 506 
— of musculospiral nerve 506 


— — — from crutch -. 504 
— — — fracture . 504 
— — — wrist-drop from 65 


— neck in Landry’s par- 
alysis .. 518 
Paralysis of obturator nerve 498 
— ocular muscles, diplopia 
from . Cee LG. dig, 
— — in disseminated scler- 
osis -* 160 
— ptosis with re) OAL 
— from syphilis . d4L 
— 3rd nerve lesion .. 541 
— (and see Strabismus) 
painful affections simu- 
lating . t 501 
palate, in bulbar paralysis 589 
Paralysis of palate, causes of 588 
—-— after diphtheria 64, 
154, 196, 512, 627, 
from glossopharyngeal 
nerve lesion 
— in myasthenia gravis 
— nasal voice from 64, 
154, 512, 
regurgitation of food 
through nose from 
64, 154, 512, 588, 


764 


706 
627 


627 


764 


494 | 
from syphilis 495, 589, 651 | 


Poy | 


. 494 | 
— voice altered with 150, 494 | 


589 
114 | 


PARALYSIS 


Paralysis of palate, contd. 
— after removal of ade- 


noids 3 589 — ulnar, adductor pollicis osis . . 902 

— — stertor from .. 647 affected in .. 110 -— — from encephalitis 132 

— — from syphilis. . . 589 | — — claw-hand from 109, 110 | —- — extensor plantar re- 

— — after tonsillectomy .. 589 —--— flexor carpi ulnaris | flexes in 314, 512 

— — unilateral, without affected in .. . 110 | — — after fevers 132 

speech defect 628 —-—hypothenar wasting — — from hematomyelia. . 509 

Paralysis of pharynx, causes from Pe etl | = intannrle ; 132 
of ue she .- 588 | — — ischaemic pace — — from injury .. ~. Lie. 

— — from glossopharyngeal | simulating .. — — instruments at birth 132 

nerve lesion .. 706 | — — lumbricals affected in 110 | — — knee-jerks increased 

— — regurgitation of food | - — progressive muscular 1s te. ne Oley 

‘through nose from 588 atrophy distinguished — — from lateral sclerosis 140 

— phrenic nerve, from diph- from . .- 61) -—-— from meningeal he- 
theria . : 65 | — — sensory changes from 110 | morrhage SABE: 

— pseudo- bulbar, age inci- ° | Paralysis, unilateral, from | — — mental defect with .. 144 
dence of - 589 gross intracranial lesion 118 | — — new growth aay AEBS 

— — no atrophy of tongue — of the vagus, death from 65 | — — polio-encephalitis 132 

sway 589 | — — after diphtheria 65 | — — precipitate defeecation 

— — due to cortical soften- — — tachycardia from 65 with os .. 314 

ing . 589 | — vocal cord (see Paralysis, — — — micturition with 314 

-- emotional expression Laryngeal) — — no B.D. with.'. 5 Ole, 

uncontrolled in .. 627 | — Volkmann’s ischemic — — from sinus thrombosis 591 

— — facial paralysis in .. 493 | 114, (Pig. 58) 141, 506 | — — spinal earies . Sr 

—-— palate affected in .. 588 | — — from splint 61 | — — tendon-jerks brisk in 314 

— — pharynx affected in.. 588 | Parametric abscess (see — — from transverse mye- 

— — regurgitation of food Abscess, Parametric) litis .. ¢ 62 

through nose from Parametritis, acute perito- — — tumour of cord 509 
178, 588 nitis from ;: .. 592 | — — no wasting with 512 

— — spasticity in . .. 627 | Paramyoclonus multipiex — from spinal ‘caries 243 

— — starchy facies in = 620 p 36, 137 | — syphilis .. a olG. Shit 

— pseudo-hypertrophic (see — — retracted head from.. 589 | — syringomyelia 516 
Myopathy) Paraphimosis 473 | — thrombosis of superior 

— of pupil, complete . 551 | PARAPLEGIA 510 longitudinal sinus Slt 

Paralysis of sciatic nerve.. 499 — ankle-clonusin .. 39 | — transverse myelitis 516 

— — — anesthesia from .. 499 | — ataxic Gee Ataxic Para- — ulcer of foot with .. 736 

— —-~ from-.forcible ex- | plegia) — urine dribbling in che: 

tension of knee.. 113 | — from bilateral cerebral | Parasites, albuminuria from. 13 

— — — fracture of femur.. 499 softening 515 | — anemiafrom .. eas 

— — = — pelvis . 499 | — cases of sudden onset ..° 514 | — bile-duct obstruction by 325 - 

— — — gait with 499 | — from cauda equina tu- — causing blood changes . 26 

— — — from hip-joint i injury 499 mour .. .. 515 | — — no blood changes 26 

— — — Hodgen splint - 113 | Paraplegia .in children, list — Charcot-Leyden crystals 

—-—-— injury to lumbar of causes of {0 in stools with =e LOZ 

spine 113 | — from combined scleroses 517 | — eosinophilia from 26, 33, 219 

— — — new growth AES i compression, girdle pain — erythema from. 223, 226 

— — — pelvis lesions 499 in 260 PARASITES. INTESTINAL 519 

== = -splint 113 | — congenital spastic, talipes — — relation of pica to 99 

— — — talipes from 113 in as . 112 | - intestinal cast simulating 398 

— from wound 113 | — definition of 510 | — jaundice from Peon, 

Paralysis of serratus magnus — from enteric 516 | — leucocytosis from , Dae 

(Fig. 207) 505, 506 | — extensor plantar reflexin 39 | — in Nora 3G = -. 645 

— seventh nerve (see Par- — from forceps-at birth 511 — malarial (See Malaria) 
alysis, Facial) — fracture of spine 243, 538 | — cedema of legs from 415 

— shoulder, from _ polio- — Friedreich’s ataxy 512 | — ova of, in feces .. 226 
myelitis acuta .- 509 | — functional { 518 | — severe angzemia from 13 

— simulated by arthritis.. 501 | — from general paralysis. . 518  — in sputum 292 

— of sixth nerve, diplopia — hysterical 59, 141, 497 | — stools se 170 
from (Fig. 83) 177 | — incontinence of faeces | — toxemia from .. 226 

— — — effects of . 176 with .. 314 | — in trachea 287 

— — — with facial paralysis 493 | — after kick from horse .. 516 | — trichinosis, in muscles .. 729 

— — — from plumbism 34 | — knee-jerk increased in.. 39 | — (and see Worms) 

— spastic, of arm . 502 | — from Landry’s paralysis 518 | Parathyroids, calcium and 152 

— — one leg, from syringo- — limping from . 251  -— myoclonus and . ee ag 

myelia 110 | Paraplegia, list of causes of, — tetany and , Pils?) 

— of sphincter vesice, in adults . 514 | Paratyphoid bacilli 69, 637 
incontinence from .. 218 | — malingering of . 518 .— fever, agglutination test 

— spinal accessory ae 149 —"trom meningitis — 515 | for 3 i 565, 637 

— from splint 141 | — meteorism with 389  — — influenza simulating... 565 

— of Stapedius 493 | — from myelitis 515 | — — pyrexia from . 563 

— — from Fallopian canal — new growth in spine .. 714 | — —‘spleen enlarged i in 632, 637 

lesion 494 | — paralysis of bladder in.. 398 | — — tuberculosis simulat- 

— stomach, acute dilatation — from peripheral neuritis ing . 565 
of stomach from liegt 512, 515 | = — typhoid simulated by 636 

— superior oblique, diplopia — poliomyelitis 512, 515 | — — — simulating . 565 
from (Fig. 83) 177 | — primary lateral sclerosis 517 | Paraxanthin, uric acid from 742 

— — rectus, diplopia from — primary .spastic, penile Paris, ringworm of 247 

(Fig. 83) 177 erection absent in 318 | Parkinson’s disease (see 

Paralysis, supranuclear 492 | — from progressive muscu- Paralysis Agitans) 

Paralysis of suprascapular ~ lar atrophy 500 | Paronychia (and see Whit- 
nerve .. .. 506 | — retention of urine in 396 low) .. 400 

— temporal muscle, from — from scarlet fever . 516 | Parotid gland, abscess in 

_ fifth nerve lesion . 706 | — spastic, in amyotrophic (see Abscess, Parotid) 

— of third nerve (and see lateral sclerosis 62  — — carcinoma of. 695 
Ophthalmoplegia ; and — — ankle-clonus in 512 | — — swollen, in Kirkland’s 
Strabismus) . 540 | — — athetosis in emia | disease ee GLG 

--- (Figs. 297, 228) 541 | —— bladder and rectal Parotid tumours .. 695 

— — — from mid- brain tu- trouble in .. .. 512 | Parotitis, earache from .. 202 

mour A 727 | — — from caries .. 113 | — epididymo-orchitis from 478 

— — ~ unequal pupils from 552 | — — aftercerebral embolism 132 | Parotitis, infective, notes on 694 

— tongue, in bulbar’ para- — — — hemorrhage 132 | — pain in the face from... 446 
lysis 493, 589, 706 | — — — thrombosis .. 132 | — periostitis of jaw simu- 

— — unilateral, without —-— from combined de- | lating .. ae oe G83 

speech defect 628 generations of cord 444 — salivation with .. Been 

— trunk in pew cA par- — — congenital, kyphosisin 155 | Parovarian cyst, simulating 
alysis .. ‘ .. 518 | — — contractures in 138 | ascites “te B Az 


PAROVARIAN CYST 


| Paralysis, contd. 


twelfth nerve 63, 135, 543 


Paraplegia, spastic, contd. 
— in disseminated scler- 


PAROXYSMAL HASMOGLOBINURIA 


Paroxysmal hzemoglobin- 
uria (see Hzeemoglobin- 
uria, Paroxysmal) 

Paroxysmal! tachycardia, 
general account of 547, 

548, 703 

— — (and see Tachycardia, 

Paroxysmal) 

— — palpitation from . 484 

Parrot’s nodes, in congeni- 
tal syphilis 385, 669 

Particles of new growth, 


in ascitic fluid 48, 49 

— — — inpleuritic fluid 102, 
105, 290 
— — — serous effusion .. 107 
— — — sputum .. 644 
— — — urine , 276, 580 
— vomit CEG: 767 


Parturition (see Childbirth 
and Labour) 
Passion, cerebral vein rup- 
ture from ie 
Patellar clonus 
— reflex (see Knee-jerk) 
Patent ductus arteriosus, 
bruits with 91, 156, 157 
— no clubbed fingers 
with Sie aS 633 
— no cyanosis with ~ 
SPs Lo6s D383 
no polycythsemia 
with 4 050 
without symptoms 720 
thrill with .. 157, 720 
a-ray appearances in 91 
— foramen ovale, no sym- 
ptoms or signs from .. 
Patent septum ventricu- 
lorum, bruit of 91, 156, 
157, 215, 533 
cardiac impulse dis- 
placed with eae) 
clubbed fingers with 
111,, 215 
. 2d 


113 
. 358 


157 


— — toes with A 
cyanosis with 111, 
156, 215 


— dyspnoea with 
epigastric pulsation 
with .. 215 
large heart with .. 215 
polycythemia with 215 
— pulmonary stenosis 
with Mu 215 
——-—thrillwith.. 157, 215 
Pavor nocturnus : 
— — epilepsy and .. 
-- ey, history and .. 322 
Pavy’s disease 
Pavy’s solution in estimat- TS 


ing sugar 63 
Pavy’s test. 261 
Pawlik’s erip 3 So PANO) 
Pears, false intestinal sand 

after 599 
Peas, inhaled, gangrene of 

lung from 259 
— oxalate from 2 Eg 


Peau lisse, in syringomyelia 110 
Peckham, fat boy of .. 409 
Pectineus, nerve supply of 498 
Pectoralis major, atrophy of 513 


— — nerve supply of . 504 
— — root innervation of .. 509 
— — wasting of,in phthisis 61 
— minor, nerve supply of.. 504 
Pectoriloquy, with bronchi- 
ectasis. . = 292; 643 
— over fibroid lung 206, 216 
— in phthisis an Heke! 
— pneumonia 160, 642 
Pediculosis capitis, ane- 
mia from Sa Bre eae) 
—-— cervical glands. en- 
larged from 379 


eosinophilia rare from 219 


— — irritation of neck with 378 

— — nits with : Ae Faults) 
— — occipital glands’ en- 

larged in Blige ons 

— — pyrexia from.. Anais, 

— — stiff neck from . 647 

— carbolic acid in treating 746 
— corporis, ety mes rare 

_ from 219 

— — purpura from 553 


D 


Pediculosis, contd. 


— itching in 490, 540 
- meningitis from. 590 
— prurigo distinguished 
GrOM ran 490 
— pubis, bathing-drawers 
area affected by . 401 
— — eosinophilia rare from 219 
— — glands enlarged in .. 679 
— — other parts affected by 401 
— purpura from 553 
— tenderness of scalp from 710 
— vestimentorum, purpura 
from .. 553 
Peeling after scarlet fever 10 
Peliosis rheumatica in acute 
rheumatism ee OD 
— — age and sex incidence of556 
— — arthritis with . 556 
— — erythema with . 556 
Peliosis rheumatica, general 
account of é 
— — hemorrhage into ankle 
from ‘ 362 
— — — into hip- -joint from 363 
— — — into knee from 362 
— — Henoch’s purpura iq 
simulating .. 556 
— — not influenced by sali- 
cylate .. 556 
—-— limping from.. 362, 363 
— — purpura in .. 593 
— — pyrexia from.. 556 
— — sore throat with 556 
— — systolic bruit and .. 556 
Pellagra (Plates 1X, X) 226, 228 
— desquamation in .. 226 
— erythema in 162, 223 
— — of hands in Ad CAS 
— dead fingers in .. Sen GZ 
— gastro-intestinal sym- 
ptoms in 5 225 
Pellagra, general account of 225 
in Great Britain . 225 
— Italy aeee23) 
— nervous symptoms in. 225 
— optic atrophy in 225 
— — neuritis in 225 
- pigmentation of skin in 226 
— pyrexia in Be OHA 
— salivation in Be Parsi, 
— simulating ptomaine 
poisoning -. 225 
— skin changes in 225, 226 
— sore tongue and mouth in 225 
— temperature chart in 225 
— theories of causation .. 226 
Pellischer, illustration sup- 
plied by : 519 
Pelvic abscess (see Abscess, 
Pelvic) 
— adhesions (see Adhesions) 
— bone lesions, pelvic swel- 
ling due to . 688 
Pelvic bone lesions, pelvic 
swelling due to 688 
Pelvic cellulitis, noteson .. 691 
Pelvic floor, prolapse of 538 
— disorders, bearing-down 
pain from . 426 
— glands (see Lymphatic 
Glands, Pelvic) 
— heematocele (see Heemato- 
cele) 
— inflammation, amenor- 
rhcea from.. TS Lo 
— — inflamed iliac glands 
from eye .. 459 
—-— paralysis of sciatic 
nerve from 499 
Pelvic lesions, conditions 
simulating 468 
— — frequent micturition 
from 742 
— — peripheral neuritis 
simulated by a OLe 
— — sciatica simulated by 439 
— pain (See Pain in Pelvis) 
— sepsis, prolonged pyrexia 
from a. D6” 
— — septicaemia from 567 
— swelling (see Swelling, 
Pelvic) 
— tumour, albuminuria 
from ff 
— — difficulty in “micturi- 
tion with 395 


Pelvic tumour, contd. 
—— frequent micturition 
from 394 
— — iliac veins obstructed 
Dyaue: ‘ «- 41k 
-- muscle wasting from 61 
— — edema of leg from .. 411 
=—-— paralysis of sciatic 
nerve from 499 
— — paraplegia from 514 
— — pyosalpinx causing .. 582 
— — retention of urine with 39 
= — W..D 7 irom : 61 
— — sinulating cauda 
equina tumour 63 
—.— vaginal examination 
in diagnosing -. o94 
Pelvimetry . . 201 
Pelvis, beaked, in rickets... 187 
~ contracted in achondro- 
plasia .. 187 
— — dystocia from - 200 


— — mode of detecting 200, 201 


— chondroma of... we O78 
— fracture of 278, 470, 499 
— hour-glass, in rickets .. 187 
— osteomyelitis of. . . 678 


— pain in (see Pain in the 
Pelvis; Dysmenor- 
rhoea) 

— rostrate, in rickets 5. eit 

— sarcoma of 113, 678, 681, 691 

— spleen in 628, 630 

— tumour in, dystocia from 200 

Pemphigus, acute cedema 
of tongue from 

— albuminuria in .. 

— bleeding gums with 


— bulle in.. . 96,98, 558 
— cheiropompholyx simu- 
lating OG 
— colon affected by . 74 
— colour of ae OO 
— dysphagia from. oe 298 
— eosinophilia in . 99, 219 
— fingers affected by .. 239 
— foliaceus. 601 
Pemphigus, ‘general account 
of 98 
— itching in 540 
— mouth affected by 74. 
~ mucous surfaces affected 
by . 74 
Pamphiies neonatorum 96, 401 
— — bacillus ey, 
causing 97 
— — bull in : 96 
— — congenital syphilitic. . oT 
-- impetiginous form on 
— — poverty and . Oe 
— — relation of midwife to 97 
— — staphylococci ee 97 


= — types) of BC ATT 
— pyrexia in ao 


— relation to urticaria 99 
— urticaria simulating (tel 
— vagina affected ye 74 
— vegetans. 601 
- vulgaris, bullae - in 601 
-- crusts in Sa (eon 
Penicillium glaucum, in 
sputum .. 645 
Penguin-like dwarf bin dlfexs} 
Penis, absence of erections 
of, list of causes of .. 313 
-- impotence from 312 
— calculus in 394. 
= -- (and see Calculus, Ure- 
thral) 
— cyanosis of oe 156 
— diabetic eczema of .. 401 
— discharge from (see Dis- 
charge, Urethral) 
— elephantiasis of, impo- 
tence from .. 312 
— epithelioma of (see Car- 
cinoma of Penis) 
— erection of, undue (See 
Priapism) 
— fracture of % 5 Anes! 
— gumma of, caries of pubes 
simulating 
Penis, gumma_ of, general 
account of .. 619 
— hematoma of .. 473 
Penis, herpes of .. . 618 
— itching of, from herpes. . 754 


PERICARDITIS 


865 
Penis, contd. 
— lupus of . - ag (ule) 
— malformed, impotence 
EVO "cts 312 
— pain in (See Pain in the 
Penis) 
Penis, painful erections of 
182, 537, 538 
— painful erections of, from 
gonorrhea Ao hey’ 
— Raynaud’s disease af- 
fecting Ex 8 OOo) 
— sarcoma of, caries of 
pubes simulating . 698 
— scabies affecting . 401 


— sore on (See Sores, Penile) 
— ulceration of (see Ulcer- 
ation of Penis; and 
Sores, Penile) 
Pentose, Bial’s test for . 
— bismuth salts reduced by 262 
— in Cammidge’s reaction 
— copper salt reduction by 261 
— osazone crystals from 
261, 262 


— phloroglucin test for .. 261 

Peppermint, heart-burn re- 
lieved by me aaeeou 

— oil, leucocytosis from .. 360 


Perchloride of iron, in dia- 


cetic acid test 170 
— — thirst from 720 
— — in Uffelmann’s test . 320 


Percussion, abdominal, in 
ascites. . : . 44 
— heart mapped out by .. 206 


— of stomach, little value of 244 
Perforation of bowel, in 

typhoid fever 574, 
Perforating ulcer, in tabes 4 


— — (and see Ulceration of 


the Foot, Perforat- 
ing) 


Pericardial effusion, bron- 


chiectasis after iS Ae 
— — chest bulged by . 169 
— — fibroid lung after 292 


heart impulse dispiaecds 
with é 2 
-- indiscernible with 297 
liver depressed by .. 367 
in polyorrhomenitis .. 106 
skodaic resonance from 611 
— tinged in jaundice .. 324 
Pericardial rub, bruits dis- 
tinguished from 
Pericarditis in acute rheu- 
matism 105, 337, 464, 614 
— adherent pericardium 
after 538, 54 
— angina pectoris-like pain 433 
— anxious look in .. . 4338 
— with arteriosclerosis 11 
— in Bright’s disease . 105 
— canter rhythm with 213, 587 
— cardiac impulse with 213 
— clubbed fingers from .. lll 
Pericarditis, friction sounds 
0 13, 433 
Pericarditis, general bn 
0 
— with granular kidney ; 11 
— heart failure from . 418 
— intercostal spaces filled 
Uiouta o2 Aa, elke 
— mediastinitis after 52, 
808, 751 
— mitral regurgitation from 
211, 213 
. 212 
. 418 
. 433 


— myocarditis with 

— orthopnoea from 

— without pain 

— pain in the chest from 
430, 433 

— — precordia from . 433 

— — atlower end of sternum 


from . 433 

— pallor in. ; ae 4a 

- palpitation from 484, 485 
— pleuropericarditis simu- 

lating .. . 438 

— precordial dullness of . 213 

— without pyrexia . d74 


— shortness of breath from 


88, 433 

— simulated by aortic re- 
gurgication ae Ue 

55 


866 


Pericarditis, contd. 

— suppurative, in pyeemia 
—— (and see Pyopneumo- 
pericardium) 

— systolic bruit from 89, 91, 213 
— — thrill with ae EY 
— tenderness from 706 

Pericardium, adherent, 

after acute rheumatism 53 
= pericarditis. . 
angina pectoris from 709 
apical systolic bruitin 89 


596 


— — ascites from .. een HAG 
—— back pressure from .. 46 
—-— cardiac impulse dis- 
placed from 213 
— — in children 14, 54 
— — clubbed fingers from | 111 
— — diastolic collapse of 
veins with .. 90, 213 
== — shock with. 90, 213 
— — Friedreich’s sign with 90 


Pericardium, adherent, 
general account of, 53, 2 
—— heart enlarged with 
54, 
— failure from 46, 
— impulse peu 
from 
hiccough from 55, akbhe 
impulse relatively fixed 
ial oe .. O4 
mediastinitis with . 213 
mitral regurgitation 
from 89, 90, 211, 214 
orthopneea from . 418 
palpitation from . 484 
in polyorrhomenitis. . 107 
precor dial bulging with 213 
— veins dilated with.. 213 
presystolic bruit with 214 


> 


— — pulsus paradoxus with 90 

— — little relief from digi- 
talis. with .. 214 

— — see-saw impulse with 54 


Pericardium, adherent, signs ae 


0 55 ote 35 
simulated by myocar- 

dial changes aL vO4 
systolic murmur with 213 
— retraction with 54, 

90, 213 
unsuspected .. ne ees} 
varieties of <2 08 
without signs or Symp- 

toms 53 
— aneurysm ruptured into 
120, 434 
— bacillus coli iets 33 Go2 
— epithelioma of cesophagus 
opening into .. Be 
— fibrous thickening of, 
from polyorrhomenitis 
— foreign body in cso- 
phagus opening into. 
— subdiaphragmatic ab- 
scess opening into .. 6 
— yagus branches to el. 
Perichondritis of ear, ear- 


ache from e202 
— of larynx, sore throat 

due to.. 613 
— from syphilis 203 
— thyroid 121 
Pericolitis, abscess from .. 663 
— from diverticula 5 PD 


— yesico-colic fistula from 125 


Perigastric adhesions 5 2S 
Perihepatitis ae not UY 
ascites with 46, 47, 52 
— chronic .. : easts 
— from chronic peritonitis 47 
— with cirrhosis ag i! 
— liver enlarged with 47 
— — edge with 52 
— multiple tappings with 52 
— pain due to a5. owl 
— from paracentesis eos 
— in polyorrhomenitis .. 107 
— simulating cirrhosis .. 52 
— syphilis and seu OF 
Perimeter, in ee 
cause of blind spots .. 72 
— — scotoma 760 


— mapping focal blindness 301 
Perineum, abscess in (see 
Abscess, Perineal) 


| — testis in 
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Perineum, contd. 

Perineum, aching in (see 
Pain in the Perineum) 

— boils affecting : 

— bromidrosis of .. 

— earbuncle affecting 

— condylomata affecting. . 


— diabetic eczema affecting 4 


— epithelioma of (See Carci- 
noma of Perineum) 


— extravasation of urine 
into ite se 

— fall on, urethra injured 
by 


— gouty eczema affecting 
— hernia in A 

— injury of, prolapse from 5 
— intertrigo affecting 


- J acquet’s erythema Ot... 
— lacerated, dyspareunia 
from Bends sags 

—-— levator ani spasm 
from os 


— — vaginismus from ae 
-- pain in (see Pain in Peri- 
neum) 
— rigid, dystocia from 
— sinus m .. 
— — (and see Fistula, Ure- 
thral) 
— sores in (see Sorcs, Peri- 
neal) 
— syphilis of 
: 482, 
— ulceration of (see Sores, 
Perineal) 
— urinary fistula in 
Perinephrie abscess (See 
Abscess, Perinephric) 
- hemorrhage 
Perinephric lesions, general 
account of .. 106, 
Periodic breathing (see 
Cheyne-Stokes Breath- 
ing) 
— polyuria. 
— pyrexia, 
disease 
Periosteum, abscess of (see 
‘Abscess, Periosteal) 
— fibroma of 179), 
— fibrosarcoma of.. at 
Periosteum, gumma Oh c 
- heemorrhage beneath 38, 
ti, 199, 
— lipoma affecting ‘ 
Periostitis, abscess from.. 
—— in heart from 
— anemia with 
— of femur.. 
-- popliteal abscess from 
— gummatous, pain in the 
face from : 
='of ilium€... 3 452, 
— infective, scurvy-rickets 
simulating at 
— from injury 
—ofjaw .. are ve 
— — parotitis simulated by 
— leucocytosis from 
— limping from 
— mastoid, pain and tender- 
ness over ‘ 
— necrosis due to. 
— orbital, exophthalmos 
from 
— — skiagram in diagnosing 
= pyemia from ie 
— in pyzemia 
— pyogenic, 
lating 
— sarcoma simulating 
— sinuses:due to .. 
— of spine .. 
- suppurative, 
uria with : 
— — of ilium, appendicitis 
simulated by 
——-— pain in iliac fossa 
from 452, 4 
— — pericarditis from 
- swelling on a bone from 
— syphilitic 362, 363, 622, 
— — forehead enlarged from .2 
— tenderness from 
— traumatic 2 362, 


in Hodgkin’s 


syphilis simu- 


albumos- 


— tuberculous 362, 363, 668, 707 


S690 


681 


| — fibrous 
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| Periostitis, contd. 


— in typhoid fever 595, 707 
— of ulna (Fig. 278) 
— a-rays in diagnosing 
Peripheral neuritis (see 
Neuritis, Peripheral) 
Periproctitis, abscess from 238 
— bladder opened by .. 238 
— carcinoma simulated by 719 
Dee a peneral Sees 
0 
Perisplenitis, pain in the 
left hypochondrium 
Titowak se see .. 450 
— in polyorrhomenitis .. 107 
— rub from . 450, 640 
Peristalsis, absent in ie 
nitis 
PERISTALSIS, VISIBLE... 521 
— visible Ad 
— — under abdominal scar 521 
in ascending colon .. 663 
carcinoma coli 77, 125, 126 
— of duodenum . 661 
dilated stomach . 660 
divarication of recti.. 521 
duodenal obstruction 521 
gastrectasis .. 174 
from  Hirschsprung’s 
disease , 
hypertrophic stenosis 
of pylorus . 
with intestinal colic. . 
— obstruction 130, 
241° 316, 388, 
860. 661 


ladder-rung type . 522 
laparotomy and .. 522 
from pyloric obstruc- 
tion 245, 317, 521, 
653, 660 
strangulated hernia .. 452 
ventral hernia 5 Dea! 
vertical type .. . 522 
from volvulus . 452 
Peritoneum, aneurysm rup- 
tured into 
— carcinoma of (see Perito- 
nitis, Malignant) 
thickening of, 
from polyorrhomenitis 
Peritoneum, hydatids in 
49, 226, 657, 
— miliary tubercles on 
— ovarian papillomata in 
— palpable thickening of. . 
— retrosigmoid pouch of.. 
— secondary ovarian growth 
on 
Peritonitis, “abdominal dis- 
tention with . 3 AUS 
— after abdominal injury 593 
— acute, acute pancreatitis 
simulating 594, 661 
albumosuria with 16 
from appendicitis 47, 
131,388, 403) 592 
ascites from 45, 47 
in Bright’s disease 46, 
47, 
Peritonitis, acute, colic simu- 
lating . 593 
eouslipaoon with 131, 592 
effect of injury simu- 
lating 
empyema from 206 
from fungating endo- 
carditis a 5 aly 
Peritonitis, acute general, 
colic distinguished from 425 
— — — general abdominal 
pain from 425, 592 
Peritonitis, acute general, 
general account of 425, 592 


82 


127 


767 
425 


107 


658 
47 
49 

425 

452 


— — — from appendicitis... 47 
— — — borborygmi absent 
with .. 388 


— from diverticulitis 453 
dry furred tongue 
with he 388 
from duodenal ulcer 
47, 388, 592 
dysentery .. a 4 
foul breath in 86 
from gastric ulcer 47, 388 
impaired note in 
flanks with . 388 


668 | 
.. 668 


434 | 


| 


Pertionitis, contd 
Peritonitis, acute general, 
intestinal obstruction 
~ distinguished from 
legs not drawn up in 
morphia avoided in 
motionless rigid ab- 
domen with 
pain increased by 
pressure in . 425 
from perforated ulcer 
Gye 
perirectal abscess. . 
pleurisy from < 
pneumonia simulat- 
ing eee 420. 
prognosis in ; 
from prostatic ab- 
scess vi 
pyosalpinx.. a5 
pyrexia with 131, 
rigid abdomen from 
131, 425, 592, 
pulse from 
425, 
abor- 


rising 
septic, after 
tion 5 dc 
from abscess of 
spleen .. 
after childbirth. 
dullness in flanks 
WAHL oo oe 00m 
endometritis 
frequent micturi- 
tion with 
from gall- bladder 
perforation 
Hippocratic facies 
with 388, 
leucocytosis with 593 
liver dullness dis- 
appearing with 
— after operation.. 
from parametritis 
pneumococcal 
pulse-rate with 
388, 
from pyosalpinx 
retention of urine 
VRiauelay ox Sic 
rub with 388, 
tympanites with 
388, 
ot 


from — ulcer 
bowel .. 
from wound é 
simulated by ruptu- 
red tubal ha bale 5938 
simulating . .. 593 
sordes in 8 
from stercoral ulcer 
of colon 47 
strangulated hernia 45 
suppurative nephritis 
simulating ad 
tenderness with .. 1 
thirst from. 7 
from tuberculous 
ulcer of bowel . 
in typhoid fever 47, 
388, 505 
urgent RRA 
for * 
from volvulus 
vomiting with 388, 
425, 592 
— acute, intestinal obstruc- 
tion simulating : 
— — laparotomy in 47, 593, 767 


Peritonitis, acute non- 
suppurative ae 47 
— — — from duodenal ulcer 47 
— — — dysentery .. 47 
— — — gastric ulcer 47 
--- eonococcal 47 
Sim = ECOG perirectal ab- 
scess 47 
— — — pneumococcal 47 
— — — from prostatic abs- 
cess os 
— — — pyosalpinx 74g 
— —-— stercoral ulcer of 
eolon . . aya 
— — — tuberculous 47 
— — — from typhoid fey er 47 


PERITONITIS — PHLOROGLUCIN TEST 


Peritonitis, contd. 
Peritonitis, acute, vascular 


lesions simulating .. 594 
— borborygmi absent with 82 
— in Bright’s disease .. 105 


= from carcinoma of colon 593 
— over carcinoma of liver 373 
— chronic, abdominal tu- 


mours from .. we OGL 

— — albuminuria in Rae ter 
— — ascites with 11, 45, 

47, 373, 425 


— — in Bright’s disease 46, Pe 
== constipation in 
— — dullness with. os oe 
encysted ascites with 657 
Peritonitis, chronic general, 
general account of .. 425 
— — hydatid cyst simulating 45 
— — hydronephrosis simu- 
lating 45 
—-- intestinal obstruction 
from 56) 11630) 
— — liver enlargement simu- 
lated: by  ... : 367 
— — loculated ascites with 44 
—-— masses of thickened 
peritoneum felt in 425 
— — omentum matted in.. 367 
— — pancreatic cyst simu- 
lating oe oe 45) 
— — from paracentesis .. 47 
— — perihepatitis and 47, 
52, 373 
— in severe anseemias .. 55 
Peritonitis, chronic simple 47 


-- simulating nephritis... 47 

— from syphilis. . Oe 
— — tube casts in .. Sie ae ati 
— — from tubercle .. 425 
—-— vomiting in .. ae AT 
— coated tongue in Oo 
— collapse from .. So. Bulle 


— diaphragmatic, phrenic 
neuralgia simulating 431 
— from gall-bladder Ds 


ture —ex8 254 
—foultastein .. é (NO) 
— hiccough from .. 5 BON 
— hypothermia in. cae onl 
— indicanuria from. 314 
— intestinal obstruction 

with .. so) olsten 15) 


— local, adhesions from .. 174 
-- from duodenal ulcer.. 174 
— — gall-stones .. ee tt4 
-- castric ulcer .. ee LT 
— — over splenic infarct... 629 
Peritonitis, malignant, gene- 

ral account of 47, 49, 


51, 657 
— from mesenteric embolism 389 
— — thrombosis .. no pte) 


— pain in the pelvis from.. 468 
— pelvic, dysmenorrhcea 


trom: Rs ae 92 
— — empyema from LOG: 
— — pleurisy from ng, AMOS 
— perforative, colic simu- 

lated by F o> 1LRN5) 


— — liver dullness _ dimin- 
ished in se 866, 368 


— peristalsis absent in .. 82 
— pneumococcal, umbilical 
fistula from .. Jon aaah 


— pleurisy simulating .. 432 
— pylephlebitis simulating 567 
— pyrexia with .. ee stl) 
— rarely due to infection 
from above diaphragm 106 
— tuberculous, abdominal 
lumps with 47, 48, 130, 661 
+ —-— pain with .. = ODT 
— — — swelling from 655, 657 
— — — wall infiltrated by 48 


— — acute ascites from .. 47 
— — adhesions from em ow 
—-— age incidence of 48, 483 
— — anemia with.. 32, 657 


— — ascites from 44, 45, 47, 

48, 130, 425, 631 
—-— bands from .. pine JIB) 
— — Calmette’s reaction 


with = ie Gola 
—-— caseous glands in .. 48 | 
—-—-— massesin .. oe AB) 


— —=— portal glandsin .. 330 


Peritonitis, tuberculous, contd. 
= cirrhosis simulated by 657 


— — simulating .. po teh) 
a constipation with .. 657 
— — dullness with. -- 48 


— fecal fistula from ae | (48 
Peritonitis, tuberculous, 

general account of 47, 48 

— — glands affected too .. 631 
— — guinea-pig inoculation 

in diagnosing 48, 657 

— — iliacglandsinvolvedin 459 

— — infiltrated omentumin 48 
— — intestinal obstruction 


from ae, Heil) 

— — joints affected too. 631 

— — leucopenia in. 3861 

— — matted intestines with 48 

—-—frommilk .. 50 MOB | 

— — nausea with .. 657 
Peritonitis, tuberculous, 

notes on ae . 657 

— — obstruction from aie, Wonest! 


— — edema of abdominal 
wall from .. 631, 657 
— — other organs affected 
with os 48 
—— pain in abdomen in 48 
— — peculiar dullness with 44 
— — pigmentation of skin 


with 56 ORT 

— -— pyrexia in 48, 570, 
631, 657 

— — redness of abdominal 
wallfrom .. so (etl 
— — simulated by malignant 49 
— — simulating cirrhosis.. 48 
— — — enlarged liver .. 48 


— — — malignant disease 
48, 51, 661 
— — — ovarian cyst ye 48 
— — swelling in hypochon- 
drium from 629, 631 
— — tenderness of abdomen 
IN sate ae ae 48 
— — types -of se 47, 48 
— -— umbilical discharge 
from oe ead: 
— — — fistula from .. 656 
— —- inflammation from 656 
— — umbilicus affected by 483 
— — — reddened in 43, 48, 425 
— — urachal cyst simulating 666 
— — von Pirquet’s reaction 


with a Ood 
— in typhoid fever .. 254 
— vomiting with .. 115, 765 
Perityphlitis ie .. 459 
— abscess from .. 663 
Perléche, general account ‘of 366 
Peri’s test . 4 


Pernicious anzemia, Addi- 
son’s disease simulated 
by 526, (Plate XXII) 528 


— — age incidence of serene 
— — amyloid disease simu- 
lating Pe 527 
-- aplastic anemia dis- 
tinct from .. 24 
— — ankylostomiasis simu- 
lating - 521 
— — arsenic in 23, 66, 526, TAL 
— — ascites in Bo 46, 55 


— — atypicalinearly stages 32 
— — Babinski’s sign in 69 
—-— bleeding gums in .. 72 
—- blood changesin .. 22 
— — — count in diagnosing 
634, 770 
Pernicious anzmia, blood 
picture in (Plate I7ZI) 24 
— — bone-marrow  hyper- 
trophy in .. .. 467 
— — canter rhythm in’ .. 587 
— — colour index high in 
21, 24, 55, 64, 317, 569 
—-—-—-vvariations in .. 24 


— — deafness from LOG 
— — diarrhoea with a elite 
— — dilatation of heart in 587 
— — epistaxis from oie, eae 


— — fatty heart from 53, 587 


| — — fungating endocarditis 


simulated by eee ae 
— — gastric carcinoma simu- 
lating 21, 274, 317 


| 2 — <0) deficient in ~.6270 


Pernicious anceemia, contd, 
— — hematemesis in 266, 274 


— — hemoptysis in 22 280 
— — hemorrhage into middle 
ear in ae eeelLGG 
— — hyperesthesia in .. 610 
——lymphocytosisin .. 64 
— = increasing pallorin .. 24 


jaundice simulated by 
324, 325 
— — lemon yellow skin in 569 
Pernicious anemia, Malays 
cytes in : ee 361 
— — leucopenia in - 24 
— — loss of muscle power in 24 
—-—lossofweightin 24, 770 
— — marrow hyperplasia in 707 


— — megaloblasts in o nat 
— — megalocytes in .. 64 
— — myelocytes in che) ees 


——nhervesymptomsin.. 24 
— — noises in the head with 406 
— — cedema of legs in 4138, 415 
— — pains in é -. 467 
— — -— in the limbs i In > 22) 463 
— — palpitation from .. 484 

— — penile erections absent 
shew 313 

Se peripheral neuritis from 
61, 64 

—-— pigmentation of the 

mouth in 33, (Plate 
nei 528 
--- _ skin in ts 527 
— — pleuritic effusion in.. 106 
— — poikilocytosis in -. 569 

— — primrose-yellow skin 
iD ees a sey OF 

— — Prussian-blue reaction 
in kee ~. 24 
—-- purpura RE Neh 553 

eae ces, anemia, pyrexia 
in 563 (Fig. 246) 569 
-- fae infarct in 5 8 
— — rigors in ee ne. 1k 
-- salvarsan Til, 526 

—- shortness of breath 
from : 87 

— — spinal cord changes i in 
64, 69, 610 
— — spleen enlarged in 632, 634 
— — stomatitis in .. .. 542 
— — syphilis simulating .. 527 

— — tenderness of bones in 


467, 707 
— — tinnitus from.. -. (23 
— — uric acid and.. .. 742 
—-— urobilinuria in 274, 

324, 743 
— — yellow skin in 770 


Peroneal muscular atrophy 500 

— type of progressive mus- 
cular atrophy (see 
Tooth’s Peroneal Atro- 


phy) . 
Peroneus brevis, nerve 
supply of 3 -.- 498 


— longus, nerve supply of 498 
— tertius, nerve supply of 498 
Perspiration, deficient, in 


myxcedema .. bp BIE 
— in malingerer .. 147, 417 
— Malta fever ‘he .. 466 
— after pneumonia 642 
— during sleep in infantile 

scurvy ae oo Sie) 
— thirst from Be. se 240) 
— intrichinosis .. .. 464 


— (and see Sweating) 
Pes cavus, from spina bifida 113 


—— tight boots .. ns 
— varus in Friedreich’s s 
disease .. 140 


— — (and see Talipes) 
Pessaries, discharge due to 
185, 186 
Pessary felt per rectum .. 587 
Petechize (see Purpura) 


Petit mal .. 68, 136 
— — loss of consciousness in 145 
— — polyuria from OSD 


Petroleum, for greedy colon 123 


| Petrous bone, exostosis of 671 


Peyer's patches, enlarged 


in lymphatism me Son 
— — sloughs of, in typhoid 
fever .. : aia OBAE 


867 
Pfeiffer’s bacillus, in influ- 
enza .. -. 465, 564 
Phagedaena MNS 
— oris, bleeding gum from 72 
Phalanges, tuberculous dis- 
ease of : .- 668 
Phalanx, osteoma of . 671 
Phallin, hemoglobinuria 
from ae . 284 
Phantom tumour “45, 142 , 390 
— — abdominal distention 45 
— — — swelling from . 655 
— — age incidence of 691 
—— amenorrhea with .. 691 
—- anesthetic in dia- 
gnosing ai 45, 691 
- diaphragm and Ogu 
Phantom tumour, general 
accountof . 659 
— — pelvic swelling due to 688 
— — relation to menopause 45 
— — sex incidence of 45 
Pharyngitis, acute, ph 
causing - 613 
— — sore throat from 613 
— — tonsillitis and 616 
— blood spitting from 285 
— chronic, from occupation 
613, 616 
— — sore throat from 613 
— — from smoking 613, 616 
— from syphilis 73 
Pharynx, branch of vagus 
to ; 148 
— chicken- -pox affecting 613, 616 
— diphtheria membrane on 419 
— dermatitis herpetiformis 
affecting 74 
= epithelioma of 379, 380, 613 
— erythema bullosum ‘of . 74 
— lupus of, blood-spitting 
due to 285 
— paralysis (see Paralysis 
of Pharynx) 
— pemphigus affecting 74 
— red, in scarlet fever 227 
— rhinoscleroma affecting 733 
— small-pox affecting 613, 616 
— stenosis of Ae seUl9s 
— ulceration of .. 202, 615 
Phenazone, glycuronic acid 
FLOMIN I. 261 
— reduction. by urine after 261 
Phenol, gangrene from .. 255 
Phenolphthalein 32 
Phenylalanin, alkaptonuria 
and 746 
Phenylglucosazone crystals 
(Fig. 127) va Zoe 
— melting point of 262 
Phenylhydrazine in Cam- 
midge’s reaction 100 
— hemoglobinuria from .. 284 
— osazone crystals from.. 261 
Phenylhydrazine tést for 
sugar .. -. 262, 743 
Phenyllactosazone - 262 
= melting point of os 262 
Phenylpentosazone, melt- 
ing point of -» 262 
Phimosis, chanere obscured 
y : 617, 619 
— convulsions from . 144 
— frequent micturition from 394 
— enuresis from 218 
— pain in penis from 473 
— priapism from .. Oo 
— pyuria from .. 575, 581 
Phlebitis, erythema from 222 
— limping from a 
— obscure pyrexia from .. 573 
— cedema of one leg from 414 
— pain in leg from . 438 
— thrombosis of inferior 
vena cava after 414 
— of varicose veins .. 4388 
Phiebolith, simulating stone 
in ureter : 455 
Phlebosclerosis, thrombosis 
from 258 
Phlegmasia. “alba. “dolens, 
pregnancy and Ba (ious 
— — — ulceration after 137 
Phlegmonous gastritis 766 
Phlorogiucin test, glycur- 
onic acid and.. Soap iil 
— — tor pentose 261 


868 


Phlyctenular conjunctivitis 


(Plate X1) . 230 
Phocomelus sie Sete does 
Phonation, defective, in 


bulbar paralysis a5 JbSh3) 
Phosphates, acetic acid test 


for 524 


— albuminuria simulated by 524 | 


Phosphate, Ssh Le 
nesic .. : . 524 
— — erystals of 524 


— ammonium, solubility of 523 


— calcium, deposit of . 524 
— — in intestinal sand .. 599 
— — solubility of .. TOUS 
— — stellar crystals of . 524 


— — urine cloud from eo 4 
— iron, white precipitate of 170 


— magnesium, deposit of.. 524 
— — needles of .. O24 
— — solubility of .. +523 


— — urine cloud from ae 4 


— potassium, solubility of 523 
— sodium Aaa ., 523 
— — dihydric .. 023 
—-—monohydric .. . 523 
Phosphate, triple .. 524 
— — crystals of (7g. 221) 524 
Phosphates, cleared up by 
acetic acid 4, 183, 574 


— discoloured by blood 
pigment 9 
rbesphates effects ‘of heat 


. 523 
Phosphates: litmus ‘and .. 523 
— normal amounts of, in 
urine .. .. 922 
— potash not dissolving v2 440 
— pus simulated by 524, 574 
Phosphates, solubilities ca 523 
— sources of 522 
— urates simulating . 740 
— in urine, diminished in 
nephritis Fa LO 
— urine turbid from Avy keoys) 
Phosphatic deposits, physio- 
logical chemistry of .. 523 
Phosphatic diabetes 522, 523 
PHOSPHATURIA 5 oay 44 
— acetic acid in diagnosing 108 
— chlorides and on ee! 
— chyluria simulating .. 108 
— definition of Ae .. 922 
— gonorrhoea suggested by 524 
— nocturnal micturition 
ACOM ener ks 
— and oxaluria alternating 
424, 524 
— spermatorrhoea suggested 
y a : .. 524 
— sulphates and 5 ee) 
— urine milky on passing. . 108 


Phosphorus, anuria from 40, 41 


— bleeding gums from 72 
— death from ayo) 
— fatty degeneration from 73 
— — heart from 53, 212 
—-—liverfrom . 374 
— gastritis simulated after 766 
— hematemesis from 265, 268 
— jaundice from 325, 326, 336 
— large liver from 326, 374 
— poisoning, acute yellow 
atrophy simulating 336 
— — albuminuria in 13 
— — albumosuria with 16 
Phosphorus poisoning, pene: 
ral account of . 336 
— — post-mortem appear- f 
ances in 56) oni! 
— — urine changes in 336 
— priapism from .. +2 1038 
— in match-making 13 
— necrosis of jaw from 683 
— ptyalism from .. 542 
— stomatitis from.. 73 
— vomiting from .. 766 
Phosphotungstic acid 16 
Phossy jaw 73 
PHOTOPHOBIA 524 
— from biliousness 526 
— conjunctivitis 231 
— electric blindness 762 
— erythropsia with seelOz 
— from glaucoma .. 231, 525 
— hysterical : 526 
— from iritis 231 


| — leucocytosis in .. 


Photophobia, contd. 
Photophobia, list of causes 


of Ale -. 924, 525 
— from meningitis 315 
— occupation and. . en O20 
— from sick headache 526 
— in snow blindness 762 
— tic douloureux .. 447 


— from ulceration of cornea 7338 
Phrenic nerve (see Nerve, 


Phrenic) 
Phrenic neuralgia . .- 431 
Phtheiriasis, pigmentation 

in 527 
Phthisis, abnormal apical 

signs in 159 
- without abnormal physi 

eal signs 5 286 
- albuminous sputum in.. 644 
— albuminuria in .. 13 
— albumosuria with 16 
— adhesions in 032 
— anemia due to ooh, 32, 

5, 572 

— aneurysm simulating .. 291 
— anorexia nervosa simu- 

lating . : = (Wel 
— apical mottling in 104 
— — signs with .. 476 
— bacillus prodigiosus sug- 

gesting .. 644 
— bronchial elands not 

caseous in 385 


— bronchitis simulated by 
— bronchopneumonia from 
— cachexia from 13, 173, 
— calcareous particles in 

sputum in (fig. 273) 
— Calmette’s test in ; 
— carcinoma of tonsil with 
— caseous mass in sputum 


in 644 
— eatarrh of ‘small ‘intestine 
from 172 


— eatarrhal laryngitis with 


— cavitation in 643 
— chest in .. 166 
— chronic, clubbed. fingers 
from ae So AGL 
— with cirrhosis .. 266 
— congenital heart disease 
and). 288 
— cough in 88, 150, 159, 
288, 476 
— — early 08 ae LAS 
— cyanosis from .. ae LD 
— in diabetes a, 2 264 
— diarrhoea from .. 172 
— diazo-reaction in 173 
99 


— dyspnoea from .. 


Phthisis, elastic fibres in 

sputum in 159, 260, 
286, 642 
— emphysema blebs with. . 532 
— empyema from .. .. 104 
— family history in 104, 768 
— fatal hemoptysis in 288 
— fatty heart from oe Ail 
— fever in .. 572 
- fibroid lung from 292 


-- — — distinguished from 216 
fibroid, vocal cord par- 


alysis from 495 
— foetid bronchitis simu- 

lated by : .. 643 
— foul breath from an eke) 
— — sputum with a 643 


— — taste in 2 ; 
— in Friedreich’s ataxy . 513 
— gangrene of lung in A 
--- “simulated by 260, 290 
Phthisis, general account of 
- gingivitis with . 
— gumma of tonsil with . 
— hemoptysis ae 149, 
159, 286, 
— headache from .. 
— hernia of lung in 
- hydropneumothorax from 652 
— impotence from 5 ai} 
— indicanuria from Solo 
— indigestion simulated by 315 
— insomnia from . eo 
— knee-jerks exaggerated in 358 
— lardaceous disease from 
8, 375, 635 


PHLYCTENULAR CONJUNCTIVITIS: 


Phthisis, contd. 
- lichen scrofulosorum with 488 
— loss of appetite in . 288 
— — weight in ES nie 768 
- malaise from 572 
— mediastinal tumour simu- 
lating .. 267 
— micrococcus catarrhalis i in 641 
Phthisis, miner’s .. .. 288 
SS hemoptysis in .. 288 
— — skiagram of See 70) 159 
syphilis and . .. 288 
syphilitic 159 
no tubercle bacilli in 159 
nausea in 315 
— neurasthenia simulated 
by ose os ols 
— night sweating in 288, 
76, 654 
— offensive sputum from.. 2 
= opsonic index in dia- 
gnosing 
~ orthopncea from 3 
— osteo-arthropathy from 
(Figs. 164, 165) : 
— pain in chest from 432, 
— — neck in 
— — shoulder in 432, ATA, 
Phthisis, physical signs of 
- pigment in mouth from 
527, 
pleural adhesions in 
— pleuritic effusion from. 
pneumococci in. : 
— pneumonia simulating. . 
— — superposed on 
— pneumothorax from 159, 
531, 
~ prognosis in, diazo-reac- 
tion and 
— pulmonary aneurysm in 
— pyogenic organisms in 
cavities of ane 
— rarity in children yo Bkesd 


| 


— ridging of nails in 769 
— secondary infection in 
35, 86, 104, 641, 643 
— skiagram ‘of (Fig. 41) . 103 
- coer et of breath early x 
- ainaulated by hydatid of 
lung 291 
-- infarction of lung . 106 
— — oidium tropicale .. 645 
— simulating bronchiectasis 86 
— without signs .. nin hobs. 
Phthisis, sputum in 104, 
149, 288, 641 
— without sputum .. 104 
— staphylococci in . 641 
— stench from aa HEN) 
= streptococci thay ee 641 
— succussion in cavity in 
651, 652 | 
— syphilis of larynx with 199 | 
— tenderness from 708, 709 
— tiredness from .. 572 | 


— tubercle bacilli in sputum 
with 86, 159, 286, 288, 
293, 458, 476, 532, 642, 643 

— — — not found in sputum 

641, 644 

— tuberculin in diagnosing 768 

— tuberculosis laryngis with 293 

— tuberculous arthritis rare 


with .. 348 
— — cecum with .. . 458 
— — glands and . 379 
— — stomatitis from . 542 
— — tonsil with . 5 lS 
— — ulcer of palate with.. 588 | 
— — ulceration of bowel in 76 | 
— ulcer of tongue with .. 740 
— vomiting in 315, 765 — 
— von Pirquet’ s test in 768 


— wasting in 159. (Pig. 165) 351 


— — above and below 
clavicles in. . . 69.7) 

= — of deltoid in .. 61 

— — infraspinatus in 61 


— — pectoralis major in .. © 61 
— — supraspinatus in ee Boll 
— weakness from .. = O12 
— g-ray examination in 

104, 150, 287, 288, 


458, 476, 768 


. 360 | — (and see 'fuberculosis) 


PIGMENTATION 


Physical signs of ascites 43, 44 
Physical signs of bronchi- 


ectasis. 292, 643 
Physical signs of cystic 

kidney 354 
Physical signs of dilated 


stomach Re nya Peay 
Physical signs of emphy- 


larged kidney 352, 353, 629 
Physical signs of enlarged 
spleen . 353, 628, 629 
Physical signs, of fibroid 
lun 292, 643 
Physical signs of gall- 
bladder enlargement. . 
Physical signs, hepatic .. 366 
— — of hepatoptysis 368 
Physical signs of lobar pneu- 
monia. 642 


Physical signs of mitral 
stenosis 

Physical signs of pancreas 
tumours : 

Physical signs of pericar- 
ditis .. ; 213, 433 


Physical signs of phthisis. . 288 
Physical signs of pleural 


effusion ~ oe L682 


Physical signs of pneumo- 
thorax 168, a32, pad 
— — Sawyer’s 


--- illustrations from . ae ie 
— — of stenosed bronchus 290 
Physical signs of sub- 
diaphragmatic abscess 658 
Physical signs of swellings 


of abdominal wall .. 655 
Physiological albumin 
5, 
Physiological cup, peel 
ances of : 415 
Physostigmine, unequal 
pupils from xs OOF 
Pianists’ cramp : Rea allay 
Piano-playing, deteriora- 
tion in quality of, in 
general paralysis 120 
Pica 3, 99 
- alternative names for... 99 
— relation to intestinal 
worms ‘ sh 
— — malaria c ci toe 
Picking ot iS asec ve SOO 
Picric acid (see Acid, 
Picric) 
| PIED-EN-GRIFFE ~-) 109 
Pigeon chest (Fig. 78) 167, 187 
Pigeons, feeders of, asper- 
| gillus of lung in .. 645 
Pigment, plood, carried 


down by phosphates 9 
| — granules in malaria 
parasites 32 
(=n urrinemer Besse 
| Pigment patches in “retina pe 
| — — = seotoma from 6 

- producing micro-organ- 


isms . Soo 
Pigmentation of eyelids, in 
Graves’s disease 215, 256 


PIGMENTATION IN THE 
MOUTH saat 


in Addison’s disease 


83, (Plate XX) 

526, 528, 765, 770 
— — amyloid disease 527 
— — from arsenic . BBS 
— — in cachexia 527 
— — from carcinoma 527 
— — malignant disease 528 
— — Negro blood . 526, 528 


in pernicious anemia 

33, (Plate X XII) 526, 528 
phthisis 527, 528 
— — from syphilis.. . 527 
— mucous membranes, 


in 
Addison’s disease 82, 


528 


PIGMENTATION OF THE 
SKIN 52 


= = from ‘abdominal tu- 


bercle , .. 028 
— — Addison’s disease 82, 
| 526, 528, 765, 770 


sema . 2174 
Physical signs of ‘enlarged 

heart .. . 206 
Physical — signs ‘of en- 


353 | 


Pigmentation of the skin, contd. 
— — from arsenic 33, (Plate 
VII) 64, 73, p28 
(Fig. 225) 
in bronzed Ss 
Bite 
cachexia 
chloasma 
chromidrosis 
lating 
in cirrhosis 
from endometritis 
after erythema papula- 
tum 3 
from fibroids of uterus 
in Graves’s_ disease 
215, 236 (Pig. 222) 
527, 
heemochroma- 


simu- 


from 
tosis 
after herpes . 2 
in Hodgkin’s disease 527 
from investinal stasis 528 
irritants eee nie) PATE 
in Kaposi’s disease 
528, 731 
250, 528 
. 629 


710 


leprosy 

with leucodermia 
from leucorrhcea 
after lichen planus 
in malaria 528 
from malignant disease 657 
in ochronosis. 528, 746 
pancreatic disease 116, 264 
pellagra (Plates IX, X) 


.. 487 


SNS) | 


228 | 


226, 

— — pernicious anemia .. 527 | 
— — phtheiriasis As OPAL 
— — pregnancy - 527 
— — from radium .. 2235) 


in rheumatoid arthr itis 
35, 342, 
round scars of syphilis 
560, 737 
from silver 529 
solar plexus irritation 527 
in Still’s disease Ag aiiite) 
from syphilis 209, 249, 
490, 528, 529, 560, 
tinea versicolor 250, 
with tuberculous oa 
tonitis 
in urticaria nigricans 
from uterine disorder 
round varicose veins 
from vesicants 
with vitiligo .. 
in yon Reckling- 
hausen’s disease 710, 
xanthoma Sion OY 
— from 2-rays . 223 
Pigmentation of tongue in 
Addison’s disease (Plate 


737 
529 


657 
528 
527 
554 
- 527 
2. O29 


732 


OGD A . 526 
= urethra, in Addison’ s 
disease 528 
=— yulva, in Addison’ s dis- 
ease. 28 
Pigmented crescent at disc 
margin 5 15 
Piles, aching in perineum 
Orig ect: ae oa 474: 
— backache from .. 469 


bearing down pain from 
blood per anum from . 
from carcinoma of rectum 5 
in cirrhosis 
inflamed, dyschezia from 
dyspareunia from 
levator anispasm from 
rectal examination in 
diagnosing . 
spasm of 
from 
speculum in diagnosing 
strangury from 
vaginismus from. 
pain in penis from 471, 
— rectum from . : 
periproctal abscess from 
priapism from . 
rectal examination 
diagnosing .. 
retention of urine after 
operation for = 
sense of fullnessin rectum 78 
— — weight in rectum from 


sphincter 


in 


B27 | 


PIGMENTATION 


Piles, contd. 
- something coming down 


rectum in 78 
— tenesmus from .. 718 
Pilocarpine, erythema from 222 
— ptyalism from .. 542 
Pin, aorta opened by 267 
— in knee, limping from.. 362 
— cesophagus perforated by 267 
— in rectum Ais .. 584 
— in testing analgesia 606 
— in urethra 184 
Pins and needles, sense of, 
in paroxysmal tachy- 
cardia * a OS 
—-—-+peripheral neuritis 465 
Pink-eye 231 
Pit workers, noises in the 
head in 406 
Pits, from small- -pox 561, 601 
Pituitary body, acromegaly 
and 302, 409, 537 
—— dystrophia adiposo- 
genitalis and . 409 
Pituitary deficiency, sym- 
ptoms of Ss -. 410 
— gland defects, delayed 
sexual development 
from 0) 
— — — fatness from. 190, 409 
— — glycosuria from 190 
— — — headache with 190 
— — — infantilism and 189, 190 
— — — polyuria from 190 
— — — vomiting with 190 
— lesions, high blood-pres- 
sure and ae so) akstee| 
— secretion, menstruation 
and 388 


tumour, hemianopsia from 
(Fig. 139) 300, 302 


Pityriasis, ringworm dis. 
tinguished from . 249 | 
— scalp affected by ; 249 


— rosea, erythrasma simu- 


lating .. one no aM 
Pityriasis rosea, general 
account of c -. 604 
— — herald patch of 604 
— — itching in .. .. 940 
— — macules in 2 383 
— — parts affected by 604 
— — psoriasis distinguished 
from 604 
— — scales in 604 
— — seborrhocea distin- 
guished from . 604 | 


syphilide distinguished 
from 604 
tinea circinata 
tinguished from 
— versicolor simulating 250 
rubra, after dermatitis 


dis- 


herpetiformis . 604 
— — desquamation in . 604 
— — after drug eruptions.. 604 
— — eczema se .. 604 
— erythema multiforme 604 
Pityriasis rubra, general 
account of (Plate 
AXIV) .. 604 
—-— itching in .. .. 540 
— — after lichen planus .. 604 
— — psoriasis . 604 
— — scales in 601, 602 


pilaris, crusts in 604, 488 
— eczema simulated by 604. 


— — — exfoliative derma- 
titis distinguished 
from 1. 489 
— — — fingers affected by 239 
Pityriasis rubra pilaris, gene- 
ral account of - 48 
— — — general health un- 
affected by . 489 
— — — hair follicles Tene .. 488 
— —-— itching in .. .. 940 
——-—-—slightin.. .. 489 
— —-— lichen planus dis- 
tinguished from 489 
— — — on palms . 604 


— papule of 487, 488, 604 
parts affected by .. 487 


plucked-fowl skin in 488 


Pityriasis rubra _ pilaris, 
psoriasis peta ied 
Frowiower 489, 604 


. 604, 


| Plants, dermatitis from .. 
| Plates, coloured, list of 


PLEURISY 


Pityriasis rubra pilaris, contd. 
——-— seales in 488, 601, 604 


=e OUNSOLes . 604 

— versicolor (See Tinea 
Versicolor) -. 200 

Placenta, adherent . 201 


Placenta, delay in delivery of 201 
— disease of, dystocia from 200 
— eclampsia from changes 


in 146 
Placenta previa, diagnosis 

of 399 
-- haemorrhage from .. 393 
Plague, gangrene from .. 255 


- lymph-gland enlargement 


869 
Pleiades ae, (hire 
Plethora . 221 
Pleura, actinomycosis affect- 
ing .. 458 
— aneurysm ruptured into 434 
— fibrous thickening of, 


from polyorrhomenitis 107 
gas in (see Pneumo- 
thorax) 

malignant disease _ of, 
bloodstained effusion 
from AG 


Pleura, new ‘growth of 


— — — pain in back from.. 716 
_ Pleural adhesions (see Ad- 
hesions, Pleural) 
| PLEURAL EFFUSION 104 


in 376, 378 | 
— purpura in . 553 
— rigor rare in © O95 | 


Plantar ligament (see Liga- 
ment, Long Plantar) 


— nerve, external. . 498 

— — internal 498 

— reflex, age and . 69 

PLANTAR. REFLEX, Ex: 

TENSOR 

— — — abdominal reflex lost 
with 58 

— — — in alcoholism 69 


— — inamyotrophic lateral 


sclerosis 62, 68, 
508, 517 
— — — under aneesthetics 69 
— — — with ankle-clonus.. 39 
— — — in ataxic paraplegia 68 
— — — brachial monoplegia 502 

— — — Brown-Séquard par- 
alysis . 497 

— — — from cerebellar ab- 
scess ee oka 
——-—-— tumour .. 68, 517 
— — — cerebral abscess 68 
— — — — embolism 68 
— — — — hemorrhage 68 
— — — — thrombosis 68 
— — — in chorea 69 
— — — coma 69 


from combin ed de- 


generations of cord 444 


in ‘concussion 69 
disseminated  scler- 
osis 68, 148, 307, 
496, 502, 517, 
epilepsy .. 
evidence of organic 
disease 
in Friedreich’s ataxy 
68, 512 
hemiplegia 39, 68, 
39, 303 
with increased knee- 
jerk oo ane 
in infants .. 69, 510 
new growth in spine 7 


— — — paraplegia .. ae 
--- pernicious anemia 69 
<= primary: lateral scler- 

osis 68 | 


with pyramidal tract 
lesions 39, 68, 140, 517 
in saturnine ence- 


phalopathy 69 

— — — during sleep A E) 
— — — in spastic paraplegia 

14, 512 

—-—- syringomyelia 68, 508 

— —— talipes and.. oe Bly 
— — — in transverse ae 

litis 62, 68 

— — — uremia 69 


flexor, in hysteria 69, 497 


— — — infantile paralysis... 68 
——-— Landry’s paralysis 68 | 
— — — neurasthenia 466 
— — — peripheral neuritis 68 | 
——-— primary muscular 
dystrophy 68 
— — — sciatica 438 
— — — tabes dorsalis 68 
— — — Tooth’s peroneal 
atrophy . 68 
Plantar _ reflex, mode of 
testing 


Plantaris, nerve supply of 498 | 
. 554 


— longus, rupture of 
Plants, bulle from 96 
755 


xii 


eohes in the chest from 430, 


— — from abscess of liver 597 
albuminuria and 
in Bright’s disease . 
bronchiectasis after .. 292 
diaphragm depressed 


by 
Pleural effusion, expansile 
pulsation fsa. 
fibroid lung after : 
heart displaced by 298, 
from heart failure 104, 


— — insidious 88 

— — liver depressed by .. 367 
— — from mediastinal sar- 

coma 312 

— — nephritis 104 

— — cdema and .. 104 

— — orthopnea and . 104 

— — palpitation from .. 484 

— particles of growth in 107 
Pleural effusion, ebnysica’ 

signs of . 299 

— — from pica oes 99 

— — with pneumothorax. . 432 
Pleural effusion, pneumo- 
thorax from tapping of 

531, 532 

— — polyuria after 5a 8} 
—— shortness of breath 

first sign of 88 

— — skodaic resonance with 611 
— — in splenomegalic ue 

cythemia .. -. 633 

— tinged in jaundice 324 
Pico, abdominal pain 

from .. 115 
— acute, ploodstained effu- 

sion from 102 


in acute rheumatism 105, 
464, 614 
adherent Bemcanuiets after 54 


— from aneurysm. . 434 
- appendicitis 460 
— in bronchopneumonia. . 105 


diaphragmatic, appendi- 
citis simulated by 
cholecystitis simulated 


432 


Vives 2 weetow 
— — diaphragm still with.. 367 
— — liver depressed with.. 367 


pain in shoulder from 709 


—— peritonitis simulated 
lone a7 ns os 432 
— — phrenic neuralgia simu- 
lating «- 43h 
— — no rub “with : 432 
Pleurisy, diaphragmatic, 
sites of pain with . 432 
— empyema after .. ae Ode 
— in endocarditis .. on OF 
— friction sounds in 432, 433 


754 
316 


herpes zoster simulating 
indigestion simulated by 


— from infarction of lung 106 
— infection from below dia- 
phragm : 106 
— intercostal neuralgia simu- 
lated by : 707 
— from jugular vein throm- 
bosis 106 


lateral sinus thrombosis 106 


— liver abscess 5A Bit 
— in lobar pneumonia .. 105 
— mediastinitis and 52, 

308, 7oll 
— after operations 7. LOG 
— from otitis media ee LOG 
— pain in back from a AK 
— — on breathing from .. 432 


432 


870 


Pleurisy, contd. 


— pain on coughing from.. 432 
— — at crest of shoulder 
from 2 432 


— — inthe epigastrium from 436 
— — hypochondrium from 


450, 451 | 
- — iliac fossa from 454, 460 
- — like a knife from ss 432 
- — in limbs with.. 55, Oo) 
- - shoulder from 474, 476 | 


— simulating pericarditis 
433, 595 


— from phthisis . 104 | 
— pleurodynia simulating 431 | 
— pleuropericardial adhe- 
sions from F 54 
— pneumococcal 105, 432 
— in pyemia So BENS 
— pyrexia in 34, 102 
— quiet, cough from ne Loo 
— referred pain in. .. 432 
— rigor after F 5 Ost 
- shortness of breath from 89 
— stabbing pain from 432 
— from subphrenic abscess 
370, 451, 659 
— subphrenic abscess simu- 
lating .. 658 | 
= systolic bruit from 90 | 
— — thrill with 720 
— tearing pain from 432 


— tenderness of chest from 


432, 706, 708, 709 | 
in typhoid fever OD: || 


Pleuritic effusion in acute 


rheumatism 105 
— — egophony with - 168 
== ansmia with. 106 
— — from appendicitis 106 
— — with arteriosclerosis.. 11 
— — from ascending neph- 
ritis tee eelOG 
— — bacillus coli in 106 
— — from blood diseases.. 106 
— — bloodstained . 290 
— — breath sounds. dimin- 
ished with... 168 
— — in Bright’s disease 105 
— — bronchiectasis after.. 292 
— — cancer cells in 290 
—-— cardiac impulse dis- 
placed by .. 206 
— — chest bulged on one 
side by : 168 
— — — shrunken after 168 
— from cholangitis 106 
Pleuritic effusion, chylous 106 
— — — from injury to tho- 
racic duct 106 
— — — leukemia 106 
— — — nephritis 106 
— — — new growth a5 OG 
-— — clubbed fingers from 111 
— — distinguishing features 104 
— — dullness over.. 168, 206 | 
— — from duodenal ulcer.. 106 
— — fibroid lung after .. 292 
— — from gall-bladder in- 
fection 106 
— — gastric ulcer .. 106 
— — with granular kidney 11 
— — from growth of lung.. 159 
—- guinea-pig inoculation 
from v8 L104, 205 
- — from gumma in liver 106 
— — heart displaced by .. 168 
— — from hepatic abscess 106 
—-— in Hodgkin’s disease 106 
— — from hydatid cyst of 
liver ‘ 106 
— — hydatid of liver simu- 
lating Palo 
Pleuritic effusion, from in- 
fection from below dee 
phragm : 106 
— — in leukemia .. OG 
— — liver pushed down by 168 
— — in lymphadenoma 106 
- — lymph-gland enlarge- 
ment with .. ve L06 
— — from mediastinal new 
- growth 104 
— — microscopical examina- 
tion of 104, 290 
— -— movement of chest 
deficient with 


| Plexus,’ 


— mesenteric, 


_ Plucked-fowl skin, in pityri- 


ees: 


— — from pelvic as 106 
— — perinephritis . . 106 
— — peritonitis . 106 
— — in pernicious anemia 106 
— phthisis . 104 
Pleuritic effusion, physical 
signs of 168 
| Pleuritic effusion, pneumo- 
thorax from tapping of 532 
— — in polyorrhomenitis.. 106 
— — pseudo-leukemia  in- 
fantum ae LOG 
— — pylephlebitis . = L0G 
—-—pyosalpinx .. = LOG 
— — from renal calculus .. 106 
— — retraction of chestafter 169 
Pleuritic effusion, rheu- 
matic, diagnosis tom 
tuberculous 105 
| Pleuritic effusion, simple. . 105 
_— — skodaic resonance with 
168, 611 
— — in splenic anzemia 106 
—-— splenic enlargement 
with 06 
— — from subphrenic ab- 
scess : -- 659 
— — tinged in jaundice 324 
-- from tuberculous kid- 
ney . 106 
-- tuberculous, simulated 
by mediastinal new 
growth : 104 
— — tubular breathing with 168 
— — unilateral . 104 


| Pleuropericardial adhesions, 
e 


| Pleuropericarditis, pericar- 


| Plexus, lumbar, diagram of 500 
| Plexus, lumbar, distribution 


| — — growth invading 


PLEURISY 


Pleuritic effusion, contd. 


— — from new growth .. 290 
— —-—-— in liver . eeelOG 
— — palpitation from . 484 


vesicular murmur de- 
ficient over .. 206 

vocal fremitus dim- 
inished with 

voice sounds dim- 
inished with s- L68 

Pleurodynia, a form of 
myalgia ~. 467 

pain in the chest from.. 430 

pleurisy simulating . 431 

pneumonia simulating 

431, 432 

706, 707 


pz 
for) 
ee) 


tenderness with 431, 


common 


ditis simulated by .. 433 
Plexus, brachial, cervical 
rib affecting .. 551 |} 


compressed by thyroid 


gland enlargement 722 
— — effects of fall on 

shoulder on 507 | 
— — fibroneuroma of 443 


paralysis of .. 5 OD 

cervical, compressed by 
thyroid gland enlarge- 
ment .. ae ee eee 

cervico-brachial, 


diagram of 


of ae ..- 498, 499 
meteorism. 
from lesion of ; 309 
— pampiniform, thrombosis 
of, priapism from 3 eten | 
Plexus, sacral, diagram of 500 
Plexus, sacral, distribution 
of ont .. 498, 499 
a dlls) | 
Plexus, solar, meteorism 
from lesion of 89 | 
— — pigmentation from 
irritation of 527 


asis rubra pilaris .. 488 | 
Plumbism (see Lead Poison- 
ing) 
Plum-stones, colic from .. 117 
PNEUMATURIA .. 529, 530 
— from carcinoma recti .. 582 
Pneumobacilli, in cerebro- 
spinal fluid . 805 
— sore throat due to ~ 6i8 
— in sputum . 643 | 
Pneumococci, acute ascites | 
from 47 | 


PNEUMONIA 


Pneumococci, contd. 
— in ascitic fluid .. 
bacteriuria from 
bronchopneumonia from 568 
in cerebrospinal fluid .. 305 
empyema from 103, 104, 105 
gastritis from 2. 267 

in infective endocarditis 
209, 567 

laryngitis from 158, 199, 
418, 419, 616, 650 
meningitis from 305, 567, 590 
nasal discharge due to 178 
nephritis from . 9, 69 
in otitis media .. .. 422 


48 


— in phthisis 641 
— pleurisy from 105 
— pneumonia from 105 


recovered on blood cul- 
ture . Aree eid 
rh eumatoid arthritis from 35 


— septicemia from 425, 590 
— sore throat due to Pols 
— in sputum . 643 
— suffocative laryngitis from 
, 616 
— pyelitis from OO 
— pyelonephritis due to . 69 
— ulcus serpens from 734 
— ureteritis due to 69 
— urethritis due to 70 
— inurine. . eeeO) 
Pneumogastric nerve (see 
Nerve, Vagus) 
Pneumonia, acute abdomi- 
| nal pain from 115, 425 
— — dilatation of stomach 
inverse as ao, LES 
— acute, in influenza 465 
— acute nephritis from 10 
— albuminuria in . 13, 14 
— albumosuria in .. 16 


arthritis due to 
Pneumonia, aspiration, gene- 
ral account of . 259 
— after immersion 260 
bacillus influenzee in 290, 643 
bacterizemia in .. . 597 
bleeding gums in nese (6 


— blistering in 14 
— blueness of lips in 593 
— bromidrosis after -. 654 
— broncho-. after aneesthe- 

tics 289 
— — age incidence ‘of 289 
-— = albuminuria in 13 


— — bronchiectasis from .. 292 
— — caseous, cyanosis from 159 
— — in children 160, 289 
— — convulsive movements 

of chest in. 160 
—-— cough from .. 149 
— — cyanosis from 159, 160, 420, 
— — dyspnoea from 590 
— — empycma from 103, 160 
— — gangrene of lung in 

259, 652 

— — general tuberculosis 

simulating . 310 
— — hemoptysis from 286, 289 
— — hyperpyrexia in 309 
— — from influenza 289 


knee-jerk absent in .. 510 
— diminished in 
laryngitis simulating. . 
leucocytosis with 35, 
orthopneea from 418, 
from otitis media 
pleurisy rare in 105 
pneumococcal 105, 568 
prolonged pyrexia from 
5638, 
retracted head from 
589, 
of breath 


568 


shortness 

from 88 

from sinus thrombosis 289 

sticky rales in 90 
streptococci causing. . 
sucking in of inter- 
costal spaces from 
160, 

caseous broncho, cyanosis 

TrOM Ae is Foy 24S) 

— leucocytosis in :. 3860 


bacillus influenzee in.. 290 | 


590 | 


568 | 


420 | 


appendicitis simulated by 460 | 
ee SOY) 


| Pneumonia, contd. 
_— Cheyne-Stokes breathing 
69 


in as - 108 
— chlorides in urine in . ooo 
— coated tongue in 705 
- convulsions from 14a 
— cough from 149, 335 
— erisis in .. ota Oe 
— delirium in a ~s 169 
— in diabetes Bs . 1 262 
— diazo-reaction in Lis 


empyema with 35, 103, 


104, (fig. 71) 160, 
291, 574, 597, 643 
— ending by lysis (fig. 71) 160 


endocarditis in.. 90, 283 


— eosinophilia after 218 
— febricula representing .. 464 
— foul taste in 705 
— in Friedreich’s ataxy . 513, 
— gangrene of lung in 259 


gastric HCl deficient in 270 


— heart block from 546 
— herpes facialis in me OOe 
— hot dry skin in 2. 300 
— hypothermia after 311 
— infective parotitis in .. 694 


influenza complicated by 563 

intercostal neuralgia simu- 
lated by 432, 707 

jaundice in . 325 


— laparotomy in error in.. 595 
— leucocytosis in .. 23 DoS 
— from liver abscess . 370 


lobar (and see Pneumonia) 
— without abnormal signs 160 


— — acute onset of . 289 
— — bronchial casts in <. 644 
— — chlorides absent from 
urine in 160, 289 
— — crepitations in -: 642 
— — crisis in (Fig. 272) 642 
— — cyanosis from e260 


diplococciin sputum in 289 


— — duration of . 160 
— — ending by crisis . 160 
-- = lysis a. 160 
— — fibroid lung from = 292 


gangrene of lung from 


44, 652 

Pneumonia, lobar, general 
account of -. 642 
— — hemoptysis from 286, 289 
— — herpes facialis in . 642 
— — high respiration ratio in 289 
— — hyperpyrexia in 7 309 
— — kmee-jerks lost in 09 


leucocytosis with 35, 361 
pain in iliac fossa from 454 
perspiration after .. 642 
physical signs with 160, 642 
without physical signs 642 


— — pneumobacilli in . 643 
— — pneumococci in =. 643 
— — pungent skin in .. 642 


py opneumothorax from 652 
ridges on nails after 
(Fig. 306) 769 
rigor in as EO nOoo 
simulating phthisis .. 289 
skiagram of (Fig. 136) 289 
sputum in 149, 289, 
335, 641, 642 
495 
642 
289 


stridor in 

sudden onset ‘of 160, 

superposed on phthisis 

temperature charts of 

160, 

urate deposit due to 

voeal cord paralysis 
from 

lobular (see Pneumonia, 
Broncho-) 

nares active in .. 

nephritis from . 

pain in the chest from 

430, 432 
. 460 


642 
741 


— iliac fossa from . 
— shoulder from 474, 476 
— side in ae .» 330 
peritonitis. simulated by 
425, 593 
pleurodynia simulated by 439 
— simulating .» (430 
pleurisy with 
pleuritic rub in.. 


polymorphonuclear cells 39 


Pneumonia, contd. 
— polyuria ‘after 
pulse- respiration ratio in 


PNEUMONIA 


35, 636 
~ pylephlebitis simulating 567 
— pyrexia from .. 574. 
— rapid respiration rate in 425 
—rigorin .. me 56 Be) 
— — after a Seo Ode) 
— septic, abscess from 286 
—— hemoptysisfrom .. 286 
— shortness of breath from 88 
— without signs 432 
— skodaic resonance with 611 
— sordes in 72 
— speech loss in ee Ozo 
— spleen enlarged in 632, 637 


from subphrenic abscess 

in typhoid fever 

typhoid fate simulated 
b 


y 
Pheumonoconiosis 


, 288 

— fibroid lung from ee 02 

— hemoptysis from 286, 288 
Pneumoperitoneum, list of 

causes of 652 


— liver dullness lost with 


— succussion in .. 652 
— in typhoid fever we O08: 
PNEUMOTHORAX 530 | 
— acute cyanosis fro m 159. 
— — dyspnea from 159 
— bruit d’airain over 168 
— chest bulged on one side 

by a ae  « L168 
— — movement deficient 

with - : .. 168 

— from cuts or stabs . 032 
— cyanosis from 432 


diaphragm immobile with 432 
dyspnoea from .. .. 432 


— from gangrene of lung.. 532 
Pneumothorax, general ac- 
count of 432 
— heart displaced ‘by 168, 
206, 652, 659 
— — failure from .. 


Pneumothorax, list of causes 


Q ae oe ae 
— liver dullness diminished 


366 
— — depressed by.. OO) 
— metallic tinkling with 168 
— onset during coughing.. 432 | 
- orthopnoea ‘from . 418 
— pain in chest from 168, 
430, 432 
— — shoulder from 474, 476 
— partial ; eeOoil 
— from phthisis Daly 532 
Pneumothorax, physical 
signs of 168, ace 530 
— pleural effusion with .. 432 
— prostration from 432 
— rapid feeble heart from. 432 
— rare from fractured rib 532 


sense of tearing at onset 
of 
Pneumothorax, subphrenic 
abscess simulating 
652, 658, 


— succussion with 168, 530 
— sudden onset of. 432 
Pneumothorax, symptoms 

at onset of . 531 
— without symptoms 5382 
— from tapping an effusion 532 


tubercle bacilliin sputum 


with 531 
— vesicular murmur dim- 
inished with .. 168 


voeal fremitus dimin ished 
with 
voice sounds diminished 
with 3 . 168 
— @-rays diagnosing 
432, (Fig. 226) 531 
Poikilocytes (Plates IT, ITT) 


168 


in 


Poikilocytosis ae fs 2 | 


— in pernicious anemia . 
~ severe anzmia .. 
Poisoning, anuria from 40, 41 
Poisoning by arsenic, gene- 

ral account of 717, 718 
— — (and see Arsenic) 
Poisoning, te ba os 

form 


. 418 | 


1,072 | 


— delirium from 


Poisoning, contd. 
— gastric contents analysis 
in diagnosing. . 

by lead (see Lead) 

mercurial (see Mercury) 

by morphia (see Mor as 

nystagmus after : 

— phosphorus (See oie 
phorus) 

— ptomaine (see Pto- 
maine Poisoning) 


Selo 


Poisons, bradypnoea from 84, 85 | 


— Cheyne. Stokes breathing 


from we lOS 
— diagnosis of ye) LOS 
— foul taste from . a HO) 
— heemogtobinuria from .. 284 
— hypothermia from » pull 
Poisons, jaundice due to 335, 
336, 337 
— purpura from -. 003 
— vomiting from . 765 
Polarimeter, in estimating 
sugar .. 263 
Polio- encephalitis ‘(sec En- 
cephalitis) 
Poliomyelitis acuta, in 
adults 61, 515 
— — atrophy of leg from .. 500 | 
— — — muscles from 61,509,512 | 
— — claw-hand from ~ 109 
— — conditions arising from 135 
— — contractures after 138, 
140, 509 
—— convulsions in f110, 509 | 
— — electrical reactions in 509 
— — fever in 110, 512 
— — gastric upset simulated 
Diyaueer 8 Sig OI 
Poliomyelitis acuta, general 
account of 512 
— — headache in . 5 hue 


infantile paralysis from 


113, 140, 510, 512 | 


Landry’s type . 618 
lymphocytes in cerebro- 


spinal fluid in . 305 
— — malaise in .. 140 
— — pains in 140, 512 
—-—-alloverin. a2) 009 
— — paralysis from . 509 
—-—- of one leg from .. 500 


paraplegia from 510, 
512, 514, 515 
peripheral neuritis simu- 


lating fe ue) 
— — pyrexia in 140, 509 
— — R.D. in 61, 512 
— — reflexes in 5009 
— — rigor in 594 


no sensory changes in 509 


shoulder wasting from 


(Rigs Yo\re P50 
Poliomyelitis acuta, some 
effects of . 509 


— talipes from .. 
— unequal knee- ierks i in: 
— vasomotor changes in 


— — vomiting in LON 09 

— anterior chronica 565 llsya) 

— anterior cornual cells 
affected by 132 


chronica, age incidence of 
- contractures from 138, 
— fibrillar contractions in 
claw-foot from .. 

polio-encephalitis related 


to 132 
Politzer’s acoumeter (£7 ig. 
| 164 
| Polychromatophilia (Plates 
Vis HUE), ‘ 22, 24 
Polycystic kidney, general 
account of .. 357 
— — (and see Kidney, Cystic) 
POLYCYTHAMIA oo ERY 
— from altitude D382, 050 
— arsenic .. ae Sooo 
— asthma .. 532, 533 
— bronchiectasis and 5338 
— bronchitis and . 533 
— from cholera 533 
— chronic bronchitis 532 
— colour index in .. aa Hp 
— with congenital heart 
disease 215, 532, 533, 720 
aie aK) 


POPLITEAL SPACE 


Polycythemia, contd. 


| — from drugs 50 19138) 
— emphysema 582, 533 
— fibroid lung 532, 533 
— heart disease wet 


methemoglobinuria and t 
mitral regurgitation and 5 
from mitral stenosis 532, 5 
with patent interven- 
tricular septum 

from pregnancy toxemia ! 
ptomaine poisoning 

pulmonary stenosis 217, 

532, 53 

renal disease 532, 533 
restricted fluid intake.. 5 


— severe diarrhoea 533 
— — thirst . OS 
-- yomiting 532 
— shortness of breath from 87 
— spleen enlarged with 631 
Polycythemia, splenomega- 
| lic, main features of.. 534 
| - ~ Plate XXIX) -. 684 
| — — (see Splenomegalic 
Polycytheemia) 
| — from summer diarrhcea 533 
Polygonum aviculare, ery- 
thema from 222 
Polygraph tracing, in dia- 
enosing cause of total 
irregularity of heart.. 550 
— — — fibrillation .. 548 
— — — heart-block 83, 
(Fig. 233) 546, 549 
_ Polygraph, in heart cases.. 544 
—--in paroxysmal tachy- 
cardia . 948 
— — pulsus bigeminus .. 550 
— — —-bisferiens (Pig. 235) 550 
Se WA aber extrasystole 
(Fig. 234) . 547 


Polymorphonuclear cells, in 
ascitic fluid oe 

cerebrospinal fluid 

305, 511 


characters of.. an 
diminished in per- 
nicious ansemia 
in Hodgkin’s disease... 3 
increased in empyema 
— with liver abscess.. 362 
— suppuration 35, 360 
mvelocytes simulating 2 
(Plate IT, Fig. K) 


— — in pleuritic effusion.. 102 
— — pneumonia 35 

— relative numbers of. 23 
Polymyositis acuta . 464 
— erythema in : 22% 
— pain in the limbs fr om.. 463 


— trichinosis simulated by 
Polyopia, from cataract .. 
Polyorrhomenitis, general 

account of .. 106, 
— hydrocele from. 


Polyplasmia, definition of 20 
Polypus, cardiac .. Ae ta) 
— of cervix, projecting 
from vagina .. 5, BE, 
— of ear, from caries 422 
— — deafness from LGD) 
— — from otitis 421, 423 
— — tinnitus from.. 728 


— nasal, anosmia from 612 
— — epistaxis from 220 
— — headache from 294 
— — with hypertrophic rhi- 
nitis 179 
— — snoring due to 613 


from sphenoidal sinus 


disease ; 231 
— — taste impairment from 706 
— — — loss from 705 
— rectal, blood a anum 
from 78 
—-—- and mucus stools 
from A OOO 
— — carcinoma simulated 
IOV nas 5 7. 08D 
—-— inchildren . ps Pantie) 
— — felt by finger. 78 | 


frequent desire ‘to defze- 


Polypus of rectum, contd. 
— — intussusception simu- 
lating end ley, 
— multiple 78, 585 
— — periproctal abscess 
from 719 
— — protrusion of. Be, Wks: 
—-— sense of fullness in 
rectum from 78 
— — simulating prolapse.. 78 


— — speculum in diagnosing 585 
— — tenesmus from fie) 
— urethra, discharge due to 183 
— - seen with endoscope... 183 
— uterus, bloodstained dis- 
charge frome. 186 
— — carcinoma simulating 391 
— — metrorrhagia from 390, 391 
| — — metrostaxis from 892 
Polypus of uterus, general 
features of .. . 391 
—-— microscope in dia- 
gnosing 186, 391 
—-— sarcoma simulating... 391 
— — sterility from.. 646 
POLYU RIA 534 
in acromegaly .. 537 
— albuminuria and 537 
— in arteriosclerosis 12, 90, 537 
— azotic diabetes .. 537 
— chronic nephritis 10, 
12, 191, 274, 298 
— convalescence 536 
— cystic disease .. 12, 537 
— diabetes .. 260, 534, HELO 
Polyuria in diabetes in- 
sipidus ao, bpey TEY 
— — mellitus Bie) i) 
— fevers 536 
— frequency of micturition 
a eee . O34 
— from granular kidney 
538, 536, 537 
— hydronephrosis.. 536, 665 
— in hysteria A oe (AES) 
— interstitial nephritis 90 


malignant, in heart .. 750. 


| — — — hyperpyrexia from 


— lardaceous disease 8, 337, 636 
Polyuria, list of causes ‘of 534-7 


— in malaria a. 036 
— from movable kidney . . 665 
— in myxcedema . Od 
— nephritis ou AS 
— after oedema D030 


from pale granular kidney 537 


— periodic .. : 536 
— in phosphatic diabetes 

523, 537 
— pituitary infantilism .. 190 
— after pneumonia . 836 
— in pregnancy . 264 
— from pyonephrosis 536 
— renal inflammation 5 IU 
— thirst and LS 


from tuberculous kidney 577 

after typhoid - 036 

— hemorrhage into (see 
Hemorrhage, Pontine) 


| Pons varolii, lesions, ataxy 


1X es ae 22 08 
— —-— crossed hemiplegia 
from : se 0 
—-—-— double hemiplegia 
from ae Onis 
— — — priapism from 538 
— — — pyrexia from 311 
— -— tumour of, Cheyne- 
Stokes breathing 
from ay 108 
— — — deafness from 166 


309 

Pontine hemorrhage (see 
Heemorrhage, Pontine) 

Popliteal abscess (see Ab- 
scess, Popliteal) 

Popliteal artery, aneurysm 
of (see Aneurysm of 
Popliteal Artery) 

— glands (see Lymphatic 
Glands, Popliteal) 

— nerve, external (see Nerve, 
External Popliteal) 


| — — internal (see Nerve, 


Internal Popliteal) 
Popliteal space, tumour in 691 


cate from 78 — vein, aneurysm obstruct- 
Polypus of rectum, general ing . 411, 692 
account of - 585 | — — varicose . 692 


872 

Popliteus, nerve ag eh of 498 
Porencephalus 132 

— contractures from 35 HBS) 
— convulsions from . 146 
— diplegia from ; 139 
— dwarfism from .. 188 


— infantile diplegia from. 511 
— mental defect with ~ 144 
— muscular atrophy with 144 
— paralysis with . .. 144 
— paraplegia from 7 O10 
— spasm with , 44 
Pork, colic from AbAly4 
— ptomaine poisoning from (ely 
— trichinosis from 464, 729 


— urticaria after .. 673 
Portal glands (see Lym- 
phatic Glands, Portal) 


— pyzemia, rigors in 099 
— — (and see ‘Pylephlebitis) 
Portal vein obstruction 50, 51 


by abscess of liver 330 
from adhesive pyle- 


phlebitis 272 
— — — albuminuria from.. 272 
—-—-— in appendicitis .. 51 
— — — ascites from 45, 51, 272 
—-- bycarcinoma 51, 330 
— — — causes xa ae brad 
— — — from cirrhosis ile 


by colon tumours,. 46 
congestion of sto- 


mach from 765 
— — — dilated abdominal 
veins from 272 


by duodenal tu- 

mours 
enlarged gall- “bladder 632 
enlarged glands . 632 
—— — gumma of liver ) 72.4330 
Portal vein obstruction, 
hematemesis from 265, 272 
— heemorrhagic erosions 

from AIS 272 
by hepatic aneurysm 

46, 51 

hydatid cyst of liver "330 
kidney tumours .. 46 
leukeemic glands 45, 51 


—-—- liver tumours 46, 632 
— — — lymphadenomatous 
glands 45, 51 


malignant glands 45, 51 
nausea from 5 272 
oedema of legs from 272 
by pancreatic tu- 


mours 46, 632 
— —-— pressure on portal 

vein ae) ile 
— — — by sarcoma 59 Ba!) 


by sarcomatous por- 

tal glands saperow 
spleen. enlarged from 632 
splenic enlargement 272 
stomach tumours 46, 632 
suprarenal tumours 46 
thrombosis. . 45, 51 
tuberculous gland 45, 51 
varicose gastric veins 


from ae Diem cilee! 
— — — — csophageal veins 
from Dine 


— vomiting from 272 
Portal vein, thrombosis of 51 
— — — (and see Thrombosis 

of Portal Vein) 
Porters, arthritis of shoulder 

in tye 46 

— bursa over spine in 155, 
(Fig. 65) 156 
5 


— kyphosis in ae Be ays: 
Portugal, Mediterranear 
fever in 566 
Port-wine, priapism from 538 
Position, sense of, cord 
paths for aa, OOK 
Post-hemiplegic athetosis 
(see Athetosis) 
— chorea 5 pels: 
Posthitis, priapism from.. 538 


Post-mortem examination 
in diagnosing aneurysm 291 
— —-— carcinoma of duo- 


denum a OG 
— — — congenital absence 
of bile-ducts . 829 


—-—-—-— syphilis .. ve 329 
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Post-mortem examination, contd. 
/—-— in diagnosing dia- 
phragmatic hernia 652 
— — — diverticulitis . 453 
— — — encephalitis - 120 
— — — heat-stroke sn WPAN) 
— — — phosphorus poison- 
ing Sol 
--- primary neoplasm of 
spine eo LG 
— — — sinus thrombosis .. 120 


splenic vein throm- 


bosis ae ed, 
Post-mortem wart. . . 240 


— wound, epitrochlear gland 


enlarged from 5 Bieul 
Post-partum hemorrhage 
(see Heemorrhage, Post- 
partum) 
Post-pharyngeal abscess 
(see Abscess, Post- 
pharyngeal) 
Post-puerperal sepsis, foul 
breath from .. «3 86 
— — sordes in et £6 


Posterior inferior cerebellar 
artery (see Thrombosis) 

Posterior scapular nerve . 

Postural! albuminuria ne wid 

Posture, cervical rib sym- 
ptoms and 

— clonus and 

— effect on hemic bruit . 91 


— erythromelalgia and 441 
— in testing knee-jerk 357 
Potash, caustic, in examin- 

ing for tubercle bacilli 642 
— in cystin test Eye Gr 
— examining for  psoro- 

sperms 30 e330) 
— melanuria test . .. 746 
— methylene blue and son C40 
— phosphates insoluble in 740 
— test, forpus .. Be OMe 
— in Trommer’s test 261 
— urates dissolved by 740 


— (and see Liquor Potassze) 


Potassium bromide (see 
Bromides) 
— carbonate, in Bang’s pro- 


cess ate ona 
— chlorate, erythema from 222 
— — hemoglobinuria from 284 
-- methzemoglobineemia 


from LG 
— — ptyalism from 542 
— — purpura from 5. ODS 
— — sulphheemoglobinzemia 
from mi em Gt 
— ferrocyanide in Perl’s 
esin ae .. 24 
— indoxyl sulphate. 5 le! 


— iodide, for actinomycosis 458 
- = anosmia from s3 G12 
— — in diagnosing gumma 

230, 615, 619 
—-—- nature of ulcer of 


tongue .. 379 
— — — syphilis 63, 199, 480, 
588, 622, 735, "738, 739 
— — gumma of liver and. S253 
— — laryngeal obstruction 
from. . 418 


noises in the head from 406 
cedema from 413, 415 
— — — of face from alls 
— — — of larynx from 418, 650 


— — nasal catarrh from .. 612 
— — orthopnceea from . 418 
— — peculiarities of sweat 
after : . 655 
— — photophobia from .. 525 
— — purpura from vOoS 
— ~— stridor from .. . 650 
— — syphilitic bone pains 
relieved by . 669 


— — — pyrexia checked by 568 
(and see Iodide) 
— phosphate, solubility of 523 
— salts, polyuria from .. 535 
— sulphocyanate, in Bang’s 
process 
Pot-belly, in rickets 
Potmen, plumbism in 
Potato particles in stools. . 
Pott’s curvature, psoas 
abseess with .. a 364 — 


635, 660 
ASH 
107 | 


Pott’s curvature, contd. 
—-— shortness of breath 


from : 89 | 


— — from spinal caries 364, 516 
— disease (see Spinal Caries) 
— fracture .. -- L14 


Pouches, cesophageal 196 
— — age incidence of 3 LEK. | 
— — dysphagia due to .. 763 
— — vomiting due to hos 
—-— x-rays in diagnosing 
(Fig. 96) 196 


Poultices, erythema from 222 
Poupart’s ligament, fullness 
below, from psoas ab- 
scess ate as 804: 
— — line of 
Pouting of lips in myopathy 235 
Poverty, pemphigus neona- 
torumand .. See Hi 
— typhus fever and . 335 
Powdered-wig phenomenon 
in urine 
Pozzi, cochleate uterus of 
— — — dysmenorrhcea with 
Pozzi’s syndrome, of endo- 
metritis + 
Preacher’s hand in  pro- 
gressive muscular atro- 
phy ey tO) 
-- syringomyelia — 50 DUIKO) 
Pre-auricular lymph elands 
(see Lymphatic Gland, 
Pre-auricular) 
Precipitin reaction, in hy- 
datid disease 226, 658 
Precocity, sexual, with 
suprarenal tumour . 


423 
645 
192 


387 


Precordium, bulged, with 
adherent pericardium 213 
—-—inchildren .. gp pate) 
— — by large heart a 206 
— — from mitral regurgita- 
tion ¥ 89, 210 
— pain in (see Pain, Pre- 
cordial) 
— tenderness of 708 
— veins distended in 213 
Preglycosuric state, ee’ 
and 3 : 
Pregnancy, acetonuria in 4 
— acute yellow atrophy and 273 
— albuminuria from 2 e 13 
— albumosuria in .. 16 
— amaurosis in 759 


— amenorrhocea during 18, 


393, 688. 689 
— appendicitis in .. na nell 
— apbplite increased in .. 264 
— — perverted in .. 43 
— ascending nephritis from iS 
— ascites simulated by .«..» 44 
— bacteriuria in .. 69 
— bladder distention simu- 
lating 665, 688 
— Braun’s sign of .. eo aoe 
— breast changes with 689 
— brown nipples in a 43 
— chorea in 133 
— chorion epithelioma after 391 
— chronic nephritis from. 7 
— coli bacilluria in 12, 452 
— coma in.. 144 
— constipation after oe Li 
— convulsions in 137, 144, 146 
' — decidual casts in 193 
— dysmenorrhoea cured by 192 
—eclampsiain .. 146 
— ectopic (see Ectopic 
Gestation) 
— epilepsy simulated in .. 146 


— extra-uterine (see Ec- 
topie Gestation) 
— fear of,amenorrhceafrom 18 


— fibroid simulating . 688 
— — softening during 201, 690 
— flushing in al 
— feetalheartin .. 689 
— — movements with 689 
— glycosuria in 264. 
— hematoma of vulvain.. 701 
— hemoglobinuria in 284 
Pregnancy, hzemorrhage 
from uterus during .. 392 
— heart- ges displaced 
by : ae 299 
- Hegar’ s sign of... 2 ooo} 


674 | 


PRIMARY LATERAL SCLEROSIS 


| Pregnancy, contd. 


Pregnancy, hempente derma- 

titis in. : 96, 98 
— hydrops amnii with -. 49 
— hypogastric swelling from 666 
— hysteria simulating 142, 390 
— impetigo herpetiformisin 98 


— indigestion simulated by 315 
— leucocytes in blood in.. 360 © 
— lines albicantes from .. 365 
— mastitis in . 685 
— mastodynia in . .. 431 
— menstruation in .- 688 
— milk flow from nipple 181 
— mollities ossium and .. 242 
— Montgomery’s glands in 430 
— morning sickness with.. 395 
— need for examination 200 
— nephritis with .. 6 
Pregnancy nephritis, general 
account of : 
/ — neurosis in nS 543 
— noises in ears and Sete 
— non-occurrence during 
lactation we pe OO 


— ovarian cyst simulating 688 
— pain in the breast in .. 429 
— palpitation from . 485 
— parageustia in .. we 70D) 
— pelvic bone tumour with 691 
— — swelling due to .. 688 
— = neuritis from 61, 64 
— phantom tumour simu- 
lating 659, 691 
— phlegmasia alba dolensin 737 


— pigmentation from One, 
— polyuria in te .. 264 
— ptyalorrhcea in.. .. 048 
— pyelitis in ae 12, 451 
—-— relation to Bright’s 
disease ore aan 9 
— pyelonephritis in 12, 576 
— renal tube casts due to. it 
Pregnancy in retroverted 
uterus . 689 
— secondary areola. in ~ 430 
— severe vomiting in -. O32 


Pregnancy, signs of 19, 45, 393 
— superinvolution of uterus 
after .. see faut) 
— swelling of breasts LT aiye 
—-—in iliac fossa from .. 


Pregnancy, technique of 
examining during 200 
— tetany with .. By Lol 
— thirst in .. . 264 
— thyroid gland enlarged 
during 42 
= toxemia, polyeythaemia 
from). 533 
Pregnancy, with tumours. 689 


— types of nephritis in .. 9 


— uremia in 7. 1465709 
— urethral stenosis by .. i 
Pregnancy, uterine hemor- 
rhages during 393 
— vomiting from 315, 764, 765 
— — persistent in .. Be 4 
— vulval varicocele in 701 
Pre-hemiplegic chorea 134 


Prepuce, epithelioma of (see 
Carcinoma of Penis) 


— herpes of 184, 473, 753, 754 

Presentations, abnormal — 
foetal .. 5 200 

Pressure, prolonged, gan- 
grene from 2 2bb 

— ulceration from. aot to 

Presystolic bruit (see Bruit, 
‘Presystolic) 

— thrill (see Thrill, Pre- 
systolic) 

Presbyopia, eyestrain from 446 

—inereased by glaucoma 233 

— pain in the eye from .. 446 


Prevention of conception, 
menorrhagia from 386, 


PRIAPISM 182, 


388 
537 


Priapism, list of causes of 538 

— from gonorrhoea .. 182 

Pricking sensation, from 
miliaria oie .o. Oe 

Prickly heat, itching in .. 540 

Primary lateral sclerosis, - 
general account of .. 517 

—-—-—(and see Lateral 

sclerosis) 


PRIMARY MUSCULAR DYSTROPHY 


Primary muscular dystrophy, 
(see Myopathy) 


Primula obconica, bull 
from ‘ 96 

— — dermatitis from 755 

— — erythema from 222 


— — pruritus from .. 540 
Proctitis, abscess from 


— bladder opened by... _ 238 | 
— tenesmus from .. 718 | 


Proctoscope, in diagnosing 
adenoma recti 
— — carcinoma recti 


— — rectal ulcerations .. 129 | 


— in tenesmus 718 
Professional cramps 151 
Progeria (Fig. 93) 191 
Prognosis, in acute ence- 
phalitis ie a eet0) 


— — general peritonitis .. 425 
— carcinoma of liver 


— congenital heart disease 157 
— — obliteration of  bile- 
ducts ae wt BZD 
— Cheyne-Stokes  breath- 
ing and ee 2 AkOS 
— in chlorosis Sa 00, 
— chorea 133 


— cirrhosis with ascites AB sy 


— delirium and so) GY) 
— in diabetes , 3, 264 
— with genital delusions. 613 
== ital heat- stroke 120 
— hemiplegia 303 


— Hirschsprung’s disease. 127 


— Huntingdon’s chorea .. 134 
— leukemia 24 
lymphatic leukemia 25 
Prognosis of meningitis .. 590 
— phthisis, diazo-reaction 
FH IK fee ale(s} 
— pseudo- leukemia 37 
— purpura and .. O04 
— in strychnine poisoning 730 
— tetanus .. 730 
Progressive muscular atro- | 
“phy, abductor pollicis 
affected in Fen ta KO) 
— — — age incidence of 61 
— — — anterior cornual cells 
attected in 62 
— — — ape’s hand in 5 1WLOs! 
— — — with bulbar paralysis | 
62, 589 
— — — claw-hand from 109 
— — — contractures in 138 
— — — distinguished from 
brachial eee 
palsy 62 
— — — — ulnar paralysis . 61 
— — — fibrillar contractions 
rae 135 
Progressive muscular atro- 
phy, generalaccountof 61! 


— gonococeal arthritis 
mistaken for .. 340 


— — — hand-wasting in 61, 109 
— — — hypothenar muscles 
affected in 110 
— — — lateral sclerosis with 62 
— — — main-en-griffe in .. 61 
— — — muscle wasting in.. 61 
— — — paralysis of one leg 
from oe TeO00 
— — — paraplegia from .. 500 
— —-— plantar reflex in .. 68 
— — — preacher’s hand in 110 


simulated by syringo- 
myelia 62, 110, 257 
— transverse myelitis 62 


— — — thenar muscles af- 
fected in LL 
— — — types of 135 
Projection, visual process of 175 
Prolapse of bladder . 649 
— iris, from ulcer of cornea 733 
Prolapse of pelvic floor .. 538 
— rectum, blood from ES) 

— — intussusception simu- 
lating Aes, ee hel 
— — polypus simulating Fe aie: 
— — tenesmus from 718 
— ulceration from. 185 

— of urethra, caruncle simu- 
lating .. 701 


Prolapse of urethra, notes on mite 
— — vulval sw elling from.. 700 


PROLAPSE OF 
UTERUS 
albuminuria from 
ascending  nephrites 
from 
backache from : 
cystocele simulating. . 
extroversion of bladder 
simulating .. 
hypertrophied cervix 
simulating .. 
inversion of 
simulating . 
from levator ani injury 
perineal injury = 
rectocele simulating. . 
retention of urine from 
strangury from 
vaginal tumour simu- 
lating 
vulval swelling from. 
Pronator quadratus, nerve 
supply of 
— radii teres, nerve supply 
of ‘ 
rae ae root- innervation 


THE 


uterus 


. 538 


13 


504 


- 909 


PROPTOSIS. 
— epiphora from .. 
— from sphenoidal sinus 
disease 
— tumour of optic nerve 
—-— (and see Hxophthal- 
mos) 
Propulsion, 
agitans 


in paralysis 


Prostate, abscess ‘of (see 


Abscess, Prostatic) 
calculus in (see Calculus, 
Prostatic) 
— carcinoma of (see Car- 
cinoma of Prostate) 
— enlarged, abscess of testis 
from 
aching 
from 
by adenomata 
age incidence of 8, 
281, 394, pee 
albuminuria from 
anuria from .. 49, 
bladder distended ee 
45, 277, 
— growth simulating 
by calculus 
calculus behind 
by carcinoma 


--= in perineum 


coudé catheter and .. 
— cystitis from 576, 
Prostate, enlarged, cysto- 
scopic appearance of 
(Plate XVI) . 
— — difficult micturition 
from Pewle 
— — frequent micturition 
from 393. 596, 534, 
Prostate, enlarged, general 
account of 
hematuria from 
nocturnal micturition 
with : 
no pain during mictu- 
rition with. 
priapism from. 
at puberty E 
pyelonephritis from. 
pyonephrosis from .. 
pyuria from 8, ee 
rectal examination for 
277, 281, 394, 396, 


| — — renal tube casts with 


Prostate, enlarged, retention 


470, 5 
chronic nephritis from 7, 8 


276, 2 


ae 229 


220 


231 
230 


“I 
bo 
1 


470, 587 


396 
578 


. 284 


395 


of urine from 395, 396, 649 


— — by sarcoma 

slow forceless 
stream from 

strangury from 

tenesmus from 

uremia from. 

— — urine dribbling due to 

— lesions of, pain in anal 
region from Bt 

— — perineum from 

— rectal examination in 

diagnosing .. 
-— — from urethritis 


urine 


Prostate, contd. 
massage of, in detecting 


prostatitis 183 

— rectum opening through 
(Fig. 249) 586 
— felt per rectum. 587 
-- residual gonorrhoea in.. 67 
— sarcoma of ae Ae eH 

— secretion of, refractile 
globules in 183 

— suppuration of, ulcera- 
tion of perineum from 619 

— swollen, from prostatic 
abscess 5 ey SZ 
— — prostatitis 5 ke) 
— tender .. 182 


— tuberculous (see Tuber- 
culosis of Prostate) 
Prostatectomy, PD ie 
from oe OO 
— fistula after &.. 62 
Prostatic ducts, gonococcal 
infection of .. 
Prostatic threads .. : 
Prostatitis, aching in peri- 
neum from 50 
— due to B. coli .. 70, 
— chronic, massage of pros- 
tate in detecting 
— difficulty in micturition 
with . 
— frequent mictur ition from 
393, 
— due to gonococcus 70, 
— hematogenous infection 
— non-gonococcal urethritis 
— pain in legs from .. 442 
— — on micturition with.. 
—-—in penis from 469, 


— — rectum from .. 578 
— perineal pain from 581 
— prostate swollen in .. 182 
— pyrexia with 182, 470 
— pyuria from 575, 581 

— rectal examination in 

diagnosing 182, 470, 
578, 581 


— retention of urine from 
182, 396, 581 


— from septic urethritis .. 475 
— due to staphylococcus... 70 
— — streptococcus Pe hl 
— suprapubic pain from .. 581 
— tenderness with. 182 


— from urethritis 470, 578, 581 
— vesiculitis with. 


Protargol, leucocytosis from 360 


Protein, defect of, rickets 
from me 33. NS 
— metabolism, eclampsia 
from disturbed . 146 
Protopathic sensibility . 606 
Prurigo, crusts in.. .. 489 
— Darier on 489, 490 
— eczema distinguished 
from 90) 
— enlarged glands in . 490 
- ferox, of Hebra. 55 2 keh) 
-- nutmeg- -grater ‘skin in 490 
— itching in 489, 540 
- lichen. planus distin- 
cuished from. ve 290 
— lichenification in 7 490) 
Prurigo mitis, general 
account of - 489 
— — urticaria simulating. 489 
— papule of 487, 489 
— parts affected by .. 489 
— pediculosis distinguished 
from 490 
— psoriasis distinguished 49 0 
— pustules in . 490 


— scabies distinguished from490 


— scales in. 490 
— simplex aigu simulating 
erythema muliiforme 489 
sores in 490 
PRU RITUS (and see Itch- 
ing) 540 
— bathing-drawers ; area af- 
fected by 401 
— in jaundice 324 
— tenderness of scalp from 710 


Prussian-blue reaction, in 
urine .. 7A6 
— — (and see Perl’s test) 


PSORIASIS 


&73 

Prussie acid in vomit 766 
Pseudo-angina pectoris 434 

_ Pseudo-bulbar paralysis 
178, 197, 493, 548, 

588, 589, 627 

Pseudo-chylous ascites 50 
Pseudo-cyesis ; 2, 659 
Pseudo-elephantiasis 411 
— vulve, syphilitic 701 
— vulval swelling from 699 
Pseudo-hermaphroditism 646 


470, 471, 473 | 


Pseudohypertrophic muscular 
paralysis 3 513 
— — — (and see Myopathy) 
Pseudo-leukemia infantum 37 
Pseudo-leukemia infantum, 
account of .. 634 


— — anemia in = 37, 55) 
— — ascites in 37, 46, 55 
— — blood changes in 37 


congenital syphilis and 635 


= a (Usliygp, As) 37 
— — heemorrhages in fe eel 
— — liver enlarged in 37 


cedema of legs in 413, 415 


— — pleuritic effusion in.. 106 
— — prognosis in .. 37 
— — purpura in 5d3 
— — pyrexia in ae elt 
— — rickets and Bille ax) 
— — spleen enlarged in 37, 
55, 631 
— syphilis and .. 37 
Pseudio- leukemia infantum, 
various conditions in- 
cluded in . 634 
— — Wassermann test in.. 634 
Pseudo-neuralgia .. 449 
Pseudo-nystagmus 407 
Pseudo-paralysis, mercury 
in Hy ss .. 348 
— syphilitic Be Se a3) 
_ Pseudo-pelade of Brocq heuer A | 
—-— tenderness of scalp 
from : nae ae 8) 
Pseudo-reminiscences in 
alcoholism ea) 
Pseudo-tabes, distinction 
from tabes eo 106) 
Pseudo-trichinosis .. 464 
Psoas abscess (see Abscess, 
Psoas) 
Psoas bursa (see Bursa) 
— muscle, nerve supply of 499 
— — suppuration of, from 
spinal caries 156 
Psoriasis, anidrosis with 654 
= baldness from alt 
— bathing - drawers area 
affected by . 401 
— blue eyes and 605 
Psoriasis, eczema distin- 
guished from. -- 603 
— elbows affected by . 491 
— eosinophilia rare in = PBS 
— extensor surfaces affected 
by ‘4 Aol 
— fair hair and -- 603 
— favus simulating . 247 
— fingers affected by 240 


Psoriasis, general account of 603 


— health and Fie kent 
— itching in . 540, 603 
— knees affected by ep a 
Psoriasis, lichen planus dis- 
tinguished from 488, 603 
— lips affected by.. se S08 
Psoriasis, lupus ‘erythema- 
tosus ‘distinguished from 603 
— nails affected by . 250 
— papules in 603 
— parts affected ‘by 489, 
602, 603 
Psoriasis, pityriasis rosea 
distinguished from 604 
— — rubra after 604 
Psoriasis, pityriasis rubra 
pilaris distinguished 
from -- 489, 604 
— prurigo distinguished 
from aK .. 490 
— ringworm distinguished 
from .. 249 
— rupioides we Odie GOS 
— scales in 249, 488, 491, 
601, 602, 603 
— scalp affected by 249 


874 
Psoriasis, contd. 
— staining of skin from .. 603 
— syphilide simulating 
491, 603, 604 
— tinea circinata  distin- 
guished from. . meee tS) 
Psorosperms in Paget’s 
disease 730 | 


Psychalgia, facial pain from 449 


| Pulmonary 


— painin the armfrom .. 445 | 
Psychasthenia, aérophagy 
with 240 | 


Psychic reflex of pupil 551, D2 


Pterygium . 399 
Ptomaine poisoning, bac- 
teriology of Beer TAU 
— — diarrhea from 171, 
224, 717 
— — epidemic 554, 717 
— — erythema in 222. 224 | 


— — from Gaertner’s bacillus554. | 


Ptomaine poisoning, general 


account of 
— — general wasting from 59 
Ptomaine polesning: notes 

on Ms SS TAaley 
— — cdema from .. ocy CEILS 
— — pellagra simulating .. 225 
— — polycythzmia in 533 
— — from pork ee Che 
— — purpura from 5938, 554 
— — severe diarrhoea in 533 
— — from shellfish 415 


summer diarrhoea allied 
LO: eee s Se fal 
vertigo from . ae 7 


_ Pulpy knee 


| — tumour 


-- vomiting from 171 
324° TAG 
PTOSIS fi as . 540 
— congenital } -. 542 
— from conjunctivitis .. O41 
— hysteria .. .. 141 
= myasthenia gravis - 041 
— myopathy Pe oe ste | 
— edema Sc .. O41 
— paralysis of cervical 
sympathetic 541, 552, 722 
— — of seventh nerve 
(figs. 227, 229, ae) 541 
— — third nerve 540 
— simulation of .. 540 
— from syphilis (Fig. 2 29) 541 
— in tabes dorsalis 236 
— from thyroid gland en- 
largement .. Aap eee 
— trachoma 231, 541 
PTYALISM .. 542 
— definition of . 542 
— from drugs ; 542 
Ptyalism, from gastric re- 
flex 543 | 
Ptyalism, ‘list of causes of 542 
Ptyalism, from paraly tlt 
dysphagia 543 
— stomatitis . 042 
Ptyalorrhea, general ac- 
count of j 6G ays 
— (and see Salivation) 
Puberty, acne at 489, 559 
Puberty, albuminuria of .. 15 
— breast changes at 686 
— delayed, in ateliosis ow 


— enuresis disappearing at 218 


- epistaxis at we 2211 
— excessive ovarian activity 

at P 387 
- menorrhagia at. 387, 392 
— metrorrhagia at 892 
— milk flow from nipple at 181 
— pain in ectopic testis at 482 


— priapism from .. . 988 
— prostate enlarging at ; 
Pubic bones, necrosis of . 
— hair, precocious, with 
hypernephroma (Fig. 
174) 408, 409, 
— region, absence of hair on 
— — sycosis affecting rhs, alike: 
Pudic nerve, neuritis of 193, 
Puerperal fever, endocar- 
ditis in ; 
pain in joints in 
rheumatism simulated 
rigors in 595, 
vaginal discharge with 
— infection, infective paro- 
titis with of 


PSORIASIS 


Pulmonary abscess (see 
Abscess of Lung) 

— area, bruits in . 91 

— — definition of . Sil 


— artery (See Artery, Pul- 
monary) 

— embolism (see Embolism, 
Pulmonary) 

incompetence 
93, 215, 

— infarct (See Infarct of 
Lung) 

Pulmonary osteo-arthropathy, 
general account of (/igs. 

164, 165) 352 

— — fingers enlarged in .. 111 

— — swelling of bones in .. 670 

— second sound, accentuated 1 


217 


|} — — — — with mitral re- 
eurgitation 5 PA) 
Pulmonary second sound, 
reduplicated : 
—-—-- with mitral re- 
gurgitation .. 210 
| — stenosis, acquired 915,92 
| — — ascites from . 46 


46 
157 
oi 


back pressure from .. 

bruit of eos 

in children 

clubbed fingers and 
toes in 91 “(Pig. 46) 

eee 


— toes from .. 
congenital .. 
cyanosis from 111, 156, 2 
dyspncea from 3 217 
(Fig. 67) c ‘ 
heart failure from 
incompetence with .. 
palpitation from 
patent interventricular 
septum with 111, 
polycythzemia from 
ZT 
right ventricle enlarged 
from 215, 
Pulmonary stenosis, systolic 
bruit of PANT be 
—-— thrill with 91, 
AUST SS AAO, 
— systolic bruit (see Bruit) 
— thrombosis F 
— vein, aneurysm ruptured 
into a 3 


Pulsatile liver (cee Liver, 
Pulsatile) 
(see 
Pulsatile) 
Pulsating noises in head.. 
Pulsation, abdominal aortic, 


Swelling, 
406 


undue oe .. 664 
— over aneurysm .. =. 208 
— capillary, in anemia .. 93 
— — in aortic disease Free aa 
— — — regurgitation 93, 207 
— — method of showing .. 93 
— — in Turkish bath 93 
— cessation of, in arteries 34 
— ear ‘in detecting 208, 693 
— epigastric, from fibroid 

lung 216 


mitral regurgitation . met) 


--- stenosis F aap PAKS 
— — overstrain of heart 214 
— — patent interventricular 
septum ° 215 
—— when right ve atricle 
enlarged San PES 
- expansile, from aneurysm 
664, 667, 674, 676, 
678, 681, 692, 693, 714 
— — hernia cerebri 694 
— — — pulmonalis 694 
— — meningomyelocele 694 
— — of pleural effusion 694 
—-— in sarcoma .. 693 
— precordial, from fibroid 
lung 216 
| — — mitral stenosis 216 
— transmitted, by carcin- 
oma of pancreas 51, 330 
| PULSATION, UNDUE AB- 
DOMINAL AORTIC... 543 
| — — blue brain and = 63) | 
— — noises in head with .. 406 


| 
| 


from large heart ue 206 | 


PUPIL 


Pulsation, contd. 
— of veins in neck 92, 369 
-- violent arterial, in aortic 


regurgitation .. 694 
— — — exophthalmic goitre 694 | 
Pulse, alternating. . .. 545 
- anacrotic, in aortic sten- 

OSIS err 208 
— collapsing, with aortic 

regurgitation 217, 485 
— delay of one, from aneur- 

ys % ee .. 5d50 
— diminished radial, by 

cervical rib 10, 444 
— dropped beat in, from 

extrasystole .. OAT 
— —— pulsus alternans .. 546 


— high tension, in chronic 
nephritis (and see 


Blood-pressure, High) 274 | 


— imperceptible, from snake- 


bitem see 337 
Pulse, intermission ‘of the, 
general account of .. 549 
—-— in Kirkland’s disease 616 
PULSE, IRREGULAR 544 
- with aortic regurgita- 
tion : a Oe 
— — from arsenic .. 78 
— — athlete’s heart ee pe 
— — auricular fibrillation 548 
— — cerebral disease bis PS 
— — in children 549 
— from dropped beats. 549 
Pulse, irregular, from extra- 
systoles ore BET ey 
— — fatty heart Sa ee 
— — fibroid heart . 5 Walla | 
— — heart-block 545, 549 


Pulse, irregular, main types 
of . 545 
from meningitis . 147 
mitral regurgitation.. 210 
— stenosis 14, 53, 55, 
81, 216 
myocardial chatiges 14, 
212, 300 
in nervous subjects .. 549 
from overstrain of heart214 
pulsus alternans . 549 
with toxic diarrhcea.. 171 
(and see Heart, Irregular) 


— obliteration of, from 
| embolism én aul 
— in pneumonia . 636 
— pyrexia and 573 
Pulse, paired, from partial 
heart-block 550 
— rapid, in acute rheuma- 
toid arthritis. . so BL 
—-—in appendicitis 454, 677 
— — with auricular fibrilla- 
tion -- 048 
— — from corrosives OS 
— — in dengue 466 
-- diverticulitis Ses 453 
—-— excitement .. 549 
— — feeble, in phosphorus 
poisoning Aa O50) 
— — — pneumothorax 432 
— — in fevers F 702 
— — Graves’s disease 549 
— — from hematemesis .. 268 
— — in infections .. ae 049 
—-— with lateral sinus 
thrombosis 84 
— — mastoid abscess 84 
— — mitral stenosis 53, 216 | 
—-— myocardial affections 14 | 
— — from nervousness 88 
— — in neurasthenia 88 


| — rate, 


overstrain of heart .. 214 
paroxysmal tachy- 
cardia 549 
in rheumatoid a ar thritis f 
from smoking .. 486 
with suppurative menin- 
gitis 4 F 
in tuberculosis pe) 
(and see Tachycardia) 
after abdominal 
injury we 
in acute peritonitis sa 
exercise and 88, 485, 
in general tuberculosis 
over 200 .. 703, 
in typhoid fever 


Pulse, contd, 
- relatively slow, in ty- 
phoid fever .. 564, 6356 


| -— rising rapidity of, in 
acute peritonitis 425, 593 

— slow, from alternating 
extrasystoles . 548 
— — from bile salts 324 
— — cerebellar abscess 592 
— — cerebral abscess .. 502 
— — — tumour cs ehlell 
— — in convalescence 548 
— — eretinism 234 

— — from heart-block 546, 
549 

— — increased intracranial 
pressure .. 548 
— — jaundice 824, 548 
— — myxcedema 235 

— — in relation to tempera- 
ture, in yellow fever 273 


Stokes-Adams’ disease 


146, 546 

— — typhoid fever race beriall 
— — (and see Bradyeardia) 
Pulse, slow, various causes 

of are .. 548, 549 
Pulse, summary of peculi- 

arities of 548, 549, 550 

— small, in mitral stenosis 216 
— splashing, in aortic dis- 

ease Bee pial 

Pulse, totally irregular 550 
— variations with respira- 

tion a -. d49 

— — swallowing 549 
| — waterhammer, in aortic 
regurgitation 93, 94, 

207, 208, 720 

— in yellow fever .. so Ke 

PULSES, UNEQUAL .. 550 


— — from anatomical cause 550 
Pulses, unequal, from aneur- 


ysm 208, 550, 551, 692 

— — — axillary 2. O6F 
— — atheroma 590, 5dL 
— — cervical rib 550, 551 
— — embolism .. 5d0 
— — mediastinal growth .. 550 
— new growth . .. Ol 
Pulsus alternans 546, 550 


Pulsus bisferiens 

549, (Fig. 235) 
Pulsusbigeminus .. 547, 
— paradoxus, with adherent 


550 
550 


pericardium .. 90 
Puncta 552 
Punctate basophilia (see 

Basophilia, Punctate) 
Puncture, lymph gland .. 28 
— splenic .. 29, 633 
PUPIL, ABNORMALITIES 

OF THE 551 

| Pupil, Argyll Robertson, 

definition of 551 


—-—,— in tabes 116, 420, 

444, 466, 514, 551, 

6505 719s 

— — simulated in neuritis 5 
— changes, from poe nerve 


| 


lesion . 552 
—-— paralysis of "cervical 

sympathetic 5d2 

— from cerebral tumour .. 552 
— constricted, in accom- 

modation ne 551 

— — from cerebral tumour 552 
— — cervical sympathetic 

lesion 5 6 FZ 

— — cord lesion 501 

— — encephalitis 552 

— — hypermetropia 551 

— — in infants dal 
— — from intracranial ab- 

scess as «» OZ 

— — with iritis 232 

— — by light 551 

—-—inoldage .. 551 

— — paralysis of arm with 501 
— — from paralysis of cer- 

vical sympathetic.. 541 

— — spinal lesion .. 507 

-—- sympathetic paralysis 2Lh 

— — in tabes dorsalis 236, 551 
—- thyroid gland en- 

largement .. ieee 

— — uremia 40, 170 


etme 


Pupil, contd. 


— dilatation to lght, in 

tabes 552 
— dilated, from alcohol . 170 
— — aneurysm Ae .. 552 
—-— by atropine .. Se BY 
— — belladonna 170, 705 
— — from catalepsy Sgn ay 
— — epilepsy 502 


by fright .. .. B51 
in glaucoma 232, 233, 
76 


i. 462 
— — Graves’s disease 236 
— — mania é aie COZ 
—-— by sudden Sate 
stimuli 551 
— double, from accident. . 175 
-- congenital 175 
— — diplopia from 175 
— — from operation eel BERS) 
— eccentric from mid-brain 
tumour See earl 
— in epilepsy 137, 552 
— fixed, from alcohol 170 
— — belladonna ac ASTAD) 
— — in glaucoma .. eo 
-- peripheral neuritis .. 514 
— — uremia 2 Sa Ko) 
— in hysteria : 137 
— immobile, in general par- 
alysis .. .. 146 
— — to light, in tabes 5 lll 
— inactive, with iritis .. 232 
— — after corneal ulceration 551 
— — dislocation of lens 551 
— — injury oe 551 
— — iridodialysis . 551 
— — iritis 551 
— — from persistent pupil- 
lary membrane 551 
— — after rupture of 
sphincter oo ial 
Pupil, irregular shaped 551 
- large, from brain lesions 552 
— — in myopia 551 
— loss of convergence reflex 
in, invaleoholisny | 3. 551: 
~ — — — diphtheria 551 
— — — — tabes ra na GO 
— — psychic reflex in 552 


— non-reaction to accom- 
modation in dissemi- 
nated sclerosis sb TAO) 


— paralysis of, complete. . 551 
— pin-point, from opium 
poisoning OT SLO 
—-— pontine hemorrhage 
119, 310 
Pupil reactions, altered 
after diphtheria 64 
Pupil reactions, in hemi- 
anopsia 302 
Pupil reflexes, general ac- 
count of 55f 
Pupil, reacting to light but 
not to accommodation 551 
— not reacting to light, in 
uremia 761 
Pupil reflex, hemianopic. . . 552 
Pupils, unequal, from cere- 
bral disease 32) 295 
— — — diplegia 729 
— — gross intracranial lesion 118 
Pupils, unequal, general 
account of .. 552 
—-— in general paralysis 
146, 170, 552 
— — glaucoma 552 
— — iritis 552 
— — paralysis of cervical 
sympathetic 552 
— — — third nerve 552 
— — physostigmine .. 552 
— — without significance.. 552 
— — in tabes dorsalis 236, 552 
— — trigeminal neuralgia... 552 
— variations with age 551 
Pupillary membrane, con- 
genital persistence of 551 
Purgatives, in acute con- 
stipation 129 
— colic from se 124 
— constipation from 769 
— lessening effect of 122 
— loss of weight from 769 
— tenesmus from .. Se fi he! 
Purin bodies, list of kao 


BUPIC 


PURPURA 


in acute fevers .. 

— yellow atrophy 

albumosuria with 

from. alcoholism 

anemia from .. 

from antidiphtheritic 
serum . 

bacter iology i in diagnosing 
cause of ws ae 

bleeding gums in 

from blood diseases 

in Bright’s disease 

cerebrospinal fever 

— meningitis 

cirrhosis . . 

diphtheria 

from drugs 

in epilepsy 

epistaxis from .. : 

in familial acholuric 
jaundice dis 

fulminans 553, 

in fungating endocarditis 

(Fig. 236) 

general tuberculosis 

gingivitis and 

heematemesis in a 

hematuria in 275, 

hemorrhage into tongue 


in 5 698, 
heemorrhagic erosions in 
heemorrhagica 553, 


— blood per anum in . 
— — counts in diagnosing 
— — culture in diagnos- 
TAYE 5 ae 
- heematemesis in 
heemoptysis with 
in Hanot’s cirrhosis 
Henoch’s (see Henoch’s 


Purpura) 
in hysteria 
idiopathic 
in jaundice : 
leukaemia 25. 5, 


Purpura, list of causes of.. 


malingering of . 
in measles 
meningitis - - 
menorrhagia from 386, 
metrorrhagia from 390, 
from muscle rupture . 
ptomaines 

pycemia .. 


— pyorrhcea alveolaris 74, 


BBD, 


PYELONEPHRITIS 


Purpura rheumatica, general 
556 


account of 


— — unknown before fifteen 343 


— round varicose veins .. 554 
— in sarcomatosis. . .. 595 
scarlet fever 273, 554 
scurvy 38, 72, 278, 556 
septicaemia .. 555 
oe oe 553, 556 
— parts affected by -- 062 
Purpura in small-pox . 554 
— small-pox simulating .. 562 
— in splenomegalic poly- 
cythemia 59, env 
— tongue swollen with 698 
— tonsils and 5 557 
— from toxemia .. 76 
— in typhus fever 335, B54, 638 
— yellow fever .. 273, 336 
Pus, little albumin in el 
- anchovy- paste coloured 369 
PUS IN THE CHEST 103 
— — (and see Empyema) 
— chocolate-and-milk, from 
hepatic abscess 253 
— corpuscles, in tube casts 6 
— from ear (see Otorrhcea) 
— from nipple 9 ley 
— from nose 178 
— phosphates mistaken for 524 
— per rectum, from abscess 585 
— sterile Be So BAS 
— in stools. 170 
PUS IN THE STOOLS . 557 
— — from abscess popceeed 
into bowel . POON 
— — cholera 557 
— — colitis .. 557 
— — dengue 557 
— — dysentery 557 


Pus in the stools, contd. 
— — sigmoidoscope in dia- 


gnosing cause of .. 557 
—-— from ulceration of 
bowel eto 
— tube casts of 578 
— urates simulating 740 
— in urine, characters of.. 574 
— — phosphates distin- 
guished from O74 
— — urates distinguished 
from 574. 
— — (and sea Pyuria) 
— vomit F 766 
Pustule, malignant, 559 
-- erythema from 222 
PUSTULES 557 
Pustules in acne 489, B57, 559 
— bacillus pyocyaneus 
causing 97 
— from bromides ‘98, 559, 563 
— contents of 3 ae ODE 
— crusts from ae 5 Gyivel 
—in dermatitis herpati- 
formis 75d 
— from dissection ‘wounds 2405 
— ecthyma 55/ 
— eczema 557, 560, 755 
— furunculosis Bo ie 
— granulosis rubra nasi .. 654 
— herpes progenitalis .. 618 
— impetigo.. 557, 558, 560 
— from iodides 98, 559, 
560, 563 
— in lichen scrofulosorum 488 
— new-born am BOT 
— prurigo 490 
— rhinophyma ae 733 
— scabies 558, 600, 755 
— scrofulodermia .. 559 
Pustules in small-pox 
554, 558, 559, 561, 
601, 616, 753 
- staphylococci causing .. 97 
— in sycosis : 557, 558 
— syphilis 490, 557, 558, 
559, 560, 562, 756 
— vaccinia . 5 (9 
— varicella 756 
Putrefaction, alkaline stool 
PEON ee 170 
— of food particles, foul 
breath from . 87 
— intestinal borborygmi 
Withee. 82 
Putrefaction, intestinal, 
characters of stools 
with . 246 
-- distinguished fr om. fer- 
mentation 5% 246 
—-— flatus from .. 246 
— — indican from 101, 314, 
743, 745 
— — tetany from .. 3 
— — urinary sulphates i in. 82 
— in lungs, foul breath from 86 
— mouth, foul breath from 86 
Putting the weight, sub- 
acromial bursitis from 476 
Pyzemia, abscess in heart 
in 596 
— — lung in 596 
Pyzmia, bacteriology of. 597 
— from bedsore .. + 208 
— bronchitis in 596 
— blood cultures in dia- 
gnosing ae O00 
— diarrhoea in 596 
— emaciation from 335 
— emboli in 596 
gangrene of lung in 260) 
Pyzmia, genera! account ie 596 
— hectic fever with He O96 
— hyperpyrexia in 309 
— infective parotitis in 694 
— irregular pyrexia from.. 3365 
— jaundice in 325 
— leucocytosis in . .- 996 
— loss of strength from .. 335 
— malaria distinguished 
from 596 
— metastatic abscesses in 596 
— myocardial abscesses in 212 
— from necrosis of bone .. 596 
— after operations 335, 596 
— from osteomyelitis 668 
— after parturition 335 


875 


Pycemia, contd. 


(Fig. 244) 567 
— prostration in cre, EXT 
— pulmonary emboli in .. 260 
— purpura in 5538, 555 
— from pyorrheea. . See: 
— quinine ineffective in .. 596 
—rashin .. o97 
— rigors in 335, (Fig. 244) 
567, 594, 595, 596, 597 
— and septicemia, relation- 
ships between 596, 597 
— spinal abscess in Pee ice 
— subcutaneous abscesses in 596 
— suppurative pericarditis 
in : os i. 96 
— sweating in 335, 596 
— tenderness of chest in .. 707 
— thyroid abscesses in 722 
— typhoid fever simulated 
by Bio 
— vomiting in . 596 
— after wounds 335, 596 
Pyelitis, aching in loin from 576 
— acute, amount of pus 
small in an ke 
— in acute fevers .. are. Ks) 
— albuminuria from 576, 578 
— from bacillus coli 12, 182, 576 
— — proteus 576 
— calculus : 576, 577 
— carcinoma of bladder .. 576 
— — of uterus 4 576 
— coli bacilluria simulating 569 
— from cystitis ae DLO 
— cystitis simulated by .. 578 
— cystoscope appearances 
in (Plate XV) 282, 
576, 578 
— from enlarged prostate... 576 
— frequent micturition from 
SEB, wits 
Pyelitis, general account of 576 
— from hematogenous in- 
fection : Bice IAD 
— hypereesthesia with . 451 
— hyperpyrexia in 309 
— kidney enlarged with 451, 576 
— leucocytosis ‘slight with 360 
— local rigidity from . 451 
— micturition frequent with 576 
— nocturnal micturition 
from 218 
— pain in hypochondrium 
from .. 451 
— — iliac fossa from 451 
—— pelvis from .. 451 
— peri-ureteric lymphatics 
HOWL hee a5 2. 1876 
— from pneumococcus 76 
— pouting of ureter in 576 
— in pregnancy 451, 576 
—- relation to Bright’s |. 
disease ae te) 
— pyrexia with 451, 576 
— pyuria from ws OVO 
— renal tenderness from .. 576 
— rigors from 576, 595 
— skin dry and harsh with 576 
— from staphylococcus 576 
— streptococcus 576 
— stricture 576 
— tenderness in loin from 576 
— tongue glazed with 576 
— tube casts with. . He Bhs) 
— from typhoid bacillus .. 576 
— in typhoid fever ae ms 
— typhoid simulated by .. 566 
urine changes with S Die 
Pyelitis, urine changes with 578 
Pyelography in diannosis.. 354 
Pyelography (Fig. 166) 396 
Pyelonephritis, abscess in “4 
kidney from .. nic COME 
— aching in loin from 576 
— in acute fevers .. 576 
— albuminuria from 578 
— amount of pus smallin 12 
— anuria from 40, 42 
— from bacillus coli 12, 69 
— bacillus pyocyaneus with 69 


with periostitis 596, 
peripheral neuritis from 


707 


61, 64 
pleurisy in 5.6 BEE 
portal, rigors in. 595 


prolonged pyrexia from 
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Pyelonephritis, contd. 

— from carcinoma of bladder576 
— — uterus ste Pol 6 
— cystitis ., oe ROTO: 
— cystitis simulated Dyer 
— from enlarged prostate 576 
— frequent micturition from 578 
— Friedliinder’s bacillus with 69 
Pyelonephritis, general ac- 


count of 576 
— from haematogenous in- 

fection 576 
— kidney enlarged i in 355, 576 
— leucocytosis ‘slight with 360 
— malaise from .. 355 
— peri-ureteric lymphatics 

and an SAD 
— pneumococcus with en Oo) 
— inpregnancy .. so DAG 
— pyrexia from PeOno 
- pyuria, from 355, 575 
— vigorsin.. oo) DEW 
— renal pain from. 3d) 
— — tenderness from 576 
— skin dry and harsh with 576 


— staphylococcus with .. 69 
— from stone in kidney .. 577 
— streptococcus with .. 69 
— from stricture .. Sg, OK 
— tongue glazed in 
— tube casts with. . ag 
— tubercle bacillus with .. 69 


— uremia from 576 
— urine changes with 576 
Pylephlehbitis, adhesive, hee- 
matemesis from 272 
— — melena from. 272 
— — portal obstruction * WwW ith 272 


spleen enlarged with 272 
sudden ascites with .. 
thrombosis of portal 


vein in ae 5 | 
— hamatemesis from 265 
— obscure pyrexia due to 573 
5 


— prolonged pyrexia from 563 


— septiceemia from 2. O87>| 


— suppurative, abscesses of 
liver from .. 332, os 
albumosuria with .. 16 
— — from appendicitis 326, 
333, 567, 596 
appendicitis simulated 5 


— — diarrhoea with 596 
— — empyema from 106 
— — hectic fever with 596 


jaundice from 326, 
Boa, 
leucocytosis with 
liver enlarged from 
333, 
often overlooked 7 
pain over liver from.. 
peritonitis simulated by 567 
pleurisy from LOG, 
pneumonia simulated 567 
prolonged pyrexia from 567 
pyrexia from. 333 
rigors from 326, 853, 
567, 595 
ae DE 
Feo o6 
simu- 


septicaemia from 

tender liver with 

typhoid fever 

lated by 

Pylorus, adhesions round, 
from duodenal ulcer. 

— — — gall-stones .. 

— gastric ulcer 

= peritonitis 5:0 ; 

— carcinoma of (see Carein- 
oma of Stomach) 

Sb congenital stenosis 

384 


766 
678 


567 


174 
eT As 
li 

174 


Pylorus, hypertrophic sten- 
osis of. 765, 
— in iliae fossa te 
— normal, palpable in chil- 
dren 
— spasm of, dyspepsia from 
—-—in infants 
— stenosis of, from adhe- 
sions . 
— — bismuth and a “rays | in 
diagnosing 174, 241, 
245, 653 
— — from calcified cyst .. 174 
—— carcinoma 174, aoe 
297, 318. 53, 


660 
319 
660 


174 


660 


PYELONEPHRITIS 


Pylorus, contd. 
Pylorus, stenosis of, causes fee 
—— colic simulated byte. Lie 


— — constipation from 193 
— — copious vomiting due 

to ais -- 318 | 
— — by cyst. : 653 
— — dilatation of stomach 

from 174, 317, 653, 660 
— — flatulence with 241 
— — from gall-stones 174. 


gas in “stomach from.. 245 

gastric juice changes 
with ; 

from gastric ulcer 269, 

gastro-enterostomy for 

— — from healed ulcer 297, 660 

heartburn from Bie AS 


— — from hydatid cyst .. 174 
— — indigestion from 123 
— — in infants 660 
— — keratin-coated capsules 
in diagnosing ga (88) 
-- methylene blue in dia- 
gnosing 653 


— — need for operation with 174 
Pylorus, stenosis of, notes 
on . 766 


— — from old ulcer .. 174 
— — renal tumour. 174 
— — sarcinee with 241, 320, 653 
— — by spasm : 660 
— — stomach tube in dia- 
enosing 124, 245 
- = after ulcer : 317 
— — visible peristalsis from 
245, 317, 521, 653, 660 
-- vomiting with 115, 
174, 245, 653, 765 
272 | Pylorus, stenosis of, without 
| vomiting Ae .. 653 
— — weakness from 5) 18} 
— — without many sym- 
ptoms a eS} 
/— — yeasts with 241, 320 
Pyodermia, leucocytosis 
slight with 360 
| Pyometra, age incidence of 186 
— from carcinoma 186, 392 
— endometritis 5 186 
| — foul discharge due to 186, 392 
~ metrostaxis from oo 
| — sound in detecting 186 
_ Pyonephrosis, from carci- 
noma of bladder 577 
— — uterus “fe eeu 
— cystitis ae 576 
— diarrhoea with .. Be oo 1, 
— from enlarged prostate 576 
Pyonephrosis, general ac- 
count of . 356, 576 
— kidney’ enlarged from 
352, 355, 536, 575 
_— leucocytosis slight with 360 
— normal urine with SOI, 


— pallor with 5t ~ 357 


— pelvic swelling due to... 688 | 
— polyuria from. - 536 
— pyrexia with su) IBY 
— pyuria from 357, 536, 

575, 576, 577 
— without pyuria 357, 575 
— from renal calculus 279, 

357, 576, 577 
— renal tumour from 5 ONT 
— sweating with .. we OOM 
— from tuberculous kidney 576 
— ureteric calculus . 578 
— variations in size of = BLS 
Pyopneumopericardium, 

from bacillus coli - 652 
— churning sounds with .. 652 _ 
_— from epithelioma of ceso- 
' phagus a .. 652 
— foreign body 652 


— subdiaphragmatic abscess 652 
— suecussion in chest from 651 
Pyopneumothorax, general 


account of : 
— needling in diagnosing 
530, 651, 652 
— skiagram of a5 By 
_ Pyopneumothorax, sub- 
phrenic .. 658 
— suecussion with fen 6014) 
Pyorrhoea alveolaris, acute 
gastritis from . 267 


PYREXIA 


| Pyorrhea alveolaris, contd. 


— — anemia from 
arthritis from 
bleeding gums from 72, 
73, 74 
blood-spitting due to 285 
death from .. Rie at 
dyspepsia from 5 74 
— foul breath from 74, 87 
Pyorrhea alveolaris, general 
account of .. 73, 74 


~—~ — gum recession from.. 73 
— — heemorrhages due to.. 555 
— — hidden ae as ne 
— — joint lesions from .. 252 
— — loss of weight from .. 769 
— — neurasthenia from .. 74 


— — pain in the neck from 648 
— — purpura from 74, 555, 557 
pyemia from. . seal of 
retraction of gums from 589 


— — septiceemia from > O37 
— — stiff-neck from . 648 
— — stomatitis from 542 


— — teeth loose from .. 73 

Pyosalpinx, aching in lumbo- 
sacral region from .. 582 

— acute ascites from cereal 


— — peritonitis from a 002 
— albumogsuria with a5 ale 
— anzemia from .. 3 
— appendix abscess simu- 
lated by Se, ihe! 
— bacillus coli in .. 55 BW) 
— cystitis from .. 582 
— diverticulitis simulating 453 
— empyema from .. 106 


— frequent micturition from 394 


— leucocytosis with 360, 561 
— leucorrhcea from .. 582 
— opening into bladder .. 575 
— pain in .lumbosacral 
region from .. .. 982 
— after parturition 678 
— pelvic pain from 468 
— — swelling due to 688 
— periods profuse with 582 
— pleurisy from .. 106 
— pus in stools from 557 
—pyuria from .. .. 575 
— felt per rectum.. -3 OST 
— rupture of os 22 468 
— -— into bladder.. 581, 582 
— — simulating dysmenor- 
rhea ef eS 
— septicaemia from PEGS 
— simulated by diverticul- 
itis Bs 453 
— simulating typhoid fever 361 
— suppurative peritonitis 
TOM ene A aoe 47 
— swelling in Douglas’s 
pouch from . 587 
— yaginal discharge with. 678 


— — examination in detect- 


IMO) ee 582, 587, 678 
Pyramidal tract, facial fibres 
Of Mis. es .. 492 
—-— lesions, ankle-clonus 
with ats aioe ee) 
— — — Babinski’s sign in.. 68 
Pyramidal tract lesions, 
effects of 
— — — extensor plantar re- 
flex with. 39,768 
— — — increased knee-jerk. 
with 39, 358 
— — — results of 501, 502 


| — — — (and see Hemiplegia ; 


and Paraplegia) 
Pyrexia, from acute con- 


gestion of liver oe Oe 
— — pancreatitis « 661 
— — peritonitis earls: 
— — pleurisy aeeLO2 
— — rheumatism ees 
— — rheumatoid arthritis 341 
— — yellow atrophy 2 808 
— from alveolar abscess .. 683 

— in alveolar echinococcus 
disease see he 

— angioneurotic cedema 
226, 414, 699 | 

| — appendicitis 115, 283, 
454, 460, 582, 665, 677 
— from bacteriuria Seon eto) 
— bad night so te 


Pyrexia, contd. 

— in blood diseases 

— bullous dermatoses 

— from carcinoma 

— — of bowel ‘ 

— — of liver 77 (Fig. 145) 
326, 373, 374, 

— caseous glands 308, 

— with catarrhal jaundice 

— with cellulitis ae 

— cerebellar abscess 


— cerebral abscess 84, 
— — hemorrhage .. 84, 
Pyrexia, in children 


Pyrexia, in children, with- 
out apparent cause . 
— from cholangitis 


— cholecystitis 
Pyrexia in cirrhosis of the 
liver (Fig. 12) 35, 
326, Cig. Gi) a7, 
570, 
— colibacilluria 455, (fig. 
193) 
— colic =e 
— colitis 


— congestion of liver A 

— from convulsions 144, 

— corresponding pulse-rate 
of Ae a one 

— — respiration-rate of 

— in coryzal cold .. ae 

— crises of, in cerebro- 
spinal meningitis 566, 

— from cystitis 282, 470, 

— diarrhoea with . 

— delirium with 

— in dengue 3 

— dermatitis herpetiformis 

— diphtheria 

— from distoma hepaticum 

— diverticulitis 

— Hgyptian splenomegaly 

— empyema ots 

— encephalitis 5. 502, 

— endocarditis a 

— erysipelas 

— erythema bullosum 

— — nodosum 

— — scarlatiniforme 

— from excitement ae 

— exertion .. .. 464, 

— in exhaustion of labour 

— fourth disease .. 

— fungating endocarditis - 
34, 334, 566, 

gall-stones 252, 

254, 327, 437, 
— gangrene of lung 
— gastric carcinoma : 
— gastritis 267, 

Pyrexia, general considera- 
tions regarding 

— in glanders “ > 

— gout 339, 344, 

— gumma of liver 334, 

— Hanot’s cirrhosis 

— Henoch’s purpura : 

— hepatic abscess 291, 369, 

— hip disease 

— Hodgkin’s disease a 

- increased intracranial 
pressure oe 

— infective parotitis : 

— inflamed ae 380, 381, 

— influenza 5 

— intestinal colic .. 

— intracranial lesions 

— with jaundice 

— in kala-azar ENS 

— in Kirkland’s disease 615, 


— from 


— leukeemia (Fig. 4) 25, 570, 2 
6 


— lymphadenoma =e, 

— malaria .. «o SSDy ep 

Pyrexia in malaria, charac- 
ters of 

— malignant pustule 

— in Malta fever .. 

— mastitis .. 

— mediastinal grow th 


— Meige’s disease 226, 
_- meningitis 138, 145, 
147, 225, 511, 


/— morning hypothermia 


with Bi 
— in myositis ossificans ‘ 


| — nephritis 


Pyrexia, contd. 

Pyrexia, neurotic . 

— obscure, bacterial ex- 
amination of urine in 


diagnosing cause of 69, 5 


blood cultures in dia- 


gnosing cause of .. 572 
— — from deep tuberculous 
glands 573 
— — feces examination in 
diagnosing cause of 573 
— — from gall-stones - 573 
— — infected endocarditis 574 
— — ovarian abscess - 573 
— — phlebitis Se Mio} 
— — pylephlebitis . ee DUS 
— — tuberculin test in dia- 
enosing cause of .. 573 
PYREXIA WITHOUT OB- 
VIOUS CAUSE ae [are 
— after operation .. 574. 
— from osteomyelitis 668 
— otitis media $ 202 
— with paroxysmal heemo- 
globinuria 285 
— from pediculosis 378 
— peliosis rheumatica 556 
— pellagra PR 20 OTO) 
— pemphigus a oe 
— periodic, in relapsing 
fever A .. 336 
— with peritonitis 115, 425 
— pernicious anemia 25 
— phthisis suggested by .. 572 
— in pleurisy’ ve .. 384 
— pneumonia 160, 574 
— poliomyelitis acuta 110, 
140, 509, 512 
— polymyositis . .. 464 
— pontine hemorrhage 119 
— portal vein thrombosis 51 
PYREXIA, PROLONGED 563 
— — from appendicitis 567 
— — in bronchopneumonia 568 
— — from cerebral abscess 567 
— -—.in ene menin- 
gitis ji .. 566 
— — coli bacilluria _ = G8) 
— — empyema 7 OOT 
— — erysipelas 567, 568 | 
— — glandular suppuration 567 
— — Hodgkin’s disease .. 569 
—-— influenza (fig. 240) 564 
— — lateral sinus throm- 
bosis (Fig. 244) 567 
Pyrexia, prolonged, list of 
causes of -- 563 
Pyrexia, prolonged, from 
malignant disease 570 
—-—- endocarditis (fig. 
243) 566 
— — Mediterranean fever.. 565 
— — otitis media . aon AOE 
— — pelvic suppuration .. 567 
— — pernicious anemia .. 569 
— — pyemia ee a 567 
— — pylephlebitis . 567 
— — septicezamia 567 
— — syphilis 568 
— — throat abscesses 567 
— — tuberculosis 566 
— — tuberculous meningitis 566 
— — typhoid fever 564 
— — umbilical sepsis 567 
— — Wassermann test in.. 568 
— with prostatic abscess 
2, 470, 581 
— prostatitis 182, 470 
— pseudo-leukemia Be MnOtt, 
— pyemia .. 5 335, 596 
— pyelitis .. 451 
— pyelonephritis 576 
— pyonephrosis SON 
— rat-bite .. 465, 570 
— in renal colic 451 
— rheumatic, effect of sali- 
eylates on 5 574. 
— in rheumatoid arthritis 35 
— inrigors . 594. 
= from. salpingo- -odphoritis 690 
Pyrexia, from sarcoma 570 
— — of ceecum : «2, 665 
— inscarlet fever.. 227, 273 
— secondary syphilis 334 
— septic arthritis .. 339 
— septiceemia 3 555 
— from serum injections 2 23 04 


.. 570 


PY REXIA 


Pyrexia, contd. 

— in severe anzemia Sige D 

simple colitis 

from sinus thrombosis 
511, 567 


— in spinal meningitis 
from subdiaphragmatic 
abscess ite 401, 
Pyrexia, sudden drops in. 
— with gue ne- 
phritis : .. 594 
- pylephlebitis . 23) BOO5 
syphilis . 334, 562, 
(and see saa ame 
Chart) ‘ 
from testicular abscess | 622 
tonsillitis 34, 
tremor from ae 
in trichinosis 464, 
from tuberculous kidney 
— meningitis . 574 


— — peritonitis 48, 570, 6a, 657 
— ulcerative colitis 78 
— after urinary operations 42 


from various bites -- 098 


REACTION 


Quadriceps ext. femoris, contd, 
— — — nerve supply of 498, 499 


——-— paresis of «. 512 

— — — wasting of . a» 439 

Quarriers, silicosis in . 288 
Quartan malaria (see Ma- 

laria ; 

Quarterly Journal of Medi- 

cine, figure from 347 

— — — Meige’s disease and 414. 

Quincke’s disease . serait 

| Quinine, amblyopia from 759 

| — blackwater fever and .. 284 

| — deafness from 166 
Quinine, effect in malaria 

31, 536, 568, 596, 637 

—-—on malaria. parasites 335 

a 999 


erythema from .. as 
hemoglobinuria from .. § 


— headache from .. 295 
— noises in the head from 406 
— nyctalopia from 763 
— purpura from .. 953 
— pyzemia uninfluenced by 596 
— retinal vessels constricted 
by ae 759 
— scales from 602 
| — tinnitus from 723 
| — urticaria from .. (gf 
| Quinsy (Plate XX VI) 610 
Quinsy, eke as a 
rule ‘ 614 
— dysphagia from. 198 
— ptyalism from 542 
— sore throat due to 613 
— stertor from ‘ 647 
— submaxillary glands in- 
flamed from .. 379 
— trismus simulated by . 729 
Quotidian malaria (see 
Malaria) 
ABBIT, opaque optic 
nerve fibres in 
— skin-curers, peripheral 
neuritis in so (85) 
— skins, hats from : 33 
— — mercury.in curing 33, 65 


— visiting day 573 
— Weil’s disease 336 
— yellow fever 273 
Pyriform cells in urine 742 
Pyriformis, nerve supply of 498 
Pyrogallic acid, hemo- 
globinuria from .. 284 
Pyrosis, with heartburn ., 436 
— merycism and . 50 Ghee) 
— note on .. .. 164 
— relation to heartburn ae ae 
PYURIA : 73 54 
— albuminuria with ae OO 
Pyuria, from appendicitis... 582 
— appendicular abscess .. 283 
— bacillus coli 12 
— bacteriuria Sa he) 
— bilharzia . 580, 581 
— carcinoma of bladder 41, 
471, 580, 582 
Pyuria, catheter in dia- 
gnosing cause of 2. 515 
— from cystitis 183, 194, 
282, 470, 578 
Pyuria, cystoscope in dia- 
gnosing cause of 575 
_— cystoscopic appearance 
in (Plate XV) .. 282 
— drugs for .. 650 
= erowth of bladder 276, 281 
= hexamethylenetetramine, 
etc., for 650 | 
i lavage of bladder in dia- 
gnosing source of 575 
— from leucorrhcea eo SL 
Pyuria, list of causes of .. 575 
— microscope in diagnosing 
12, 70 
— not obvious to chemical 
tests ae 12 
| — — — naked eye .. 12 
— from phimosis .. 581 
— pneumaturia with 72 930 
— from prostatic enlarge- 
ment .. 5€ e 276 
— prostatitis 581 
Pyuria, from pyelitis 12, 
218. 76 
— pyelonephritis .. 12, 355 
— pyonephrosis 357, 536, 
576, 577 
— renal calculus 276, 278, 577 
— — tumour oa Bb: 330 
Pyuria, from rupture of 
abscess into bladder.. 581 
— with stricture POSE 
— from suppurative  ne- 
| phritis. . a .. O94 
— tests for. 575 
- tuberculous bladder 27 6, 
282, 397, 471, 579 
_— — kidney 117, 276, 279, 
282, 355, 460, 577, 579 
— ureteric calculus 472, 578 


— urethritis 581 
— vesical calculus 276, 282, 


, 


(nt lumborum, 
nerve supply of .. 499 

Quadriceps extensor femoris, 
myoclonus of .. 137 


Rabies (see Hydrophobia) 
Radiography (See z-rays; 
and Skiagram) 

Radium, burn from -. 223 
— erythema from 222, 223 
lead or silver screens for 
for Mooren’s ulcer 
pigmentation of skin from 223 
rodent ulcer cured by .. 180 
Radius, myeloid sarcoma of 

672, (Migs. 286, 287) 673 


S77 
Rash, contd. 

— of fourth disease 229 
— German measles 228 
— measles .. 228 
— ratbite fever 598 
— scarlet fever 228 
— septic 597 
—insmall-pox .. Ser ale 
— typhoid fever .. ero oo 
— typhus fever .. 335, 638 
Rat-bite fever 598 
—— erythema in .. 223, 598 
— — headache in .. 598 
— — high fever in.. 465 
— — leucocytosis in fe wate) 

— — pain in the limbs in 
463, 465 


pains all over in 5a Ope) 


== pyrexia in roi 
— — rigors in TOV 09S 
-- rashes in 598 


swelling of muscles in 5 
temperature chart of 5 
urticaria in .. 598 
Rat facies, in microcephaly 
— paste, phosphorus poison- 
ing from 
— — strychnine 
from 
Ray fungi .. * 
—-— in actinomycosis 
— — (Plate XXVIII) 
Raynaud’s disease, acute 
cedema of tongue in.. 
age incidence of 
albuminuria in ee 3 


poisoning j 


14, 8 


— — black cyanosis in 699 
— — blue brain and ae, £63 
— — bulle in Skog Si 


cervical rib simulating 444 
coma in 


— — cyanosis in 162 
— — — of toes in 441 
— — dead fingers in xn. okays 
— — ears affected in 203, 699 


electrical reactions in 5 
ergotism simulating.. 259 
— erythema Wa. 

Raynaud? s disease, erythro- 
melalgia differentiated 


from .. . 44{ 
— — excited by cold nor 2 EL 
— — finger affected by 240, 699 
Raynaud’s disease, fingers 
in (Plate XIII) 256 
— — frost-bite simulated by 162 
—-— gangrene from 255, 256 
— — — common in 44] 
= — — of fingers in 162 
Raynaud’s disease, general nes 
account of _ .. 162 
— — hemoglobinuria with 284. 
| — — hands “affected by 441 
| —— high  blood- pea 
‘with 81 
Raynaud’s disease, inter- 
mittent claudication 
differentiated from 44| 
—- local asphyxia in 
(Fig. 125) 256 


— in rickets 3 155 
— sarcoma of, skiagram of 672 
— syphilis of, skiagram 
showing v2 669 
/- thickened in rickets . 154 
Railway spine 713, 715 
| — — tremor from . «2 (24 
Rainbow vision .. -. 162 
— — from glaucoma 5 Bear | 
| Rales, from aneurysm 291 
— bubbling, with bronchi- 
ectasis ee 168 
— — bronchitis ELE 
— — fibroid lung .. 168 
— consonating, over fibroid 
hung | 2 ae .. 206 
— — in phthisis 288 
— crackling, from aneurysm 195 
— — with bronchiectasis 
292, 643 
— — over empyema aeLOS 
— — — fibroid lung 216, 299 
— — from stenosis of bron- 
chus ; Be AKO) 
— non- -consonating, with 
bronchitis a 217 
— from pulmonary embolus 290 
— sticky influenzal 290 
Ranula, ptyalism from 542 
— tongue swollen from 698 
Rarefaction of bone (see 
Bone Rarefaction) 
Rash (and see pe ees 
CON oe 294 
— in cerebrospinal menin- 
PUbIS) ee 591 


— drug (see Drug Rash) 


necrosis of fingers in 

(Fig. 126) 257 
nose affected by .. 699 
cedema from 413, 414, 4 
— — pallor of toes in 
Raynaud’s disease, 
affected by es 
penis affected by .. 699 
peripheral neuritis simu- 


parts 


lating . 256 

— — sex incidence of a 4A 
— — simulated by brachial 

plexus changes = 163 

— — stages of A Se XD 

— — toes affected by «3: 699 

— — tongue affected by .. 699 

a ulceration of fingers in 162 
REACTION OF DEGENE- 

RATION : 582 

— — in acute poliomyelitis 61 
—-— amyotrophic lateral 

sclerosis ile ollsiey aly 

— — from aneurysm 61 

— — cauda equina tumour 62 

— cervical rib 61, 508 
Reaction of degeneration, 

characteristics of 583 


878 


Reaction, contd, 
Reaction of degeneration, 


conditions causing GI 
— — in diabetes Se OY) 
— — with facial paralysis.. 493 
—— from gumma of nerve 61 
— — in infantile paralysis 60 
— — infraspinatus 506 | 
— — from injury 61, 63 
— — myelitis POLS: 
— — neuritis st 477 
— — new growth .. 61 
—— partial ‘ 583 
— — from pelvic tumours. 61 
— — peripheral neuritis 56, 
Ay ay (ul 440, 
465, 512, 514, 515 | 
— — peroneal atrophy .. 513 
— — poliomyelitis .. 509, 512 
— — progressive muscular 
atrophy by tal 
— — sciatica 61, 63 
— — syringomyelia 61 
— — talipes : 112 
— — Tooth’s peroneal atro- 
phy 60, 61, 113 


transverse myelitis 61, 62 


— tumour of cauda equina 61 


REACTION, ae 173 
— Hason’s .. . 285 
Reaction of stools. . .. 170 
— vomit .. (66 
Reaction, Wassermann’s 
(see Wassermann) 
Reaction, Widal’s (see 
Widal) 
Reactions, electrical, in 
tetany 3 
Reading, book seeming to 
recede during Ges 
— eye-strain from. c . 446 
— headache from .. ». 449 
— pain in the eyes from .. 446 


Receptaculum chyli, ob- 


structed, chylous ascites 


from 50 
— — — chyluria from 50 
— — rupture of 56 AKO) 
Recession of gums 50) Sych') 
Rectal crises, from tabes 
173, 515, 650, 719 
— examination, in ‘acute 
constipation .. ; 129 
— — anal fistula and 78 
— — aneurysm felt on 587 
—— in appendicitis 116, 
283, 454, 587, 677 
— — appendix felt on 587 
— — in ascites 49 
— — for carcinoma of colon 
1301725 330 
——-—recti 78, 129, 130, 
453, 587, 718 
— — cases of bearing-down 
pain 427 
— — — iliac fossa pain 116 
— — — edema : 8 
— — — — of one leg 411 
— — — pus in stools 557 
—-— in cauda equina tu- 
mour 63 
— — chyluria 109 
— — coceydynia and 587 
—-— cryptomenorrhea .. 17 
— — detecting bladder 
growth 41, 277, 281, 
471, 472, 579, 580 
— — — enlarged pelvic 
glands Sore 
— — — polypus .. 585 
— — — retroversion of 
uterus ..087 
— —-— submucous abscess 585 
— — — uterine enlargement 587 
—-— in diagnosing anal 
fissure 194 
— — — ascites 587 
—— = carcinoma of pros- 
tate Ses 470 
— — — cause of swelling in 
iliac fossa . 665 
— — — diverticulitis .. 453 
— = dyschezia .. 121, 128 
—-—- enlarged _ prostate 
277, 281, 587, 394, 396 


inflamed glands 


impacted feces 172, 718 
. 459 


REACTION 


Rectal crises, contd. 
— — in diagnosing intestinal 
obstruction . 459 
obturator hernia .. 681 
ovarian tumour .. 331 
piles 194, 584 
prostatic abscess 
182, 470, 581, 587, 
— affections 
— calculus 470, 
prostatitis 182, 470, 
578, 


620 
473 
581 


539 
471 


rectocele 
tuberculous bladder 
— kidney 280, 282, 
355, 
prostate .. 479, 
— seminal vesicles. . 
— ureter 277, 471, 
473, 
ureteric calculus 41, 
472, 578, 
urethral calculus . 
in diarrhea .. 
diseased ovary felt on 587 
ectopic gestation felt 
on . 
with gr owth i in liver. . 
in hematuria cases .. 
hydatid felt on 
in intestinal obstruc- 
tion Seo 29s 
intussusception felt on 
Chek, May Ei. UXO 
585, 717 
of 


620 
479 


for invagination 
rectum 6 
ischiorectal abscess felt 

on Oot 

in jaundice a arg 

— lumbago . 429 
Rectal examination, malig- 

nant ‘shelf’ felt on 587 
Rectal examination, method 

of making .. 584 

ce NY 

79 


for new growth 
papilloma recti and.. 
parametric abscess felt 

Ole. yo oyeht/ 
pelvic adhesions and 130 
— glands felt on > fell 
for pelvic tumour 63 
in peripheral neuritis 515 
pessary felt on . 587 


— — pyosalpinx felt on .. 587 
— — rectal polypus and .. 78 
— — sacral disease and .. 587 
— — in sciatica 438, 439 
— — of seminal vesicles .. 587 
in simple colitis 78 
Rectal examination, struc- 
tures palpable on . 587 
—-— in tenesmus . 3) (eS 


thickened ureter felt on 280 
in thieves og. Brot 
vaginal growth felt on 587 
for venereal ulcer of 
rectum 
vesical calculus felt on 
vesiculee seminales felt 
(and see Rectum, Ab- 
normalities felt per) 
Rectal shelf, in abdominal 
malignant disease 
Recti abdominales, divari- 
cation of Fs B 
Recto- abdominal examina- 
tion in virgins i 
Rectocele, rectal examina- 
tion in diagnosing .. 539 
— simulating prolapse ; 039 
| Recto-vaginal fistula . 586 
Recto-vesical fistula 238, 586 
| RECTUM, ABNORMALI- 
' TIES FELT PER 
— abscess opening into 
| — adenoma of 
| — affections of, pain in the 
back from 
— ballooned 
— bilharzia affecting 
— bullous dermatoses affect- 
ing A 
— blood per (see Blood per 
Anum ; and Meleena) 
- carcinoma of (see Car- 
cinoma of Rectum) 


79 
587 
277 


. 581 


bo OU} 


577 | 


REGURGITATION 


. 584. 
- 718 | 


Rectum, contd. 
— eatarrh of, diarrhoea from 172 
— coli bacilluria after opera- 
tions on 
Rectum, concretions in 
-- tenesmus from 
— enterolith in nie 
Rectum, fibrous stricture of , 


718 
5 fils} 


, 586 
— — — dyschezia from 129 
—-—-— jn women . 129 
Rectum, foreign bodies in a4 
-- abscess due to et o4- 
— — — tenesmus from 718 
— gumma of 585 


haemorrhage from (see 
Blood per Anum; and 
Meleena) 
hair ball in 584, 
insensitive, in dyschezia 
invagination of, blood 
per anum from 
constipation from 
defeecation unsatisfied 
in oe 
dyschezia from 
lumbar pain from 
mucus from .. 
felt per rectum ‘ 
irritation of, by pelvic 
abscess ate 
loaded, dystocia from ate 
= priapism from 5 
lesions of, pain in legs 
from ye is 
— tenderness of spine 
from (fig. 294) 
Rectum, malformations of 
Figs. 249-252) 
— intestinal obstruction 
from 
occluded by foetal head 
opened by carcinoma of 
bladder 


—— uterus 5 ans 

— ecaseous glands Bae hite: 

oxyuris vermicularis in 

pain in, from piles 

papilloma of 

polypus of (see Polypus 
of Rectum) 

pressure on, bearing down 


pain from .. 426 
— — by carcinoma uteri .. 129 
— — distended tubes 129 


dyschezia from : 
by fibroids .. 56, U2) 


— — ovarian tumour Soy HS) 
— prolapse of 78, 79, 717, 718 
— retention of urine after 
operations on 5a Sea 
— sense of fullness in, from 
earcinoma .. Be) 
— — — piles we 5 fits 
— — weight in, from piles 78 
ie something coming 
down, pile causing .. 78 
— tuberculous, carcinoma 
simulated by.. .. 585 
— ulceration of (see Ulcera- 
tion of Rectum ; and 
Carcinoma of Rectum) 
— venereal ulcer of : 1) 
— villous tumour of 79 
Rectus abdominis,on guard 592 
— — rigid, over liver abscess 370 


— — — tumour simulated by 659 
Recurrent fibroma of naso- 


pharynx : 5 Le 
— laryngeal nerve, paralysis 
of (see Paralysis, 
Laryngeal) 
Red corpuscles in amcebse 77 
—-—crenated (Plate II, 
Jia US) oc 22 
— — fragility of (see Fra- 
gility of Red Cells) 
— — insignificance of ‘ oc- 
casional ’ in urine.. 6 
— — normal numbers of 20, 532 
— — nucleated 3 22 
— — — in Hodgkin’s disease 64 
- — oval, in birds. 266 
— + in pleuritic effusion. . 102 
— — punctate basophilia in 23 
— — size of te see 
— — intubecasts.. 6 


70 | 


584 | 


| Red corpuscles, contd. 


— — in urine 

— — yarious sizes of re 

Red currant jelly sputum, 
from new growth .. 290 

— nucleus, lesion of, tremor 
from aie : 

— vision . 

Reduplication of first sound, 
from acute endocar- 
ditis : . 2m 

— — — arteriosclerosis . 588 

— —-— granular kidney .. 588 


9 
702 


| — — — hypertrophy of heart 588 
5 REDUPLICATION OF 


HEART SOUND .. 587 


/- — — canter rhythm simu- 


lighumayes 7 <2 587 


| — — — mid-diastolic bruit 


simulating 4 
Reduplication of pulmonary 
second sound. . 
— — — with mitral 
gurgitation 
second sound, accentua- 
tion and : 
— from arteriosclerosis 
— granular kidney °. 
— high blood-pressure 
298, 588 


re- 
9 


— — — mitral stenosis 
Redux crepitations in pneu- 
monia 160, 642 
Reeling, from cerebellar 
lesions OS 
Reeling gait Salers see oi 251 


— intabes.. 751 
— from vertigo 751 
Reflex, abdominal, ‘absent, 
from lateral sclerosis 518 
— — — with brachial mono- 
plegia 502 
— — in amyotrophic lateral ; 
sclerosis 508 
— — lost extensor plantar 
reflex with. -. 308 
— — — evidence of organic 
disease 358 
Reflexes, abdominal, changes 
in 496 
—-— in disseminated scler- 
osis . . 502 


Achillis (see Ankle- jerk) 
centres in cord (Fig. 211) 518 
corneal, in facial paralysis 442 


— deep, increased in 
hysteria . 184 
— lost, in epilepsy. . - 143 


palate, absent, in hysteria 468 
— impaired, in bulbar 
palsy ; 627 
— patellar (see Knee- jerk) 
- plantar (see Plantar Re- 
x) 
Reflexes, pupillary, general 
account of .. 551, 
— — (and see Pupil Reflex) 
Refraction, error of, diplopia 


ELON a 175 

— — eye-strain from 446, 
524, 525 

— — headache from 295, 
446, 449, 712 
— — neuralgia from 449 


photophobia from .. 524 
pricking of eyes from 
strabismus from 
supra-orbital pain from 
tenderness of go 
from ste Clee 


— — visual defect from 761 

— — (and see Astigmatism ; 
Hypermetropia ; Myo- 
pia) 

Regeneration of nerve, sen- 
sory recovery after .. 606 

—— time required for .. 583 

Regional anatomy of ab- 
domen a 660 

Regurgitation, aortic (see . 
Aortic Regurgitation) 

— of food, in bulbar 
paralysis .. 164 

— — in infants gave 

—— myasthenia gravis .. 764 


REGURGITATION OF FOOD 
THROUGH NOSE .. 588 


REGURGITATION 


Regurgitation of food, contd. 


through nose from bul- 


bar paralysis 178, 589 
— — cleft palate be Ives 
—- diphtheria 154, 

178, 196, 512, 764 | 


- 589 


— — hysteria .. 


Regurgitation of food through 
list of causes of 588 


nose, 
— — from myasthenia 
gravis .. c 
— — paresis of palate 
— — perforated palate 
— -— syphilis .. 
mitral (See Mitral Regur- 
gitation) 
pulmonary (see Pul- 
monary Incompetence) 
tricuspid (see Tricuspid 


178 
512 
178 


en ffs) 


Regurgitation) 
Reinforcement 4 Ste 
Reinsch’s test for arsenic... 78 
Relapsing fever, chills in.. 637 
— — filth and yi Oo 
Relapsing fever, general 

account of 27, 28, 336, 637 
— — geographical distribu- 

tion of e DIO 
— — hyperpyrexia in 309 
— — hypothermia after 311 
— — jaundice in 325 
— — pains in back in - 637 
—-— parasites in biood in 27 
— — pyrexia of 336, 637 
— — rigor in 594, 595, 596 
—-—spirillum of (Plate 
AXVITI) .. .. 614 
— — spirochetes in 596, 637 
— — spleen enlarged in 632, 637 
— — sweating in ae Oo, 
— — temperature chart in 
(Pig. 5) 27 
Remittent fever, purpura in 553 
Renal abscess (see Abscess, 

Renal) 

— calculus (see Calculus, 

Renal) 

— colic (See Colic, Renal) 
— crises in tabes 515 


Bright’s disease 


— tumour (see Kidney, 
Enlarged) 

— veins, invaded by new 
growth 

Renal veins, thrombosis of, 
diagnosis 


Renal veins, thrombosis of, 
simulating acute ne- 
phritis 

Rennin, test for 

Resin, bullae from. 

— er ythema ATOMS 2). 

— in urine, white ring from 


Resonance, in femoral 
hernia. 

— impaired, from aneurysm 

195, 208, 


— bronchus obstruction 
— over fibroid lung 168, 
216, 292; eet 
in phthizis 
pheumonia 
from pulmonary em- 
bolus . 
pulmonary infarct 
stenosis of bronchus. . 
increased, in emphysema 


167, 
Resonance, skodaic 168, 299, 
Resorein, black urine from 
Respiration, Cheyne-Stckes, 


epithelial cells, from acute 
. 412 
tube-casts (see Tube Casts) 


| Retention of urine, general 


Respiratory blood-pump, in 
heart failure . .- 420 


Rest in bed, in chlorosis . 36 
— — effect with adherent 
pericardium . 214 


— — — mitral regurgitation 214 
— pain and stiffness after 463 
— — contractures from .. 114 
— — talipes from . . 114 
Restlessness, in acute yellow 


atrophy 273, 333 
— from alcohol aan 7X8} 
— with anuria Bs 42 
— in children, from colic. 425 
— eclampsia 146 
— from hematemesis 268 
— hysterical pyrexia 2 oO 
— atnightinrickets 145,711 
Reteching -. 164 


— with “und ie abdominal 


aortic pulsation . 548 
Retention of urine, alcohol 
navel a2 95 
— — from bladder “growth 
281, 396 
—-— bladder felt above 
pubes with - 895 
— — from carcinoma of 
ovary 649 
— — — prostate 649 
— — cold and ‘ ae OOD) 
== eystitis from’... 578, 650 


distinction from anuria 
aon 

dribbling with 
from enlarged prostate 
395, 396, 


account of .. 395, 
from gonorrhcea 

in hysteria 
incontinence simulated 4 
from inflamed urethral 


caruncle : 649 
— — in lateral sclerosis 398, 517 
— — myelitis 396, 398, 578 
— — after operations 42 
— — from ovarian cyst 649 
—-—painfrom .. 395 
— — — above pubes with. 3 
—-— from paralysis of 

bladder 396, 398 
— — paraplegia Be Oke 
— — pelvic tumour 5 ayy) 
— — periprostatic abscess 649 
— — perirectal abscess 649 
— — peritonitis 592 
— — prolapse 649 
— — prostatic abscess 182, 396 
— -— prostatitis 182, 396, 581 
— — retroverted oravid 

uterus 39, 649, 689 
— — sphincter spasm 398 
— - spinal disease 39 


strangury from 39, 

395, 
stricture 39, 395, 396, 
in tabes dorsalis 396, 


— — typhus 638 
— — from urethral calculus 
282, 649 
— — urethritis . 649 
_— — uterine fibroid 649 
Retina, in albuminuric 
retinitis : - 416 
_ Retina, detached, appear- 
ances of 16, 
(Plate XX) 418 
—- black spots before 
eyes from . a8, te 
— — blindness from 762 
| — — by growth eA, 
/-— embolism of (see Em- 
bolism, Retinal) 
- haemorrhage into (see 


(see Cheyne-Stokes’ 
Respiration) | 
— in chorea ‘ 133 
— embarrassed, in tetany 151 
— pulse-rate and . 549 
— ranid, in pneumonia 335, 425 
--+ shallow, from pneumo- ; 
thorax 5 ap oul 
— rate, in peri . 636 
— — pyrexia and . ob OE 


Respiration, slow . 3 

— — from cerebral ‘abscess 

— superficial, with perito- 
nitis sts 4 


84 
502 


. 092 


Heemorrhages, Retinal) 
Retina in optic neuritis . 


RHEUMATISM 


Retinal artery, spasm of 
blindness from 
— embolism of (see Em- 
bolism, Retinal) 
changes, with nephritis 
— uremia 
examination, with grow “th 
in liver ae 
hemorrhage (see Hi- 
morrhage, Retinal) 
vein, thrombosed (see 
Thrombosis, Retinal) 
Retinitis, albuminuric, ap- 
pearances of 416, 
(Plate XX) 418 
with arteriosclerosis. . 


~— — black spots before eyes a 

— — cerebral hemorrhage 
and .. ihe ae L19 

—- in chronic nephritis 


879 


Retroversion of uterus (see 
Uterus, Retroverted) 

Retroverted grayid uterus 
(see Uterus, Retro- 
verted Gravid) 

Rhabdomyoma ot kidney 356 

Rheumatic tever (see Rheu- 
matism, Acute) 


Rheumatism, acute, acute 


11, 212, 274, 408 | 


granular kidney 
heart failure with 


1, 106 | 
i} 


- — high blood-pressure 
with nic i 242. | 
— — mitral regurgitation.. 212 | 
—-— optic neuritis simu- 
lating 416 
— — in uremia 315 
— amaurosis with.. 759 
— in arteriosclerosis 90 


cerebral haemorrhage and 515 
in diabetes an «=» 261 
with high blood-pressure 485 


— interstitial nephritis 90 
— nephritis get 
— neuro-, in fungating endo- 
carditis 7 
— photophobia from 524 
— pigmentosa, familial 761 
— — night-blindness from 
761, 763 
— — ophthalmoscopic  ap- 
pearances of 761, 763 
— — visual field constricted 
hee 760, 761 | 
— uremia and . 159 
— of yellow spot, nystagmus 
TOAD” 6 759 
Retraction of the Abdomen 
(see Abdomen, Re- 
tracted) 
Bee en OF THE 
EYEBAL ae on. PATE 
— eyelids, in Ga. s dis- 
ease 722 


RETRACTION OF THE 
GUMS 589 

SUN ae OF THE 
EAD . 589 


= de bronchopneu- 


monia ~- 090 
— — capillary bronchitis aa DEXe 
— — cerebellar lesions . 592 
— — dyspnoea -~ 990 
— — increased intracranial 

pressure 590 


| Retraction of the head, list 
398, 578, 650 | 589 


| — — from meningitis 295, 


of causes of 


323, 566, 590, 640, 649 | 


— — tuberculous meningitis 640 
— nipple, from carcinoma 687 
— — Paget’s disease 5 Hew 
Retraction of ribs, systolic, 
with adherent peri- 
cardium 90, 
— — — in normal persons.. 
Retrobulbar neuritis (see 
Neuritis, Retrobulbaz) 


213 
90 


Retroflexion of uterus (see 


- 416, 


Retina, pigment patches in 16 . 


--- ‘scotoma from 
Retina, after retinal em- 


bolism a .. 416 
Retina after thrombosis of 

of retina! veins 16 
— white patches in, in 

albuminuric retinitis 416 


— — — opaque nerve fibres 416 


Uterus, Retroflexion of) 
Retroperitoneal cyst, dilata- 
tion of stomach from 
174, 653 
Retroperitoneal cyst, notes 
on 
— glands (see Lymphatic 
Glands, pe ney, 
=hernia .. . 452 


_— tissue, aneurysm ‘leaking 


into .. 
Retropharyngeal 
(see Abscess, 
pharyngeal) 
Retropulsion, in paralysis 
agitans 26 oe 


" abscess 
Post- 


endocarditis in ae, Slee 
— necrosis mistaken for 3338 
adherent pericardium 


after 53, 54 
— — age incidence of ne LOS 
— — albuminuria in 3 
— — albumosuria in 16 


anemia from wee: 
aortic disease from 46, 2U9 


— — — regurgitation from 93 
-— arthritis Biciti 
Rheumatism, acute, associ- 
ated conditions of 14 
— — bromidrosis in -. 604 
— — cerebral embolism and 119 
— — in children 464 
<a CHhOLead iL Ons 133, 
337, 464, 614 
—- chronic mediastinitis 
trom 56) Maul 
— — coma in Uy 
— — delirium in -. 169 
—-— does not affect one 
joint only . 341, 364 
— — drenching sour sweats 
in 338 


endocarditis it in 90, 96, 105, 
209, 283, 464, 574, 614 
eosinophilia after Sas 
erythema ins.9 $223) 337, 
— multiforme from .. 105 
— nodosum from 105, 
228, 614 
— simplex in .. . 228 
family history and 
133, 337, 464, 614 
fauces inflamed in .. 615 
febricula representing 464. 
fixation very rare after 339 
* flitting ’ of joint pains 
ine ys ao Oe! 
Rheumatism, acute, ‘general 
account of .. 
gonococcal arthritis 
mistaken for 338, 340 
growing pains and 
363, 464, 466 
heart-block from . 546 
— disease and 35, 46, 
SO SRI, ate, S08). 
337, 464, 485, 
Henoch’s purpura simu- 
lating 
history of heart 
disease a Aree eee 
hydrocele from . 481 
hyperpyrexia in 169 
309, 310, 
infantilism from sg 
jaundice in -. 320 
joint pains with 105, 
228, 614 
Kirkland’s disease simu- 
lating 4 Ao GUS 
leucocytosis in see me OU) 
limping from. 362 
mediastinitis from 52, 
54, 308 
. 386 
5 Sah 
89 


704 


343 
in 


574 


| 


menorrhagia from 

mitral disease in 

— regurgitation after 

— stenosis after 35, 
485, 

atrophy 


704 
no muscle 
with 
myocardial 
after 
myocarditis in 
nightmare and oc 
nodules and .. 337, 
pain in the back from 
epigastrium from.. 
foot from .. 
joints in 
limbs from. . 
muscles in . 
palate inflamed in 
palpitation in 


changes 
54, 7 


880 


Rheumatism, contd. 
Rheumatism, acute, b pelicels 


and .. 556, 105 
—-— pericarditis in 44, 
105, 337, 464, 614 
— — permanent stiffness 
rare after .. .. 338 
—-pleurisy in 54, 614, 464 
— — — with effusion from 105 
— — polyorrhomenitis from 107 
— — precordial pain in 211 
— — puerperal fever simu- 
lating : OU Os 
—-— pulmonary stenosis 
after 92 
— — purpura of, age inci- 
dence of .. 343 
—-— pyrexiain .. oe 2285} 
— — rheumatoid arthritis 
distinguished from 343 | 
— — rigor in - O95 | 
== salicylates and 34, 228, 
464, 614 


— — reducing temperature 
ture in 89 (fig. 
149) 338, 574 
scarlatina simulated by 
228,- 614 
septic arthritis mis- 
taken for 7 339 
septiceemia simulating 310 | 
sore throat in 228,464, 613 | 
— spleen enlarged in -. 632 
Rheumatism, acute, sub- 
cutaneous nodules in 
105, 228, 
sudamina in .. 
never suppurates 338, 
suppurative arthritis 
mistaken for 3838, 
tachycardia from 
thyroid gland enlarged 
AW. "sl 
tonsillitis in 105, 211, | 
337, 614 
traumatic arthritis mis- 
taken for 
trichinosis simulating 
tuberculous arthritis 
mistaken for : 
unknown in infants... 
urate deposit due to. . 
uvula inflamed in 
brachial neuralgia and.. 442 
chronic, exercise relieving 466 
interscapular pain from 461 
massage relieving .. 466 


405 
338 
339 


“J 


— — pain in the hand from 151 
— — — joints from as AGG 
— — — limbs in 463, 466 
— — -- muscles from . 466 
— — sarcoma simulating .. 672 
— — weather and .. .. 466 
— — writers’. cramp simu- | 
lated by bi 
— contractures from 2 42 


epididymo-orchitis from 478 

gonorrhceal (see Arthritis, 
Gonococcal) 

Rheumatism, muscular 431, 467 

— — brachial neuralgia simu- 

lating - 443 


— — simulating tetanus .. 138 

— — stiff-neck from 3 BS 
— — tenderness of muscle 

insertions in 443 

— nails affected by 250 

—.scarlatinal 340 
Rheumatism, tabetic pains 

mistaken for . 436, 440 

— tenderness of scalp Hay path 


—-— spine from .. els 


— urethritis from .. - 181 
Rheumatoid arthritis, acute 
(see Arthritis, Rheu- 
matoid) | 
Rhine valley, molltities 
ossium in ~ 243 
Rhinitis, atrophic, anosmia 
from . ae 
— — crusts in nose from, . E79 


nasal discharge from 179 
ozeena from .. oe, LES: 
taste loss from 3 105 


— caseosa, not tuberculous 179 | 
— chronic, from syphilis.. 179 | 
— diphtheria of skin with 558 | 


| — anterior fontanelle in 
| — baldness in 


RHEUMATISM 


Rhinitis, contd. 


— everted, from emphysema 366 


— — in rickets Ay Meio) 
Ribs, lesions of, tenderness 
due to. 
— local bulging of, from 
liver abscess .. 370 
— overlapping of, from 
fibroid lung 168 
— periostitis of : 707 
— pushed out, by ascites. 43 
— syphilitic nodes on 669 
Rice, decorticated, beri- 
beri and 63, 226, 414 
— — in cholera 717 
Rice-water stools .. 268, 273 


Ricin, heemoglobinuria trom 
Rickets, age incidence of 
154, 242, 


— ankle-joint disease simu- 


lated by -> ob 
— ankles large from 
(Fig. 85) 
PLAS 
711 
— Barlow’s disease simu- 
lating . 
-- beaked pelvis in 
— bending of bones from. 
— bones unduly euryed in 


242 
635 


— foul breath from 87 
— hypertrophic, adenoids 
LTO ea. ease 9) 
— — anosmia from _ 612 
— — inability. to breathe 
through nose from 179 
— — nasal discharge from 179 
— — ozeena from . a9 
— — polypi from ney) 
— — snoring due to 613 
— — taste loss from 705 
— — tonsils large from AS: 
— membranous, not always 
diphtheritic ALi) 
— purulent (See Discharge, 
Nasal) 
— rhinoliths from .. 179 
— taste impairment from. 706 
— tuberculous a5 Leas) 
— ulcer of cornea from 733 
Rhinoliths . 179 
Rhinophyma 241, 733 | 
Rhinorrhagia (see Epistaxis) 
Rhinoscleroma, epithelioma 
simulated ‘by... 733 
_ Rhinoscleroma, general a ac- 
count of - 133 
— skin tumour from . 132 
Rhomboids, nerve Paes: 
of .- 504 
— root innervation. of 509 
Rhonchi, with bronchitis 
UGK 217 
— typhoid fever 636 
Rhubarb, chrysophanic acid 
in 744, 745 
— erythema from .. 222 
— heartburn relieved by. 297 
— oxalate from 424 
— oxaluria after 281 
— pink urine after 745 
— yellow urine from 1 744 
Rhus, sore fingers from .. 239 | 
— toxicodendron, _ blisters | 
from E 97 *| 
— — bulle from en 96 
— — dermatitis from - 155 
— — erythema from 222, 224 
— — pruritus from . 540 
Rib, carcinoma of. . oo We 
— caries of, pain in the 
chest from 431 
— cervical (see Cervical Rib) 
— fractured (see Fracture 
of Rib). | 
— hydatid of gfe 707 
— periostitis of, after ty- 
phoid fever 686 
- resection in empyema. 103 | 
— retraction, systolic, with 
adherent pericardium 
54, 90, 213 
— sarcoma of é ee LO 
— tuberculous - | 668; 686 
Ribs, beaded, in rickets 
155, 167, 635 
— eroded by aneurysm .. 434 


186 | 


556. | 


187 


RIGORS 


Rickets, contd. 
— bow-legs from 186 
— bronchitis in 145 
— cachexia with 99 
— carpopedal contractions 
and s 152, 420 
— catching cold in 145 
Rickets, chest in ee 76) 167 
| — coma in .. ‘ 144 
— constipation in 123, 145 
— convulsions from 144, 
145, 420 
— coryza in : ay Lao 
— craniotabes from 152, 205 
— defective hygiene causing 146 
— diarrhoea in .. 145 
| — diet and. 145 
Rickets, distinguished from 
achondroplasia 188 
Rickets, distinguished from 
osteogenesis imperfecta !88 
— dwarfism from (fg. it 186 
— eosinophilia in . 219 
— epiphyses large in 635 
— fat heavy child in 385 


flabbiness of muscles in 7 
flat feet from (Mig. 85) 
fontanelles delayed in 
closing in 
forehead ee in 
— large in 
gastro- intestinal 
in 
Rickets, general account of 
ereenstick fracture from 
Harrison’s sulcus in 145, 
167, 187, 
head large in 145, 205, 
head-rolling in.. 145, 
hip-joint disease simu- 
‘lated by : a3 
hot-er easier head in 


>< 


upsets 


hour-glass pelvis in 
hydrocephalus simulating 


— infantile scurvy and 99 
— insomnia from .. 321 
— irritability in 145 
— kmee-joint disease simu- 
lated by .. 364 | 


knock- ees from (Fig. 85) 186 
kyphosis from .. 155, 188 
laryngismus stridulus and 


145, 420 
— limping from 362, 363 
— liver depressed by oO, 
— long bones curved in .. 145 
— lordosis from pig altoks! 
— marasmus from. . BR ayer) 
— mucous stools in Sse 89) 
— muscular debility in .. 145 
— night sweats in.. .. 654 
— pains in the bones in .. 364 
— paraplegia from 510 
— pigeon breast in a Ase 
— pot-belly in 635, 660 


pseudo-leukeemia and 37, 


— quadrate head in 2 635 
— radius thickened in 154, 155 
— reslessness in Six al 
—-—atnightin .. 145 
— ribs beaded in 155, 167, 635 
— rosary in 145 
— rostrate pelvis in 187 
— sabre tibise from — 186 
— gacro-iliac joint disease 
simulated by.. .. 364 
— scoliosis from 153, 154 
— screaming in .. 145 
— scurvy- (see Scurvy- 
rickets) 
— short legs from (Fig. 85) 186 
Rickets, signs of .. 145, 635 
- spasmophilia and 420 


spinal caries simulated by 714 


— — curvature from 187, 714 
— spleen enlarged in 632, 635 | 
— sweating of head in . 145 
— teeth delayed in weLOD 
— tender bones in.. 145, 714 
— — sealp from CLO.) 
— — spine in oh we 4 
— tetany with 8, 145, 151 
— transverse colon visible 

in nor 660 
— tuberculous spine simu- 

lated by - .. 364 | 


Rickets, contd. 
— Werdnig-Hoffmann par- 


alysis . <0 
— wrists large from (Fig. 85) 186 
Ricketts on  small-pox 
4561, 563, 757 
Rickety girdle 187 
Riedel’s disease, cyanosis 
from ee Oe 
— — dyspnea from. 158 
— lobe : .. 662 
— — age incidence ‘of .s SOG 
-- floating kidney simu- 
lated by .. 367 
— — gall-bladder simulated 
DY) ee ‘ 663, 678 
— — gall-stones and oe 30G 
Riedel’s lobe, general ac- 
count of 366 
— — kidney simulated by. 393 
-—-— laparotomy in dia- 
gnosing : 252 
— — movable kidney simu- 
lated by 663 
— — sex incidence of . 366 
—-— simulating enlarged 
gall-bladder 252 
— — — movable kidney 252 
— — tight-lacing and 366 
Rigg’s ‘disease (see Pyorrheea 
Alveolaris) 
RIGIDITY OF THE AB- 
DOMEN fe > BEES 


from acute peritonitis 
131, 388, 425, 592, 767 
appendicitis HA 677 


— — appendicular abscess 592 
— — colic .» 425, 598 
— — diverticulitis .. .. 453 
— — in infants By Al 
— — after injury .. 593 
— — from nervousness 592 
— — pleurisy 593 
— — pneumonia 593 
— — pyelitis : 451 
— — ruptured tubal gesta- 
tion 593 


suppurative nephritis 
of the back from aneur- 


ysm 461 

— — arthritis of spine 461 

— — fibrositis 461 

— — infective arthritis 461 

— — myalgia 467 

— — myositis - 461 
-- spinal caries 364, 429, 

61, 680 

— — — new growth: 461 


spondylitis deformans 
461, 
in combined degenera- 


tions of cord . 139 
— decerebrate : Reel BS 3!) 
in Friedreich’s ataxy .. 13 
Rigidity, hemiplegia and 
139, 303 
— iliac, in appendicitis 454 
— — from ureteral colic 454 
— in lateral sclerosis 139 
— muscular, from bilateral 
cortical softening 720 
— — in disseminated scler- 
OSISie1. aS 25 he 
— — epilepsy ate oe ee 
— — meningitis Pee ees) 
— — paralysis agitans 725 
— — polymyositis .. 464 
— — uremia ; 729 
— of neck, from caries 648 
-- fracture : 648 
— in paralysis agitans 236 
— of spine, from caries 713 
— — spondylitis deformans 648 


— tenderness with Sree 


— in transverse cord lesions 139 
Rigor, descripten of yplee 594 
RIGORS . 594 
— in angina , Ludovici 699 
a angioneurotic cedema .. 699 
— abscess of liver.. ee Ou 
— after appendicitis 326, 582 
— from bacteriuria ac aD 
— blood cultures in dia- 
enosing cause of = .. 595 
— in blood diseases «a 59S 
— bronchiectasis . . 598 
— after child-birth 596 


RIGORS — SALIVATION 881 


Rigors, contd. | Ringworm, contd. | Rose Bradford kidneys, Sacro-wiac joint disease, contd. 
— from cholangitis 254, — pityriasis distinguished general account .. If | — — — difficult to detect.. 348 
326, 333, 369, 597 PP OM ave 249  — —— after unsuspected — — — hip disease simulated 
— cholecystitis .. 450, 597 | — psoriasis distinguished | scarlatina Ae ete) by is .. 364 
— chronic pancreatitis .. 264 PLONE 249 | Roseola, in dengue .. 466 | — — — lameness from 347, 363 
— coli-bacilluria .. 569 | Ringworm of the scalp 247, 248 | - small-p Ox 560 | — — — muscle wasting with 63 
— convulsions in children — seborrhea distinguished - cvphills 73, 334. (Fig. 170) — —-— pain in iliac fossa 
representing .. .. O94 iro malar 249 383, 615 from e, .. 464 
— eclampsia simulating .. 594 | — tenderness of scalp from 710 | Rose spots in typhoid fever ——-—-+on jarring hips 
— from empyema. 597 | Ringworm, Tokelau a PAY 76, 335, 564, 636 with .,; ., 364 
— epileptiform convulsions Ringworm, various para- | Rosette crystals a 741 | — — — simulating cauda 
simulated by. . 594 | sites causing .. .. 247 | Rostrate pelvis .. rg Absit equina tumour... 63 
— in erysipelas .. 598, 674 | — (and see Tinea) Rotheln (see German — — — swelling in iliac fossa 
— erythema scarlatiniforme 227 | Rinné’s test -. 164, 165 | Measles) from ». 665, 678 
— fungating endocarditis... 34 | Rire en travers (Fig. 110) 235  Rothera’s test for acetone 3 Sacrum, abscess of, felt 
~ from gall-stones 254, Rising to the throat, as an | Round ligament,  fibro- per rectum .. 587 
327, ate 595 aura of epilepsy ae On | myoma of .. 681 | — bedsore over .. . 257 
— gonorrhoea ae 597 | Risorius, weak, in myas- | — — malignant deposits in — examination of, per rec- 
— gout 597 thenia gravis.. Fie 433) 656, 657 tum r .. 684, 587 
= hepatic abscess 291, 326, 370 | RISUS SARDONICUS .. 598 Round-worms  .. 520 | Sacrum, fracture of . 608 
— in Hodgkin’s disease -. 596 | — — in catalepsy .. .. 598 | Round worm (see Ascaris — new growth of, felt per 
- hysteria simulating .. 594 | — — hysteria a2 098 Lumbricoides) rectum : 587 
— from infective parotitis 694 | — — malingering .. .. 598 | Rowing, enlarged heart — pain over “iF 78, 680 
— influenza -. 998, .639 | — — sclerodermia simu- fEOM ere 214 | Sadness, appearance of, in 
— jaundice with .. 326 lating ‘ 599 | Rowing men, albuminuria tabes dorsalis ZOO 
— from lateral sinus throm- — — from strychnine 417, of 4 {5 | Safranin, alkapton and .. 746 
bosis .. (Fig. 244) 567 598, 599 | — — cramps ee 150 | — in staining fat droplets 108 
in leukemia .. 596 | —— in tetanus 138, 417, — — occupation neurosis in 476 | Safranin test for sugar .. 262 
Rigors, list of causes of 594, 595 598, 599, 730 | — — pain in shoulder in .. 476 | Sahli’s capsules, in testing 
in malaria 291, 568, 596 | Rivetters, noises in the — tenderness of spine in 715 for pancreatic disease 191 
— mastitis .. : .. 685 head in a, .. 406 eras R. P., illustra- St. Gothard Tunnel, anky- 
— meningitis, rare. .. 597 | Roarings in head ,. .. 406 tion lent vars ae 4 lostomiasis in fig, Weal 
— at onset of fevers .. 594 | — — in insanity .. .. 405 | Rub, in pericarditis 213 | St. Vitus’s dance (ee 
-- from otorrhea .. .. 597 | — noise in ear ;. oe M23 | — peritonitic 34, 373, 388, 592 Chorea) 
— pancreatitis us 116 | Roast beef, taste of .. 706 | — — over liver .. 388, 592 | Salicylates in acute rheu- 
— with paroxysmal hemo- Robin, haemoglobinuria —-— over spleen .. 388, 592 matism 34, 228, 339, 
globinuria .. -. 285 from .. 284 | —-— over splenic infarct 464, 614 
— in pernicious anemia .. 596 | Roburite, dinitrobenzene i in 334 629, 640 | — anemia from .. ae) Oo 
— pneumonia é 335 | Rochelle salt in Fehling’s — — in pneumonia 335 | — black urine from 745, 747 
— from portal-vein “throm- Gestregas .. 261 | — — over pulmonary infarct 160 | — bradycardia from ve Ot 
bosis ,. -. 51 | Rock drillers, silicosis in .. 288 | — over subdiaphragmatic — deafness from .. Ar Mai 
— prostatic abscess 182, 581 | Rodent ulcer, age incidence abscess 5 658 | — delirium from .. 169 
— in puerperal fever an Ole of 2 .. 179 | — (and see Friction- “sounds) — effect on pyrexia in acute 
- pulmonary tuberculosis 598 | — — bone destroyed by .. 179 | Rubber workers, acute rheumatism 89 (fig. 
— pyzeemia 335, (Fig. 244) — — cartilage destroyed by 179 atrophy in ,. 1. 334 149) 338, 574 
567, 596, 597 | Rodent ulcer, characters of —-— chloride of sulphur — erythema from .. 222 
— pyelitis .. : 576 402, 403 used by a _, 334 | — ferric chloride reaction 
— pylephlebitis. .. .. 326 | —-— of cornea... .. 734 | Rubefacients, various .. 222 after .. 170 
— rat-bite fever ., .. 598 | Rodent ulcer, cured by Rubella (see Measles) — growing pains relieved by | 363 
— relapsingfever .. 596, 637 radium 180 | Rubrogpinal tract, lesion of, — headache from .. ae) 290 
— relation to convulsions 143 | — — diagram of ( Fig. 301) 737 tremor from .. 729 | — ineffectual on pyrexia in 
— from renal calculus... 597 | — — distinction from epi- Rumination (see Merycism) | gonococcal arthritis 
— in septicemia .. 555, 597 thelioma .. 179, 735 | Running, as an aura of epi- | (Fig. 150) 338 
— sinus thrombosis -- 597 | — — epithelioma simulated lepsyiuers .. 67 | — — in gonococcal arthritis 341 
— small-pox ey PHO byw Sie .. 422 | — enlarged heart from .. 214 | — — peliosis rheumatica .. 556 
— subphrenic abscess... 658 Rodent ulcer of face .. 735 | — at eyes (See Coryza) — — rheumatoid arthritis 
— suppurative pylephlebitis 333 | — — of leg .. .. 738 | — at nose (see Duschareo, | (Pig. 152) 341 
— testicular abscess -, 622 | — — long duration of .. 179 Nasal) : .. 178 | — — various forms of arth- 
— tremor in eect oOtnose 179 | Rupia, in syphilis 600, 6OI | ritis 339 
— in typhoid fever B9D, 598 = = lupus simulated by . . 402 Rupture (see Hernia) | — noises in the head from 406 
— typhus fever .. -. 637 | — — pain in d 179 | Rupture of aortic valve, | — tinnitus from .. se eS 
— uremia simulating ., 994 | — — preauricular gland en- general account pe 208, 910 | — urine after ie ice duCAD) 
— — after urinary operations 42 larged from +. B78 | — bladder =. 3 278 | — urticaria from .. a alias 
— in yellow fever.. 273, 336 | — — of skin Gey |) —Aveeian 6 - ae "913 | Salicylic acid EMeOS 
Ring-form of malaria para- | — — syphilis distinguished — spleen . .. 641 ; Saliva, blood- stained, in 
“site... 31 from. . 403 | Ruptured tubal gestation convulsions .. 143 
Rings, brown urinary, with Rods in retina ite 758 (see Hetopic Gestation) | — curious effects of mercury 
nitric acid .. 5 | Romanowsky’s — stain for Russia, epidemic gangrene | on 542 
Rings, white, in urine, malaria parasites .. 568 in Pa ot fo. Pa he deficient, from paralysis 
causes of .- 5 | Romberg’s sign .. .. 57) Rusty nail, tetanus ron . of chorda tympani .. 494 
Ringworm, alopecia areata — — in tabes A: .- 609 9, 730 | — dribbling of (See Drib- 
simulating ., 71, 249 Root palsy.. “ 509 | — sputum 149, 289, 641, 642 bling of Saliva; and 
— bald a a .. 249 | Rosacea, acne vulgaris dis- Rye, ergotism from se eA Ptyalism) 
— baldness from .. 71, 249 . tinguished from Peel — not tinged by jaundice 324 
— beard affected by .. 247 | — age incidence of 242, 489 i Salivary calculus (See Cal- 
— black-dot : 248 | — from alcohol 51, 241, 726 ABOURAUD, classifica- culus, Salivary) 
Ringworm of body skin, — with cirrhosis .. Nov sub tion of endotriches .. 248 | — glands, enlarged (Fig. 3) 25 
general account of 247, — corneal ulcer with .. 734 | — on tinea imbricata .. 250 | — — — from calculus .. 694 
48, 249 | — dyspepsia 241 | Saccharomyces .. .- 530 | — — — in chloroma .. 556 
— broken hairs in. 248 — flush area affected by . 489 | Sacculation of colon -> 408 | = — — gout : 695 
Ringworm, cultural differ- | — flushing in : 241 | — — from obstruction .. 663 | — — — infective parotitis. . 694. 
entiation of .. 248 | — granulosis rubra nasi dis- Sacral plexus, diagram of.. 500 — —— leukemia .. Boe 5) 
— favus distinguished from 249 tinguished from .. 654 | Sacral plexus, distribution |/—-—-—lymphadenoma .. 695 
— eczema simulated by .. 249 | — hypersecretion of seba- of . 498 — — — lymphatic leukemia 695 
— erythema from . 222 | ceous glands in snl EL ce erowth invading .. 113. — — — Miculicz’s syndrome 695 
Ringworm, general account | — leprosy mimicking .. 403 | Sacral plexus, muscle con- — —— mumps -. 617, 694 
of : - 247, 249 | — limitation to face meee nections of .. A994} > => sey phils’ yi -» 695 
— impetigo simulated by.. 249 | — lupus erythematosus dis- | — region, prurigo affecting 489 | — — — tuberculosis on SIS 
— lepidophyton causing .. 250 tinguished from .. 242 Sacral segments of cord, Salivation from  chorda 
— mucous membrane af- — rhinophyma from ems muscle connections of 499 tympani paralysis .. 706 
fected by aA 247 | — syphilis distinguished Sacralgia, from pelvic — in idiots, ete. .. .- 543 
Ringworm of the nails from as bs cauedo lesions ¥ 3 .. 468 | — from mercury 33, 73, 726 
247, 249, 399 | — from tea. .- 241 | Sacro-iliac abscess (see yet in parotitis af we, AONE 
— — eczema simulating .. 250 | — venules dilated in So OMe Abscess, Sacro-iliac) | — pellagra .. Be 2» 225 
— — gout simulating -+ 250 | Rosaniline, pink urine from 744 | — joint disease, abscess in — stomatitis ve a ES 
— — psoriasis simulating.. 250 | — in treating albuminuria 744. | groin from .. .. 680 | — tic douloureux .. .. 447 
— — rheumatism simulating 250 | Rosary, in rickets 145, 167 | - —- — backache from .. 469 | — (and see Ptyalism) 


D 56 


882 
Sallowness, from abscess of 
liver?s.% s% Oe 
— in cachexia 99 
— cirrhosis . 371 
Salol, black urine from 745 
— carboluria from ~. 146 
— ferric chloride reaction 
after , 170 
— glycuronic acid from 261 


— reduction by urine after 261 


— urine after Bechet HG) 
Salpingitis, appendicitis 
simulated by.. 456 


— frequent micturition from 394 
generally bilateral . 457 
heematuria from 275, 283 
— pain in hypochondrium 451 
— — iliac fossa from 


454, 456 

— — pelvis from .. 468 
Salpingo-oGphoritis, amen- 

orrhea from .. 19 


— dysmenorrhcea from .. 192 
— dyspareunia from 193, 194 
— ectopic gestation simu- 
lating So TOD 
— endometritis with 5 biel 
Salpingo-oophoritis, general 
account of _ .. 690 
— levator ani spasm from 193 
— menorrhagia from 386, 387 


— pelvic adhesions from .. 193 
— pelvic bone tumours simu- 

lating .. aio. OMMIE 

— — pain from 295 

— — swelling due to . 688 

— sterility from . 646 
— swellings behind uterus 

fVOmM) 77. cater LoS 

— vaginismus from 5 he 
Salpingopharyngeus, click- 

ing in ear due to Ae 

Salt, taste of et OG 

— thirst from Se) 
Salvarsan, condylomata 

cured by aes sie ADL 

— deafness from 5 JES 


— in diagnosing gumma 230, 615 
— — syphilis 199, 480, 560, 588, 

619, 604, 622, 738, 739 
— erythema from 222, 224 


— gumma of liverand .. 253 

in pernicious anemia .. 526 
SAND, INTESTINAL . 599 
_—- (Plate AXITI) . 598 


— under skin, sense as of, 


from cocaine . 611 
Sandalwood oil, erythema 

from — ; -. 222 
Santonin, alkali test for .. 744 
— convulsions from . 144 
— pink urine after. . . 745 
— urticaria from .. Ba aria 
— yellow urine from .. 744 
- xanthopsia from 3 HOH 


Saphena varix, general ac- 
count of 675 

— — hernia simulated 675, 680 

— — impulse on coughing in 

674, 675, 680 

674, 675, 680 

749 


— — reducible 
— vein thrombosis 8, 
Saponin, hemoglobinuria 
from .. 284 
Sapreemia, loss of weight 
from es 
— rigorin .. Ne 
—— with carcinoma of 
stomach 630, 767 
Sarecine  ventriculi 115 
(Fig. 121) 241, 318, 
320, 653, 766 
Sarcoid, multiple ‘benign. . 405 
Sarcoma, alveolar, hyper- 
nephroma and - 8006 
— of antrum .. 685 
— basisphenoid, blood- -Spit- 
ting due to 285 
- blood. cysts in » OMe 
— of bone, abscess simu- 
lated by sage AO 
eallus simulating . 672 
central necrosis simu- 
lating +. .668 
enchondroma ‘simu- 
lating (Pig. 282) 671, 672 
eosinophilia from ~P2lg 


769 
. 095 


SALLOWNESS 


Sarcoma, contd. 
Sarcoma of bone, general 


account of 
— — metastases in lung from 671 | 
—-— microscope in  dia- | 
enosing + 672 


from osteitis deformans 670 
osteitis simulating .. 693 
osteomyelitis simulated 
Dineen iO Tem OC 
pain in 671, 672 
rheumatism simulated 
Ege a0 ae tet 
secondary in spine .. 714 
spontaneous fracture 
from 
syphilis simulating 
669, 
z-rays in diagnosing 
668, 672, 
brain, hemianopsia from 301 


— breast, age incidence of 687 

—— blood discharge from 181 
— — fibro-adenoma  simu- 

lating SK so) Lonel f 

— cachexia from .. 413, 415 
— of cecum, swelling in 

right iliac fossa from 665 

— cauda equina 3 62 

— cervical glands .. 380 


— cord, diagnosis by lumbar 
puncture 
— crus penis, caries of pubis 
simulating as 
Sarcoma, endosteal : 
— of eye, secondary in liver 
— femur, limping from 
— popliteal an eelger 
simulated by ; 
— skiagram in dia, nosing 
— fibula, limping from 
gener al wasting from 
of groin g clands : . 
heart, heart- block from 
- ilium, pain in iliac fossa 
from .. 464, 
— from injury 3 : 
— of innominate bone, 
sciatica simulated by 
Sarcoma of jaw 683, 
— — odontoma simulating 
— — spread to nose 
— kidney, aching in loin 
from 
— — Cheyne- -Stokes ‘preath- 
ing from 
colic from... 278 
hematuria from 275, 278 
rarity of 66 
renal enlargement from 
secondary “deposits in 
lung from .. 25 
simulating enlarged 
gall-bladder . 252 
— uremia from. eos 
— larynx, hemoptysis from 287 
— leg, ulceration of A Use! 
leucocytosis with .. 360 
of liver, ascites with 
46, 47, 52, 
— jaundice with 52, 
— liver enlarged with 47, 
52, 252, 
. 374 


278 


105 


330 
330 


330 
— — primary é : 
— secondary to eye .. 252 
loss of weight from . 768 
— of lung, hemoptysis from 
287, 290 
secondary to bone .. 671 
— to kidney . . 105 
— to various primary 
growths . 
skiagram of (Fig. 42) 
mediastinum, bronchus 
ulcerated by .. . 287 
heemoptysis from . 287 
hypothermia with 
(Fig. 143) 312 
interseapular pain from 461 
pleural effusion from 312 
pyrexia from (Fig. 248) 570 
vena caval obstruc- 
. tion by <8 5 (hal 
melanotic, in eye 253, 
374, 379 
— — — black spots before 
eyes from 


290 
105 


72 


| Sarcoma, “myeloid. . 
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Sarcoma, melanotic, contd. 
— in inguinal glands .. 
in liver 253, 374, 
— secondary to eye .. 


— -— melanuria from 3574, 
745, 746 
— — from mole 319, Bol 


of pre-auricular gland 


— — secondary in 2h Sse, Alle 
— — of skin 680 
— — — of toe 381 


— microscope in diagnosing 
74, 391, 588, 615, 672, 
mycosis fungoides simu- 

lating . 


— of bone ; 

— jaw, bleeding gum from 

— — — ptyalism from 

(figs. 286, 

—-— spine .. 

of neck, pyrexia from 

(Fig. 248) 

nose, discharge from 

cedema of legs from 413, 

of palate, microscope in 
diagnosing ee 

parotid gland 

— pelvic 

— aneurysm simulating 

— sacral plexus invaded 


287) 


Ne ror os ae 
— — salpingo-odphoritis si- 
mulated by . 691 
— simulating cauda equina 
tumour : 
— periosteal, of frontal bone 204 
prolonged pyrexia from 563 
— of prostate, rectal ex- 


amination for . 587 
— pulsation in 693 
— of radius, skiagram of. 672 
— rib tenderness “from 5 Oa 
— Scarpa’s triangle .. 676 
Sarcoma of skin 680, 731 
— — papules from.. . 487 
— spine, kyphosis from .. 154 
— — a-rays in diagnosing.. 154 


632 
707 


spleen, excessive rarity of 
— sternum, tenderness from 


— stomach, spleen simu- 
lated by 630 

— — tumour in epigastrium 
from 660 


suprarenal, secondary in 


cranial bones. elali 
— — simulating enlarged — 
gall- bladder 252 
Sarcoma of testis . . 480, 696 
— thymus, vena caval ob- 
struction by .. ace (iol 
— tibia, limping from .. 362 
— — skiagram of . NO UGL 
— tongue 698, 699 
— tonsil 285, 615 
— ulna, skiagram of So LA 
_ uteri, from fibroid 391, 690 
— — in girls ae PESO 
— — menorrhagia from 387 


metrorrhagia from 
390, 
microscopical diagnosis 
pelvic swelling due to 
polypus simulating .. 
rapid enlargement of 
uterus with aA 
of vertebrae, interscapular 
pain from Ae 
— vulval swelling from 
a-rays in diagnosing 105, 


54) 668-00 Gl 6 i2, 
681, 692, 693 

Sarcomatosis, chloroma 
allied to .. 556 
— purpura in 553, 55d 


Sartorius, nerve supply of 

98, 499 
Satin-wood, bulls from .. 
— dermatitis from. . 


— erythema from .. 222 
— pruritus from 540 
Saturday night palsy 65 


Saturnine encephalopathy 

34, 119, 146, 
— — Babinski’s sign in .. 
— — coma in 118, 
— — convulsions with 


Saunders, Dr. P. W., illus- 
tration supplied by .. 508 


Savour 4 : 706 
Sawdust, dermatitis from. 755 
- pruritus from 540 
Sawyer’s Physical Signs. 94 
— — — illustrations from . . 16% 
Sawyers, serratus magnus 
paralysis in -. 506 
Seabies, bullz in .. . 600 
— eczema simulated by . 755 
— eosinophilia rare in 219 


— face not affected in . 
— fingers affected a oe vom, 
- itching in 490, 
Scabies, ‘notes on... 


| Scabies, parts alee in 


, 563, 755 
— prurigo distinguished 
from .. 490 
| — pustules in 558, 600 
— scabs in .. .. 600 
— vesicles in - 600, 753 
— — and burrows in 562 
SCABS 599 
— in anthrax ~ 674 
| — dermatitis herpetiformis 755 
— eczema .. .. 600 
— over epithelioma 621 
— in erythema iris 756 
— — multiforme .. .. 600 
— herpes 431, 460 
— impetigo 558, 600 
— scabies é .. 600 
— from scratching 600 
— in seborrhea .. 600 
— small-pox 561, 601 
— syphilis .. .. 600 
— yaws 3 601 
Scalding on micturition, 
from bacteriuria 70 
—-— gonorrhea .. 182, 700 
Sealds, albuminuria from 13 
— bulls from 96 
— hyperpyrexia after .. 309 
Scales from belladonna .. 602 
— carbolic acid 602 
— drugs .. 602 
— in eczema 488, 601, 602. , 603 
-- marginatum ane ” 250 
- erythema scarlatiniforme 602 
— — simplex .. 602 
— from fevers 602 
Scales, general account of 60I 
— from ichthyosis. . 602 
— iodine 3 nO 
— keratosis pilaris 601, 602 
— lichen scrofulosorum .. 488 
— lupus erythematosus 242, 
602, 605 
— — vulgaris 2 -. 402 
- pemphigus foliaceus . 601 
— mica-like, in pityriasis 
rubra pilaris .. .. 488 
— in mycosis fungoides .. 731 
— pityriasis rosea .. .. 604 
—-—rubra.. Ho O0Ie e602 
— — — pilaris 488, 601, 604 
— prurigo 490 


psoriasis 249, 488, 491, 601-3 


— from quinine 602 
— in ringworm .. 248 
— searlatina a ome OUIL 
— seborrhcea 600, 601, 602 
— seborrhceic dermatitis .. 401 
— — eczema 242 
— syphilis 490, 491, 601, 602 
— tinea circinata vs 249 
— — imbricata .. 250 
— — tonsurans ve 602 
— — versicolor 250, 529, “601-2 
— urticaria +2602 
— xeroderma ..- 602 

| — (and see Desquamation) 

Sealp, cirsoid aneurysm 
of (Plate XX XI) . 694 


eczema seborrhceicum of 491 


— epithelioma of . Aes 

— favus affecting .. . 246 

— hyperesthesia of, in 
neurasthenia . 611 

— inflammation, hyperacusis 
from 


— multiple benign “sarcoid 405 
nerve supply of (Fig. 290) Ee 
pityriasis of : 


— psoriasis of 249, 308 | 


- 


Scalp, contd. 
— rheumatic nodules on 
405, 732 

Scalp, ringworm of 247,248, 602 
— sebaceous cyst of 732 
— seborrheeic eczema affect- | 

ing 5 ase HOBIE 603 
= segmental areas of (Figs. 


292, 293) 712 | 
710 | 


— some skin. affections of 
— syphilides affecting .. 560 
— tender (See Tenderness 
in the Scalp) 
— varicella affecting the.. 756 
— meningitis from an HKD) 
SCALY ERUPTIONS . 601 
Scanning speech (see 
Speech, Scanning) 
Scapula, pain under (see 
Pain in the Shoulder) 
— position of, in serratus 
magnus paralysis 505, 506 
— systolic bruit below left 89 


— winged .. 506 
Scar, epithelioma ‘develop- 
ing TM ss 620 
— on head, in Jacksonian 
epilepsy .. 147 
Sears, contracture from ag 2B} 
_ ectropion from .. me ee) 
— from favus ac ~. 247 


— folliculitis decalvans .. 71 
— healed gumma (Fig. 227) 
541, 
— after herpes zoster 431, 
— in leprosy 9 
— lupus 
— lupus erythematosus 71, 
242, 247, 602, 
— multiple benign sarcoid 
— pigmented, from syphilis 
209, 560 
— round mouth, in con- 
genital syphilis -» 235 
— from small-pox. . 
— syphilides 
talipes from . : 
Searlet fever, acute endo- 
carditis from 9050209.) 2H 
Scarlet fever, acute neph ritis 
in si 10, 14, 
— — rheumatic erythema 
simulating . 
— — adenitisf rom 10, 227, 
379, 
Scarlet fever, albuminuria 
with 13, 14, 224, 227, 
albumosuria in 16 
angina maligna type of 
aortic disease after .. 209 


560, 


=~ — arthritis after 340 
— — atypical rash in 227 
— — bald tongue in 617 
— = coma in 3 117 
— — convulsions from 144 
— — deafness from 166 
— — delirium in 169 


desquamation after . eee PNA 
diagnosis from measles 14 
— German measles 14, 
228, 300 
diazo-reaction in- 5 
difficulty in diagnosing 


rash of : 226 

— dilatation of heart in 214 

— — empyema after OO. 

— — eosinophilia after . 218 
— — epididymo-orchitis 

from F .. 478 

— — epistaxis from 220, 221 

— erythema in 223. 614 


Scarlet fever, erythema ex- 

foliativum simulating 
— — — simplex simulating 227 
febricula representing 
fourth disease simu- 


lating ai ot 229 
— — gangrene from Aaae49)9) 
—- hemoglobinuria from 284 
— — hyperpyrexia in 309 
— — infantilism from 189 


infective arthritis after 648 
Kirkland’s disease simu- 


lating . ee GG 
— — leucocytosis in < eae 
— — lysis in 227 


malignant, delirium in 273 
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Scarlet fever, contd. 


| - — malignant, epistaxis in 273 


— — — headache in Se PA 
— — — hematemesis from 

265, 273 
— — — hematuria in cee CHE 
— — — purpura in.. SQ Zs} 
— — — pyrexia in .. Sig, 2a 


measles simulating .. 228 
menorrhagia from .. 386 
nausea in 614, 765 
nephritis from 9, 10, 

14, 42, 
— — — the sole evidence of 10 
otitis media after 10, 617 
otorrhoea from 52 rif 
— — pain in the limbsin .. 465 
— — pale granular kidneys 

after : 

paraplegia from lg 
peach-blossom facies in 228 
peeling after.. 10, 614 
purpura in 273, 5538, 554 


—-— pyrexia in .. Bo. ee 
— — rash of 4 .. 228 
— — without rash | OGL 
— — red throatin .. ae 
— — rheumatic fever simu- 
lating ae LON: 
— — rigorin so BRD, Ghz 
— — Rose Bradford kidney 
after Ae ap eras 
— — scales in 601, 602 
— — simulated by cheiro- 
pompholyx SR 
— — — after enemata . 224 


small-pox simulating 560 
softening of cord from 
516, 517 
sore throat in 224, 
613, 617 
spinal thrombosis from 516 
spleen enlarged in 632, 637 
strawberry tongue in 562 
submaxillary glands 
inflamed from 5 Mle) 
testicular abscess in.. 622 
tongue in 227, 562, 617 
tonsillitis in .. 614 
toxemia in 214 
typhoid fever simu- 
lated by ao. OBS 
urticaria simulating. . 
valvular heart disease 
from 209, 485 
— — vomiting in 224, 227, 
614, 
weak first sound in .. 
Searpa’s triangle, hollow, 
with congenital disloca- 
tion of hip... 156 
— — swelling in (See Swell- 


765 
214 


ing, Femoral) . 674 
Scents, erythema from .. 222 
Schonlein’s disease, general 

account of .. 556 


Schott’s Nauheim treat- 
ment, heart affection 
benefited by oe 6% 

Sciatic nerve (See Nerve, 


Sciatic) 
Sciatica, acute bracheitis 
allied to , .. 477 
— ankle-jerk lost in .. 438 
— anterior cruritis with .. 439 


— cauda equina tumour 
simulating .. 439 
Sciatica, general account of 438 
— generally unilateral .. 439 
— hip disease simulating... 438 
— knee-jerk unaffected in 438 
— leg movements with .. 63 
— lumbago with . 438 
— lumbar puncture in .. 439 


| — muscle wasting from 61, 


63, 438 | 
— numbness in .. 438 | 
— osteo-arthritis causing... 347 
— — simulating 346 
— pain in the hip from 346 | 
— — leg from 63, 438 | 


~ pelvic disease simulating 


438, 439 | 
— plantar reflex flexor in 438 | 


— R.D. from dss 61, 63 
— rectal examination in 
438, 439 


614, 617 | 
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Sciatica, contd. 

— retroverted uterus simu- 
lating . 

— sarcoma of innominate 


bone simulating .. 438 
— simulated by cauda 

equina tumour a 862: 
— skiagraphy in .. 439 
— sphincters in 439 | 


438 
439 


— spinal disease simulating 
— — meningitis simulating 
— spondylitis deformans 

simulating ae CLO 
— syphilis causing 
— tender spots of. 


— — on pressure in . 346 
— urine examination in .. 439 
— vaginal examination 438, 439 
— w-rays and ae .. 438 
Scissor gait 132, 139, 729 
Sclerodermia, anidrosis with 654 
— distinction from leuco- 
dermia ae .. 529 
— ectropion from .. ae 220) 
— of face 56 Oe 
— finger affected by .. 240 
— risus sardonicus simu- 
lated by , . 999 
— tenderness of scalp from 710 
Sclerosis, amyotrophic late- 
ral (see Amyotrophic 
Lateral Sclerosis) 
— combined (see Combined 
Scleroses of Cord) 
— disseminated (see Dis- 
seminated Sclerosis) 
Sclerosis, primary lateral, 
general account of .. 517 
— (see Lateral Sclerosis) 
Selerotics, blackened. in 
ochronosis 3 528 
— blue, with brittle bones 242 
- bluish, in chlorosis . 274 
Scoliosis, cause of.. .» 188 
— from fibroid lung 168, 216 
— in Friedreich’s disease 
140, 512 
— from short sight s- LoD 
— insyringomyelia 110, 350, 508 
— with wry-neck .. .. 647 
— (and see Spine, Lateral 
Curvature of) 
Scorbutus (see Scurvy) 
Scotoma, black spot before 
eye from as 
— central, from alcohol ... 7 
— — from atoxyl . = 
— — in disseminated scler- 


Osis .. OL em OW 
Scotoma, central, general 
account of .. .. 760 
—-— in hereditary optic 
atrophy . se. AD) 
— — hippus with .. . 552 
— — from lead olay VEY) 
— — inmigraine 759, 760 
— — retrobulbar neuritis 
760, 762 
— — tobacco 759, 760 
— negative So (how) 
— perimeter in locating 58 TKO) 


— from pigment in retina 760 


— retinal hemorrhage .. 760 
— ring, in migraine 55) UB: 
Scott, Dr. 8. Gilbert, skia- 
grams by . 443 
Seratch, erysipelas from.. 568 
Screaming, in hysteria .. 137 
— infants we ol 
— — from colic AAG 


— from intussusception .. 78 
— atnight, from tuberculosis 


arthritis Sc -- 347 

_— from otitis media - 202 
— in rickets wey 45. 
Scrofula ea. 
— bruit de diable in 123 
Serofulodermia, caseous 


glands with .. 403 
— distinction from lupus.. 403 
Scrofulodermia, Gebatal. a ac- 
count of - 559 
— lupus simulated by 402 
| — syphilis distinguished 


HDQOOG c 
— Wassermann’s test with 559 


> 407 
ca 2iBte) t 
— tenderness in the leg from 63 | 
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Scrotum, affections of skin 
of Airs Me .. 695 
— chancre on P sion Lael 


— epithelioma of 62 1, 623, 695 


— extravasation of ‘urine 
TE OMmaans .. 470 

— fistula in (see Fistula, 

Scrotal) 

— mucous tubercles on .. 621 
— mycetoma of . 736 
| — myxoma of 56 Tey. 
— papilloma of 621, 623 
| — pruritus of = &. 040 
— scabies affecting . 40t- 
— sebaceous cyst of - 623 
sinus of . Aug 622, 696 


Scrotum, sores of . 621 
Scrotum, ulcers of 479, 621, 696 
— sweep’s cancer of Ne apeye 
— swelling in (see Swelling, 
Scrotal) 

Scrotum, syphilis of 621, 696 
Scurvy, albumosuria with 16 
— anemia from 385 72,6273 


— bleeding gums in 72, 266 
— bromidrosis in .. -. 654 
— bulle in 96, 97 
Scurvy, in children 72 , 99, 556 
— diet and a 92, 273 
— epistaxis from .. . 221 


— from no fresh vegetables 556 
— hamatemesis in 266, 273 
— hematuria in 275, 283 
— hemoptysis in .. <«#.. 287 
— hemorrhage into tongue 


in ee a -. 698 
— hsemorrhagces in Some) 
— hemorrhagic swellings in 

calves in 556 


— infantile, anemia in .. 99 
—-— bleeding gumsin .. 99 
— — bones painful in 2° 99 
— — cachexiain .. sa OY 
— — night sweats in 
subperiosteal heemor- 
rhages in .. ao SHS) 
— menorrhagia from 386, 387 
— metrorrhagia from 390, 392 
— nyctalopia from 763 


— periosteal haemorrhages 

in ae Fake en 
— purpura in 72, 273, 553, 356 
— rarity of.. a 556 
— on ships 5 39, 72 
— spongy gums in 38, 273, "556 
— stomatitis in 72, 542 


— subcutaneous indurations 


in a Someones 

— tender bones in. oe tee) 
— tongue swollen in .. 698 
Scurvy- -rickets 38, 670 
— age incidence of ee OO) 
— anemia in 670 
— class incidence of ae GLO 
— diet and cor 39, 670 
— hemorrhages in 670 
— painful bones in 670 


— periostitis simulated by 
— spongy gums in. 670 
— spontaneous fracture in 670 


— swelling on bone in + 670 
— tenderness of bones in.. 38 
Scybala, appendicitis simu- 
lated by be .. 665 
— feltinbowel 121, 657, 
661, 666 
— at hepatic flexure 659 
— from mucous colitis 115 
— in spastic constipation.. 124 


Sea-cat pricks, erythema 
from Sih lene 22 

— — festering sores from. 

— — headache from 

— — oedema from .. .- 224. 


— — vomiting from 224 
Seal-like dwarf 188 
Seamen, beri-beri in 414 


Seamstresses, actinomyces 


in is ae -. 645 
— cramp in sep lol 
— sporotrichosis in 5p PAD 
Sea-sickness . 34-60 
— headache from .. 296 
Sebaceous cyst (See Cyst, 

Sebaceous) 
— — of face ae Oils 
— — scrotum = =» 623 


884 SEBACEOUS CYST — 
Sebaceous cyst, contd. Sensory area, ovarian .. 468 
— — suppurating, in ear .. 422 | Sensory areas ‘corresponding 
— at umbilicus .. -.- 483 to tongue oi 
- — glands, acne vulgaris and 489 | — — face, head, and neck 
— — in ear .- 421, 422 (Figs 188-191) 448 
— — hypersecretion of, in Sensory areas of human 
rosacea. 241 body (Plate XXV) .. 608 
— — lichen scrofulosorum — — individual teeth .. 449 
and . 488 | Sensory impulses, paths of 55 
— — lupus erythematosus | — localization in cord 
and . .. 602 (Fig. 210) 518 
-- seborrhcea and 602 | — loss, in circumflex palsy 506 
— — syphilis affecting 490 — tracts in cord (Fig. 258) 607 
Seborrhcea, baldness from 71 | Semen, examination of, in 
— capitis, face affected by 242 | sterility 645, 647 
— erusts in F 602  Semicircular canals, audi- 
— eczema marginatum dis- | tory nerve ending in 163 
tinguished from 250, 251 | Semicircular canals, lesions 
_ favus. distinguished from 247 of individual .. 751, 752 
Seborrheea, general account 602 -— — — Méniére’s disease .. 752 
— itching in as .. 540 | — — vertigo and so ul 
— lips affected by.. 365 | Semilunar cartilage, dis- 
— occipital glands enlarged placement of .. .. 350 
from : .. 378 | Semimembranosus, bursa 
— oleosa 602 under .. 5d Es 
— papules in : 602 | — nerve supply of.. .. 498 
— parts affected by 602 | Seminal vesicles (see Vesicu- 
— pityriasis rosea distin- lee Seminales) 
guished from. .. 604 | Semitendinosus, space 
— ringworm distinguished of pd 
from 249 | — nerve supply of. .. 498 
— scabs in .. 606 | Sepsis, albumosuria from 16 
— seales in. 600, 601, eis — chronic, anemia with .. 35 
— sicca é 602 | — — lardaceous disease from 
— syphilis simulating 384 8, 35 
— tinea circinata “distin- Sepsis, chronic, various 
cuished from. 249 causes of site 
— — sycosis distinguished — gangrene from . . 256 
from 249 | — headache from .. 296 
— — versicolor simulating 250 | — oral (See Oral Sepsis, and 
Seborrheic eczema of in- Pyorrhcea Alveolaris) 
fants .. . 401 | Septic states, heemorrhagic 
Secret drinking 555 erosions in 55 AAs) 
— — neuritis from. - 66 | — — hyperpyrexia in . O74 
— — in women .. 704 | Septicemia, some account 
Section, abdominai (see of a” a aa BLL 
Laparotomy ; and — acholurie jaundice from 335 
Operation) — from acne 637 
Segmental areas of pain — acute rheumatism simu- 
referred to spine eG lated by Ld 
— — ofscalp (Figs. 292, 293) 712 | — aneemia from 5 OE 
Segments of cord, lumbar, — from appendicitis 567 
muscle connections of 499 | Septiceemia, bacteriology of 597 
Segments of cord, sacral, — blood cultures in dia- 
muscle connections. of 499 enosing RD, OI, Oot. 
Segments, nerve, cardiac.. 708 | — from cerebral abscess 2. 067 
Seidlitz powder, ‘in inflating — cerebrospinal fluid cul- 
stomach Se 653 tures in diagnosing .. 567 
Semicircular canal, heemor- — after childbirth. . 2 tials 
rhage into 752 | — from cholangitis 5 Gahtl 
Senator, on neuromyositis 464 | — coated tongue in 705 
Senile changes, cerebral — from cuts OO 
hemorrhage and 515 | — empyema ROOT Snood 
— pruritus .. 540 | — endocarditis in .. se M0) 
Senile tremor, general ac- — foul taste in OO 
count of . 724, 725 | — from glanders 567 
Senilism (Fig. 93) 191 | — glandular suppuration . 567 
Senility, gangrene from .. 255 | — hamoglobinuria from .. 284 
— penile erections absent - hyperpyrexia in 309 
from 313 | — infective endocarditis and 637 
Senna, chrysophanic acid — jaundice in ae 55 Oy) 
in ae 744, 745 | — from leptothrix. . ra UOT 
— pink urine after 745 | — leucocytosis with . 567 
— yellow urine from .. 744 | — malaria simulating . 568 
SENSATION, SOME AB- — from otitis 5 BLOT 
NORMALITIES OF .. 604 | — pelvic suppuration . 567 
Sensation disturbances, with — pneumococcal 7. 425 
cord lesions 607 | — — meningitis in. 590 
Sensation disturbances in — from pneumococcal arth- 
peripheral nerve lesions 606 ritis 340 
Sensation, normal mechan- — prolonged pyrexia from 
ism of... 606 563, 567 
— perversion of, from alco- — purpura in 553, 555 
XO eras ae .. 146 | — and pysmia, relation- 
— retarded 708 ' ships between 596, 597 
Sense of fullness (see Full- — from pylephlebitis 567, 637 
ness, Sense of) — pyorrheea alveolaris .. 637 
- movement, disturbed in — pyosalpinx 5 (os 
tabes . Ar .. 609 | — pyrexia from . 555 
— position, disturbed in | — rash in 597 
tabes .. -. 444, 609 | — rigors in 55D, 594, 595, 597 
Sensibility, deep 606 | - from septic teeth EDO’ 
— delayed, in tabes 609 | — spleen enlarged in 632, 637 
Sensibility, epicritic 606 | — due to staphylococci .. 335 
— loss of, in Brown-Séquard — — streptococci 335 
‘ paralysis : .. 497 | — from edges: arth- 
Sensibility, protopathic 606 ritis aoa 


Septicemia, contd. 


— sweating in ‘ 50 Bate 
— from throat abscesses coh TULOi/ 
— typhoid simulating .. 565 
— from umbilical sepsis .. 567 
— whitlow .. 637 
— wounds . $5 hn. BST 
Septicopyeemia, bacterio- 
logy of .. 597 
— periostitis in 707 
— rigors in. 595 
Septum, interventricular, 


perforated (see Patent 
Septum Ventriculorum) 
Serositis, multiple, general 
account of oe 
SEROUS EFFUSION IN 
CHEST (and see Pleural 
Effusion; and Pleu- 
ritic Effusion) 
— membranes, inflammation 
of, in chronic nephritis 
— — — leukemia ae 
Serratus magnus, atrophy 
of Be eOdS 
— — nerve supply of .. 504 
— — paralysis of 505, (fig. 
207) 506 


alel: 
25 


— — root innervation of .. 509 
Serum disease 5 HR} 
— hemoglobinuria from .. 284 
— hemolytic, heemoglobin- 
uria from -. 284 


— horse, anaphylaxis from 223 
— injections, acute cedema 

of tongue from on) 098 
Serum injectious, effects of 554 
—— erythema from 222, 223 
fatal result from . 224 


— — furred tongue from .. 223 
— — giant urticaria from.. 698 
— — headache from . 223 
— — itching from .. . 223 


loss of appetite from 223 
cedema from.. ..- 410 
pains alloverfrom 223, 564 
purpura from 553, 554 
pyrexia from.. 223, 5654 
urticaria from 223, 554, 771 
vesiculation from + 223 
— — vomiting from . 223 
— iodized, in examining for 


psorosperms.. 2 130 

— joint pains from . O04 

— lassitude from .. DOL 

— cedema from . 410 

— in pustules MOOI, 

— reaction, Eason’s 5 (RSD 
- — hydatid 49, 226, 253, 

291, 376, 658 

— — in Malta fever . 466 


Serum reactions, phenomena 
of (and see Wasser- 


mann; and Widal’s 
test) ; . 223 
— — in whooping- -cough . .. 645 


— testfor Gaertner’ sbacillus 554 
— — of ptomaine poisoning 554 
— treatment in fungating 
endocarditis .. 
Servants, acroparaesthesia 
in : 
— arsenic administered by 
— chlorosis in te 53 
— gastric ulcer in. . 36 
Seventh nerve paralysis 
(see Paralysis, Facial) 


34 


Servia, typhus fever in 335 
Sewers’ cramp . aie 
Sewers, sore throat. and . 615 
Sewing, headache from .. 449 

— machine, menorrhagia 
TBROVM fh 386, 387 

Sex incidence of abdominal 
aneurysm ‘ 544. 

— — acute rheumatoid arth- 
ritis 842 
--- yellow atrophy 273, 330 
— — adiposis dolorosa .. 431 
— — acropareesthesia 444 
—-— aerophagy. .. -. 240 

—— alcoholic peripheral 
neuritis ae Fics eke) 
—-— aneurysm 435, 437, 664 
— — angina pectoris .. 434 
— — anorexia nervosa .. 770 
— — aortic disease. . 14, 210 


SEXUAL PRECOCITY 


Sex incidence, contd. 
— — appendicitis .. so 45i) 
— — asthenic dyspepsia .. 319 
— — bacteriuria ‘ 69 
— — bath pruritus 540 
— — carcinoma of breast.. 687 
— — — stomach 316 
— — — thyroid gland 21 
— — — tongue By inks: 
— — chlorosis au 5) BO 
— — chorea 133 
— — chronic clossitis 738 
— — cirrhosis : ayr(ih 
— — congenital dislocation 
of hip 56 
--- ebliveration ‘of bile- 
ducts : 29 
— — dermatitis herpetic 
formis : 99 
— — diverticulitis . 453 
— — duodenal ulcer 75, 271, 451 
— — erythema nodosum .. 404 
— — erythromelalgia 441 
— — false angina pectoris 434 
— — femoral hernia 674, 680 
— — filariasis eo O9, 
— — Friedreich’s disease .. 140 


— — functionalaitbuminuria 15 
—-—-hiccough .. Ac ahs 
— — gall-bladder disease -. 451 
— — gall-stones 116, 316, 
328, 437 
—-—gastralgia .. -- 437 
— — gastric ulcer 36, 75, 
268, 437 
— — gastrostaxis 266 
-— elaucoma : 232 
-- Graves’ Ss disease 722 
— — hemophilia si. O06 
— — Hanot’s cirrhosis” <3 -372 
— — hepatoptosis .. 368 
— — hypersthenic dyspepsia Bug 
— — hysteria 465 
— — inguinal hernia 5 Latend) 
— — intermittent claudica- 
tion : 440, 441 
--- hydrarthrosis i. 349 
— — intestinal neuralgia .. 426 
— — lupus erythematosus 710 
— — myxcedema 38, 414 
— — neurasthenia.. .. 466 
— — Paget’s disease 730 
— — paroyxsmal hemo- 
globinuria .. 284 
— — — tachycardia 703 


peliosis rheumatica .. 556 


— — phantom tumour 45 
— — pseudo- Dye, 
paralysis ols 
— — Raynaud’s disease 441 
— — renal calculus 40 
— — Riedel’s lobe . 366 
— — sarcoma of breast 687 
— — secret drinking 66 


spondylitis deformans 715 
sterility : 50 
stone in bladder 
sulphonal poisoning.. 7 
symptoms from cer- 


vieal ribs 443 
— — syphilitic aortic disease 210 
—-—tabes .. Sa OLE 
— — tropical abscess 369 
— — typhoid spine 715 
— — umbilical hernia .. 483 
— — undue abdominal aortic 
pulsation . 543 
— — urethral calculus 283 
— — venereal ulcer of rec- 
tum : 79 
— — Weil’s disease _ ie oo 
Sexual development, de- 
layed, in pituitary in- 
fantilism 190 
— disorder, neurasthenia _ 
ANG: | ate 466 
— excess, impotence from 313 
— — menorrhagia from 388, 392 
-- metrorrhagia from 390, 392 
— excitement, Bartholin’s 
gland active in 185 
— — pain in testis from .. 483 
—— priapism from .. 538 
— feeling, absence of, ster- 
ility from . 646 
— precocity, with supra- 
renal tumour.. . 664 


Shallots, foul taste from.. 705 
Shame, blushing from . 241 
Sheep, distoma hepaticum 

in : ua .. 328 
Shelf, rectal, in abdominal 


malignant disease .. 587 
Shell, in larynx .. DY 
Shell-fish pene oedema 

from as 


— — urticaria and. 5 99 
Sherren, on anzsthesia 
(Fig. 257) 606 
Sherrington, decerebrate 
rigidity of : 
Shiga’s bacillus, in oy 
tery 2% 1AM 
Shingles (See Herpes) 
Shins, erythema nodosum 


affecting 668 
Ships, beri-beri on 63 
— scurvy on 39, 72 
Shivering .. . 594 
— from biliary colic 116 
— from gall-stone. 437 
— (and see Rigors) 

Shock, from acute Caries 

titis .. : .. 436 | 
— anuria from A | 
— athetosis after .. 132 
— baldness from ee 


from blow on epigastrium 765 


— bradypnoea from 84, 85 
— constipation from . 124 
— delirium from 169 


diabetes insipidus fr om 537 


diastolic, with adherent 


pericardium se » 213 
— dyspepsia from. 319 
— from cangrenous appen- 

Gin 7: .. 436 
- hypothermia after 4 ell 
— with intestinal obstruc- 

tion ~~. 131 
— paroxysmal tachycardia 

from . 703 
— from perforated duodenal 

ulcer we .. 436 
— — gastric ulcer . 436 
— ptyalorrhcea from 543 


from semilunar cartilage 


injury ROD 
— sudden nervous, coma 
from Bie Is, 
— from testis injury 765 
— vomiting from .. 765 
Short, Dr. EAS Rendle, illus- 
trations lent by 234, 711 
SHORTNESS OF BREATH 87 
— — from anemia. ‘ 87 
-—- ankylostomiasis Oa 
— — atmospheric conditions 
87, 89 
— — bad air Sete 
— — bronchitis 85, 88 
— — bronchopneumonia .. 88 
— — in caisson work 89 
— — from chest deformities 89 


chronic mediastinitis 435 
— nephritis aye 

in convalescence 88 
cough and : eel.) 
from deformity of chest 87 
in diabetes .. 87, 88 


— — from emphysema 85. 89 
— — fatty heart 53 
— — in fevers we 87 
= — first sign of pleural 
effusion te 88 
— — from fungating endo- 
carditis. fi 
— — Graves’s disease 87 
— after hemorrhage 87 


Shortness of breath, from 
heart conditions 78, 
in leukeemia .. sick wate 


— — lobar pneumonia 88 
— — lung conditions 87 
— — on mountains oo 
— — with myocardial affec- 
tions , 85, 90 
— — nervousness . Hoe tole! 
— — in neurasthenia 88 
— — from obesity .. 53 
— — partial asphyxia 89 
— — in pericarditis 433 
— — pernicious anemia 87 
— — phthisis 88 


5 | 


5 UB) 


SHALLOTS 


Shoriness of breath, contd. 


-- pleurisy : He teh) 
-- polycythemia eo 
— — from Pott’s curvature 89 
— — renal affections of eke 
—-— splenomegalic poly- 
cythemia .. 58 Gee) 
— — subphrenic abscess .. 658 
—-—inuremia .. oe Rent 


Shoulder, athetosis of 
— atrophy of muscles of, in 
amyotrophic lateral 
sclerosis : : 
blade, pain under (see 
Pain in the Shoulder) 
chorea electrica affecting 134 
definition of . 475 
depressed, from fibroid 
lung ee ZL 
fall on, Erb’s palsy from 507 
Shoulder, fibrositis of 475 


- lowered, from fibroidlung 168 | 


- mycetoma of 
— myopathy of 
Shoulder, myositis of 
— occupation neurosis of.. 
pain in (See Pain in the 

Shoulder) 
pneumococcal arthritis of 339 
shrugging tic 7236 
sores on, inflamed axillary 

glands from 3.0 
Sprengel’s, scoliosis from 153 
tuberculous disease of.. 347 
wasting of, from polio- 

myelitis (Fig. 19) 59 
Shoulder-joint, arthritis of 

476 


— — neuritis simulated by 506 
— effect of bracheitis on .. 477 
Shoulder-joint, method of 


7 Ole 
- 475 
476 


testing movement in.. 475 
— osteo-arthritis of 345, 347 
— rarity of gout of . 845 
— spondylosis of .. . 714 


Shoulders, asymmetry of 153 


— high and square,’ in 
emphysema 5. ANCE 
— lice affecting Aig nah) 
— linez albicantes on . 365 
— local fatness of, in 
Dercum’s disease . 410 
— multiple benign sarcoid 
affecting .. 405 
— pain between (see Pain, 
Interscapular) 
— syphiloderms of . 490 
Shrapnell’s membrane, per- 
foration in . 423 


Shreds.in stools 172, 399, 438 

Shrugging tic senli3G 

Shuffling gait in paralysis 
agitans 

Shyness, blushing from 

Sicily, kala-azar in 

Sick headache, gastric ab- 
sorption stopped during 526 


+. 241 


Sick headache, general 
account of a 
—-— glaucoma simulating 233 


heredity and .. .. 526 
hyperacusis from 308, 309 


— — migraine and.. 526 
— — photophobia in 525, 526 
— — rigor in +. O95 
— — vomiting from ec 20 


Sickness (see Vomiting) 
Sickness, sleeping (see Sleep- 
ing Sickness) 


Siderosis .. 288 
Siegle’s speculum, in Gelle’s S 
test 165 
Sight, impairment. of, from 
plumbism ns 
— loss of, from cerebral 


tumour an oa OS 


— — retrobulbar neuritis.. 445 
— short, kyphosis from .. 155 
— (and see Blindness ; and 
Vision, Defects of) 
Sights, repulsive, v vomiting 
due to ove ae (ha) 
Sigmoid colon, carcinoma 
of (see Carcinoma of 
Sigmoid) 
— — dilated . 676 
— — feces distending a KOTKS) 


. 633 


| 
| 


| 


SKIAGRAM 


Sigmoid colon, contd. 

— — palpable 666, 676 
— — seybala in .. 666 
— — thickened in colitis .. 676 
— — tuberculous 666 
— sinus, thrombosis of 597 


Sigmoidoscope in ascites.. 49 
— diagnosing adenoma recti 719 
—— carcinoma of bowel 
tl, se Cae 129, 
, 585, 676 
——-— of pots 676 
-- catarrh of colon 172 
— — cause of obstruction 
241, 316 
— — — pus in stools ie) OO 
= —. colitis (hos thek 172, ieled, 
— — diverticula 125 
— — dyschezia 121 
— — intestinal obstruction 459 
— in diarrhcea nie 170 
— cases of bearing-down 
pally, as .. 427 
— tenesmus 718 
Sign, Braun’s, of pregnancy 393 
Sign, Chvostek’s .. 
— — in tetany aig LUR: 
— Dalrymple’s ae ee 
— Erb’s in tetany.. 3, 152 
Sign, Hegar’s, of pregnancy 393 
— Kernig’s, in meningitis 315 
Sign, Magnan? s .. 6Il 
Sign, Moebius’s 215, 229 
Sign, Romberg’ s 57, 609 


Sign, Stellwag’s 215, 999, 
— Trousseau’s On 151, 
Sign, von Graefe’s 209. 722 
Signs, proper names as- 
sociated with (see end 
of Index) 


Silica in intestinal sand.. 599 
Silicosis 288 
Silken crepitus .. 152 
Silver nitrate, alkapton and 746 
— — argyria from .. 529 
— — in irrigating bladder. . 277 
— — testing for chlorides... 376 
— — as vesical styptic 580 
— in screening radium 223 
Sin, the unpardonable 405 
Singing in the ears, in 
arteriosclerosis 11 
— head in insanity 405 


— (see Noises in the Head) 


Sino-auricular node 545 
— rhythm, slow 546 
Sinus, antral (See Antrum 
of Highmore) 
Sinus arrhythmias . 545 
— cavernous, arterial com- 
munication with 22 694 
— — emissary vein from .. 229 
— — thrombosed (see Throm- 
bosis of Cavernous 
Sinus) 229 
— of breast, from "tubercle oe 
— from empyema. 635 | 
— ethmoidal, blood- spitting 
from lesions of na, RS 
— — distended orbital swel- 
ling from .. .- 230 
—-— infected, foul taste 
from 705 


inflammation ir Aly antral 
disease simulating 463 
— foul taste from .. 705 
— nasal discharge from 
ale AS)e 
suppuration in, head- 
ache from .. . 
— meningitis from 
of foot, from mycetoma 
frontal, blood-spitting 
from lesions of 285 
disease of, cerebral 
abscess from 147, 
— pus from nose due to 
distended, orbital ridge 
thickened from.. 230 
— pain over eyebrow 


| 


from. 230, 449 

Sinus, frontal, empyema of 180 

-- enlarged with age 203 

— — exostosis of 671 
— — infected, antral disease 

simulating ns . 463 

— — — foul taste from 705 


181 | 


885 
Sinus, frontal, contd. 
— — infected, headache 
from : .. 294 
— — — subjective smells 


from Ae Bic el) 
infection, foul taste from 705 
lateral, eroded .. .. 421 
— thrombosed (see Throm- 


bosis of Lateral 
Sinus) 
— mastoid, suppuration in, 
headache from .. 294 
— perineal, from ee ye 
abscess : 620 
— — tuberculous prostate | 620 
— from periostitis. . 5A) Lilite) 
— scrotal, from testicular 
abscess ; 622 
— — from tubercle 622, 696 
— sigmoid, thrombosis of.. 597 
— sphenoidal, blood-spitting 
from lesions of .. 285 
— — infected, foul taste 
from . . 105 
— — — headache from 294 


infundibular swelling 
from 52 Eze 
meningitis from .. 590 
nasal discharge from 
179, 182 
optic atrophy from 231 
— neuritis from .. 231 
polypi from ae ao 
proptosis from .. 231 
from spinal caries 
superior longitudinal, 
emissary vein from . 
—-—-— thrombosis of (See 
Thrombosis) 
Sinuses, bone, anzemia with 
— joint, anzemia with 
nasal, distended, blind- 
Messy hO Wiener 3.6 
— exophthalmos from 
229, 230 
— orbital tubercle simu- 


35 
30 


762 


lating 65 ph) 
— — suppurating, earache 
from 


; He AP 
— thrombosis from ne 229 
in neck, from actinomy- 


| COSIS) a. . 683 

| Sixth nerve paralysis (see 
Paralysis of Sixth 
Nerve) 


Size, abnormal sensations of 763 
Skeletal dwarfism. . 186 
Skene’s tubes, gonococci in 185 
Skiagram of aneurysm (/7g. 

100) 209, 435 


— of bean in bronchus . 195 
— bismuth above carcinoma 
of cesophagus = L9G 
— — in normal colon . 426 
— bone rarefaction in rheu- 
matoid arthritis . o44 
— carcinoma of splenic 
flexure Ap 
— — stomach 269, 270 


Charcot’s hip Hick ne 
chronic periostitis Be (alike: 
cervical rib (Figs. 186, 


187) 443 
— dropped stomach 5. elite) 
— enchondroma of*hand.. 671 
— exostosis of femur OO 
— gall-stones aol 
— gouty hands .. 346 
— hands in acute rheu- 
matoid arthritis . 342 
— hour-glass stomach (f%g. 
128) 268 
— hydatid cyst of lung .. 291 
— idiopathic dilatation of 
cesophagus ee LOS 
— lobar pneumonia 2 209 
— normal stomach 5 GE 
— pads on fingers. . 347 


phthisis ... (Fig. 41) 103 
pyelography in hydro- 


nephrosis . 356 
— pyopneumothorax . odl 
— renal calculus .. 279 
— sarcoma of lung . 105 
— — radius 672, 673 
— — tibia Se On 
— spine on os calcis . 440 


886 


Skiagram, contd. 
— stenosis at cardiac end of 


cesophagus 5 LESS 
— syphilitic radius 669 
— thymus gland, enlarged 419 
— tuberculous kidney . 280 


vesical calculus. .. 282 


— ureteral calculus: . 455 

Skiagraphy (see w#-rays ; 
and Skiagram) 

Skin, appearances in aa 
dice Ae 324 

Skin, benign tumours Of. 9/32 


— brown paper, in prurigo 490 
— blood crusts on,- from 

jaundice “ss .- 324 
— capillary pulsation in .. 207 
— coarse, in cretinism .. 234 
-— myxoedema 234 
— cold and clammy, after 


abdominal injury .. 593 
— erystals in és . 655 
Skin, diphtheria of 558 


- discoloration, from snake- 


bite 337 
— diseases, eosinophilia it in 219, 
— dry, in eretinism 234 
— — myxcedema 234, 537 
—— and harsh, with cir- 
rhosis sh exil 
--- pyelonephritis oe (TKS 
— — shrivelled, with car- 
cinoma 374 


epithelioma of (see Car- 
cinoma of Skin) 

flushed and dry, from 
belladonna 

glossy, in syringomyelia 

greenish, in chlorosis .. 274 

hot dry, in pneumonia. . 

inelastic, from diarrhcea 


— — emphysema and eo.) 
— Jemon-yellow, in per- 
nicious anzemia 7. 060 


melanotic sarcoma of 381, 680 
moist, in Graves’s disease 236 
nodules in (see Nodules) 
nutmeg-grater, in kera- 


tosis pilaris . 488 
— — prurigo -. 490 ! 
— pale and sweaty, from 
poisons aps 170 
— pigmentation of (See 
Pigmentation of the 
Skin) 


plucked-fowl, in pityriasis 
rubra pilaris .. ee 

primrose yellow, in per- 
nicious anemia 64, 770 

pungent, in pneumonia 642 


— ringworm affecting . 247 
— rodent ulcer of .. 5a eS) 
— sallow, in myxcedema.. 234 
Skin, sarcoma of 487, 680, 731 
— scratch marks on, from 
jaundice : » o24 
— stains in syphilis »= 304 
— tense and shining, from 
ascites : 43 


— thickened,inmyxcedema 38 

SKIN TUMOURS... - 730 

~— ulceration (see Ulcera- 
tion) 


— yellow, in cretinism 234 
— — lardaceous disease .. 35 
— — from picric acid 529 
Skins, mercury in curing.. 65 
— in stools.. ae Bi) 
— rabbit (see Rabbit Skins) 

SKODAIC RESONANCE .. 611 
— — over pleural effusion 299 


— — over pleuritic effusion 168 


Skull, in acromegaly « 237 
— anosteoplasia PRL OG 
— big, in rickets = ikely 


enlarged, in acromegaly 204 
flat occipital region of, 


in mongolism 
— fracture of (see F racture) 
— hot-cross bun, from con- 
genital syphilis 669, 711 
— — — rickets .. 205 
— ivory exostoses of 204, 
230, 671 
— natiform, from congenital 
syphilis .. 669 
— osteoma of 84, 230 


190 


SKTAGRAM 


Skull, conid. 
— secondary carcinoma of 204 


— syphilitic nodes on .. 669 
— tender, in rickets .. 145 
Skutsch’s pelvimeter ~ 2OL 
Slaughterers, warts in .. 240 


69 
in hypopitu- 
. 410 


Sleep, Babinski’s sign in. 
— excessive, 


itarism 
— Jack of (see Insomnia) 
Sleep, requirements at 
different ages. . . 320 
— urine amount and , a34 


Sleepiness after epileptic fit 143 
Sleeping on back, ep 
from 
Sleeping sickness 28 
— — enlarged lymph glands 
in 
geographic distribution 28 
— — Jymphocytes in cere- 


brospinal fluid in .. 305 
—-— spread by  glossina 
palpalis .. 28 


trypanosomes in cere- 
brospinal fluid in. 
Sleeplessness, loss of weight 
from é Her (Kats) 
— from pruritus . 540 
Sling, bracheitis requiring 477 
— brachial neuralgia re- 
lieved by ae 442 
Slipping through one’ S| 
hands, in pseudohyper- 
trophic paralysis 


305 


Slobbering, in idiots, ete. 543 
Sloughing 255 
— from erysipelas. . . 674 
Sloughs in stools, in typhoid 
fever .. 636 


Small lymphocytes (see 
Lymphocytes, Small) 
Small-pox, acne simulating 
559, 563 
acute cedema of tongue in 698 
albuminuria in .. - 


— albumosuria in . 16 
— arthritis with 340 
— bathing-drawers area 
affected by 401 
— bromide rash simulating 563 
— chicken-pox simulating 
561, 563 
— confluent .. (Mig. 238) 561 
— copaiba rash simulating 563 
— discrete (fig. 237) 561 
— eczema simulating 562 
— eruption (Fig. 305) 757 
—erythemain . 223 
— — multiforme simulating 562 
— gangrene from .. 255 
Small-pox, pencral. account 
of 560-63 
- hematuria in ae Ae 
— hemoptysis from Be eit 
— hemorrhages in be OGL 
— hydrocele from.. -s 481 
— impetigo simulating 562 
— iodide rash simulating.. 563 
— itching in : se OOL 
— leucocytosis rare in . 360 
Small-pox, malignant 265, 272 
— menorrhagia from 386 
— mouth affected by 616 
— mucous membranes af- 
fected by -* 561 
— pain in the eyes in 446 
— — limbs in 465 
— papules of 560 
Small-pox, parts affected by 157 
| — pharynx affected oe OLS: 
— pits from ‘ 561, 601 
— prodromal rash in -. 554 
Small-pox, purpura in 272, 
553, 554 
—-— simulating .. «+ 062 
- pustules in 558, 559, 
561, 601, 753 
— Ricketts on 561, an 757 
— rigor in .. 594 
— roseola preceding 560 
— scabs in. 561, 601 


scarlatina-like rash in.. 560 
septic dermatitis simu- 
lating . (Fig. 239) 562 
sore throat in 613, 616 
spleen enlarged.in 632, 637 


Ieee fingers affected by 


| — regurgitation 


SORDES 


Small-pox, centd. 
stomatitis from. 
syphilide simulating 560, 
thyroid gland enlarged i in 
typhoid fever simulated 


542 
562 
(22, 


Vy 637 
~ ulceration of larynx from 
158, 199, 287, 
— vaccinia simulating 562, 
Small-pox, varicella distin- 
guished from. 
— vesicles of 560, 753, 
Smells, vomiting due to. 
SM aa ABNO RMALITIES 


292 
757 


757 


Smell, sense of, deficient, 
list of causes of 

— loss of, in hysteria 

— mousy, of favus 

Smells. as aura of epilepsy 

Smale subjective sensation 


Smells, undue sensitiveness 
to 
Smile, nasal, ‘in myasthenia 2 
— sardonic (see Risus Sar- 
donicus) 
— transverse, of myopathy 
(Fig. 110) 

Smoking, chronic glossitis 
from” =. nae (fete: 

— pharyngitis from 

cough from 

foul breath from 

— taste from é 

heart failure from 

irregular heart from 

loss of weight from 

low blood-pressure from 

noises in ears and 

orthopnea from 

palpitations from 

pharyngitis from 

pulse-rate and . 

variable incidence of ill- 
effects of : 

Smoky urine ‘ 

Snail-track ulcers in ‘syphilis 615 


| Snake-bite, albuminuria 
from ane as BOR 
— erythema from .. 223 


Snake-bite, poner account 
of 337 


413, 415 
. B53 
255 


— cedema from 
— purpura from 
— venom, gangrene from. 
-- hemoglobinuria from 
— — jaundice from 325, 
Sneering, appearance as of, 
in myasthenia gravis 
Sneezing, epistaxis from. . 
of food 
through nose from . 
— subcutaneous emphy- 
semafrom  . 203 
Snellen’s type, in detecting 
pent c 
Sniffing tic. 
SNORING .. 
— stertor and 
Snow blindness, erythropsia 
in F : 
-- hemeralopia from 
— pain in the eyes from .. 
— workers in, photophobia 
in -. 524 
Snuff, anosmia from 7 Ol 
— nasal discharge from .. 178 
Snuffles in congenital 
syphilis 385, 400, 635 
Soap, dermatitis from .. 755 
— erythema from .. -. 222 
— pruritus from .. 540 
— in relieving constipa- 
tion in infants he 
Soda, caustic (See Caustic 
Soda) 


Soda-water, regurgitation 
of food through nose 
after .. 

Sodio-potassic tartrate, 
Fehling’s test 

— — Nylander’s test 

— — Pavy’s test 

Sodium acetate, in phenyl- 
hydrazine test a 


in 


284 | 
337 | 


5 (hel) 

Selo oul 

2 Olse 
LG Asiaul 


e fO2, | 
oom 
446 | 


3 
. o 
' Somnolence, in meningitis 222 


Sodium, contd. 

bicarbonate, 
relieved by bis 

— in inflating stomach _ 


heartburn 


317, 319 
— — interscapular pain re- 
lieved by .. . 462 
— cacodylate, erythema. 
from . 222, 224 
— carbonate, dead fingers 
from ss L638 
— chloride, thirst from 720 
— dihydric phosphate . 523 
— hydrate (see Caustic Soda) 
— monchydric phosphate 523 
— nitrite, in Cammidge’s 
reaction 100 
— — diazo-reaction sia 
— nitroprusside, melanuria 
andi a. 746 
— — tests (Plate Le eas) 748 
— phosphate 523 
— salicylate, in acute rheu- 
matism .. 614 
— — bradycardia from 84 
— — deafness from 166 
— — delirium from 169 
— — effect in acute rheu- 
matism Sart. 


(and see Salicylates) 
theocin-acetate, pre 


from 535 

— urate ae : 344, 345 
Soft sore, balanitis simu- 

lating . See olen 

-- bubo. from 618 
— — chancre distinguished 

from ven OLSe OLS 


~ condyloma simulating 


sores, general account 
of . ; 618, 700 
— — on glans penis . 184 


herpes simulating 
inguinal glands infected 


from 617, 619 
—-— on scrotum .. . 695 
— — syphilis and .. Bee TAS) 


ulceration of penis from 


617, 618 

— — of urethra eee Sa: 
— — urethral discharge due 

tOrs es 5 . 184 

— —= stricture from . 184 


vulval swelling from 699 

Softening of the brain (see 
Cerebral Softening) 

— cord (see Spinal Cord, 

Softening - of) 


— spinal, allocheiria from 17 
Soil, tetanus bacilli in 730 
Solar plexus lesions, meteor- 
ism from = 389 
— — pigmentation from irri- 
tation of 3 ed 


Solei, pseudohypertrophy. of 513 
Soles, aneesthesia of, vertigo 
and sig Od 
cheiropompholyx on 97, 756 
congenital eee en wae 
: 40 


tion on f 
— eczema of 491 
— gout of .. as . 345 
— horny overgrowth in, 
from erythema kera- 
todes .. . 405 
— hyperkeratosis of, from 
arsenic ; 34, 73 
— pityriasis rubra pilaris 
affecting ‘ .. 604 
— pruritus of .. 540 
— syphilis of 490, 491 
Soleus, nerve supply of .. 498 


Solitary follicles, enlarged 
in lymphatism 3 


| Sordes, in acute yellow 

atrophy : pee 
— asthenic states .. Tite tt: 
— bleeding gums from Senate 
— in cachexia 2 ede 
— fevers 72, 73 
— general paralysis. ofAbaiies 
— — peritonitis echelon 
— intestinal obstruction .. 86 
— pneumonia ; oie 
— post-puerperal sepsis .. 86 
— typhoid fever .. 72, 86 


Sore, dissecting-room, epi- 
trochlear gland en- 
larged from 

- finger (see Fingers, Sore) 

SORE THROAT ‘ 

— — in acute rheumatism | 

‘ 228, 464 

— — albuminuria with . 

Sore throat, bacteriological 

diagnosis of . 379, 

bad ventilation and.. 

blood-spitting from .. 285 

from cervical adenitis 


— — common cold and 615 
== condylomata and 700 
— — in dengue 466 

- diphtheria 64 


Sore throat, diphtheria and 614 
--- diagnosed from other 
forms of. 14 
— mistaken for nye 589 
dust and 3 OLD 
dysphagia from 5 lites 
febricula representing 464 
foul breath from 87 
hospital wards and .. 615 
in Kirkland’s disease 
615, 
Sore throat, list of causes of 
motoring and 
from mumps .. 
with  peliosis 
matica ae 
from postpharyngeal 
abscess 
peripheral neuritis from 154 
in scarlet fever 224, 
OI CLT 
sewers and . . 615 
syphilides and .. 560 
in syphilis 334, 491, 
568, 614 
weather and .. 5 Loilis 
‘throats, illustrated 
(Plates XX VI, X XVII) 
610, 612 
— — syphilis causing (Plate 


616 
613 

615 
617 


rheu- 


556 


Sore 


2 at ge KO) 
SORES, PENILE .. . 617 
— — inflamed inguinal 

glands from ag tell! 
SORES, PERINEAL . 619 
—- aching in perineum 

from : .. 474 
— — inflamed glands from 381 
— in prurigo -- 490 
SORES, SCROTAL, .. 621 


— — from abscess of testis 622 
— — syphilis 621, 622, 696 
— — tuberculous testis 479, 622 
- from sea-cat pricks _.. 224 
— soft (see Soft Sores) 

— in syringomyelia . 516 
— various, inflamed axillary 


glands from . tye kel O) 
— — — inguinal glands from 381 
— from weever-fish pricks 224 
Sound, in diagnosing cysto- 

cele 5 oe ae ee 
== fibromyoma .. 386, 387 
— — hypertrophy of cervix 539 
— — inversion So Oe) 
— — pyometra He Be dlehs) 
— — vesical calculus 282, 

471, 580, 719 

— normal distance for .. 387 
— uterine, in diagnosis 19 
Sounds, undue sensitive- 

ness to (see Haber: 

acusis) 308 
South Africa (see Africa) 
South Hastern Fever Hospi- 

tal, charts from 638, 639 
Spade users, Dupuytren’s 

contracture in 142 
Spain, Mediterranean fever 

in 566 
Splanchnic Vessels, ‘arterio- 

sclerosis of .. il 
Splashing, gastric (see 

Succussion) 
Spasm of bowel (see Entero- 

spasm) 
Spasm, carpopedal hae 10 
— — in infants ee 1a) 
— — rickets A aay, 
— — tetany and 152 


SORE 


Spasm, contd. 
— of colon, with muco- 
membranous colitis 


(Fig. et aa 


— from gall-stones 316 
— hysterical, of face A494. 
— of larynx, coma from .. 752 
— — epileptic 752 
— — vertigo from . 752 
= levator: ani, causes of .. 193 
-- palpebra, in Graves’ s 
disease 229 
— muscular, in occupation 
neuroses 445 
— of cesophagus 435 
— — vomiting due to 763 
— orbiculares, in paralysis 
agitans 5 236 
— pylorus, dyspepsia from 319 
— — in infants 660 
— retinal arteries, blindness 
from 61 


sphincter ani, anzesthetic 
in diagnosing cause of 128 
— cocaine in diagnosing 


cause of .. eae 12S 

— — — dyschezia from eS 

— — vesice ao ogo 
— — — retention of urine 

from se ls 

— sternomastoid . 648 

— in strychnine poisoning 599 

= tetanus, .. : .. 599 

Spasmodic contractions 136 


— neuro-muscular affections, 
aecoucheur’s hand in 2 


Spasmodic tics 136 
— torticollis, retracted head 
from sie otek!) 
Spasmogenic zones, in 
hysteria 707 
Spasmophilia, in rickets. . 420 
Spastic paraplegia (see 
Paraplegia, Spastic) 
Spasticity in arm. - 502 
— in disseminated sclerosis 307 
— pseudobulbar palsy . 627 
Specific gravity of ascitic 
fluid. 48, 50 
— — blood, in collapse 534 
--- diabetes insipidus... 537 
— — — infusion and .. O84 
Specific gravity of blood, 
measurement of ar 
— — — normal 534, 537 
— — cerebrospinal fluid .. 304 
—-—urine (see _ Urine, 


Specific Gravity of) 
SPEC eer BEFORE THE 


Spectra, various, illustrated 80 
Spectroscope, in detecting 


blood .. 81 
— — hematoporphyrin 744 
— diagnosing hsemoglobin- 
uria .. 284, 285 
— — methemoglobin 157 
— — methylene blue 747 
— — urobilin 324, 325, 743 
— as test for blood 10 
— — — in stools Be ett) 
Spectrum of acid hematin 
(Fig. 34) 80 
— alkaline hematin (ig. 
33) 50 
— carboxyhemoglobin (Fig. 
32) 80 
— methemoglobin (Fig. 35) 80 
— oxyhemoglobin (fig. 30) 80 


reduced hemoglobin (fig. 


31)! ASO 
— urobilin .. (Fig. 36) 80 
Speculum in diagnosing 
anal fissure ae 94: 
— — carcinoma recti 78 
— — cause of anosmia 612 
— — foreign bodies in ear 
165, 422 
— — inflamed piles 19-4 
— — nose affections 179 
— — otitis media .. ee eaO2, | 
— — papilloma recti 79 
— — polypus 585 | 
— — wax in ear 164 
— ear examination 421 
- epistaxis ; 221 
— examining rectum 584 


SPINAL CARIES 


Speculum, contd. 
— Fergusson’s, in examining 
for gonococci. . 

— Siegle’s, in Gelle’s test. 
— in tenesmus = . 
SPEECH, ABNORMALI- 

TIES OF : 
blurred, in general para- 
iysicy mer 146, 
centres (fig. 266) 
— blood epeDe of 
cerebellar , 
in chorea 
defective, from cerebral 
embolism 
— with diplegia.. as 
— in disseminated scler- 
osis . 
— Huntingdon’ Ss 
and . 
delayed development of 
interference with, in 
mercury poisoning Ms 
loss of, from alcoholism 
— pneumonia 
— typhoid fever 
— (and see Aphasia) 
mechanism of 
monotonous, in 
reich’s ataxy.. 
physiology of .. 
scanning, from cerebellar 


" chorea 


Fried- 


185 
165 


rn Calle! 
- 623 


abscess 517 
— — — tumour 517 
— — disseminated sclerosis 
517, 627, 728 
— slow, in myxcedema . 234 
— — jerky, in Friedreich’s 
ataxy .. on se OS. 
— slurred, in disseminated 
sclerosis 53, Boy 
— — Friedreich’s disease LS 
— staccato, in disseminated 
sclerosis 807, 627, 728 
— syllabic, in Friedreich’s 
disease 140 
Spermatic cord compres- 
sion, testis atrophy 
from as 66 
Spermatic cord, eneysted 
hydrocele of . . 695 
| — — some lesions of .. 482 
— — thickened, with testi- 
cular abscess 622 
| Spermatocele .. 481 
— aching in groin from .. 481 
— — lumbar region from .. 481 
— — testis from 481 
— atrophy of testis from. 66 
— spermatic cord compres- 
sion by : a OOn! 
Spermato-cystitis, acute, 
| hematuria from 275 
| Spermatorrheea, oxaluria 
einel sé 424 
— phosphaturia suggesting 524 
Spermato- -vesiculitis, pain 
in penis from. 471 
Spermatozoa, in cyst of 
testis .. 481 
— urine, with oxaluria 424 
Spermin, Charcot-Leyden 
crystals and .. 7 LOD 
Sphacelus .. 255 
Sphenoid sinus (see Sinus, 
Sphenoidal) 
Sphincter ani, relaxed after 
cauda equinainjury .. 314 | 
— — spasm, dyschezia from 128 
— iridis, paralysis of 4 pol 
— — rupture of - dol | 
— trouble, in amyotrophic 
lateral sclerosis 62 
— — from cerebellar tumour 517 
— — cerebral diplegia 729 
— — — softening . 725 
— — combined scleroses .. 140 
— — in convulsions . 143 
— — disseminated sclerosis 
148, 496, 502, 517, 728 
— — from hematomyelia.. 140 
— — new growth in spine.. 714 | 
— — in tabes 173, 466, 515 | 
— — transverse myelitis 62, 140 | 
-- typhoid spine 715 
— vesice, paralysis of 218 
— — spasm of % 395 


887 
Sphygmomanometer, in 
detecting high blood- 
pressure 4 485 
Sphygmograph, in diagnos- 
ing pulsus alternans. 550 
--- ‘bigeminus é 550 
Spiders, haemoglobinuria 
due to 284: 


Spina bifida occulta, lum- 
bar mole suggesting. ~ & 
— palpation in dia- 


gnosing .. 511 

— — — paraplegia from 510 

— — paraplegia from ae DLO 

— — pes cavus from 113 

— — tailpes from .. 113 

Spinach, oxalate from 424 
Spinal accessory nerve 

paralysis oe 5, 1B: 

— — — torticollis and 142 


— artery, thrombosis of (see 
Thrombosis, Spinal) 
Spinal canal, aneurysm 
ruptured into : 
Spinal caries Sic 3 
— abdominal pain from 
abscess in back from 
abscess in groin from 
age incidence of 
allocheiria from 
aneurysm simulating 
516, 714 
angular curvature from 713 
appendicitis simulated 


Dive mere .. 461 
— — backache from . 469 
Spinal caries, cervical . 648 


—-— pain in arm from 
443, 
— tenderness of spine 
from : .. 444 
colic simulated by .. 115 
curvature with . 648 
debility simulating .. 429 
deformity of back from 116 
without deformity 364, 516 
gait due to 154, 713 
Spinal caries, general ac- 
count of 364 
head kept fixed from 429 
hypereesthesia from .. 610 
indigestion simulated 


444 


Viner Pt. 56 BLS 
intercostal neuralgia 
suggesting .. 154, 431 
interscapular pain from 461 
kyphosis from 154, 188 
lardaceous disease from 


8, 635 

— — lateral curvature simu- 
lating : a £29 
— — limping from.. 2 B08 
— — lordosis from.. Aen duals, 
— — local rigidity with .. 429 
— — milk drinking and .. 516 


new growth simulat- 
ine 27. 516, 648, 
pachymeningitis simu- 
lating A 
pain in the back from 
156, 364, 428, 516, 
epigastrium from .. 
neck from 429, 616, 
shoulder from 
at umbilicus from. . 
paralysis of one leg 
from 
paraplegia from 113, 
154, 248, 510, 
post-pharyngeal ab- 
scess from .. ote 
— — simulating 
Pott’s curvature with 
364, 
prominence of back 
from > 169 
psoas abscess from 4 
156, 364, 582, 680, 713 
rickets ‘simulating 364, 714 
rigidity of back with 
154, 364, 461, 680 


— — — neck from eps 648 
— — — spine from 116, Gs 
— — root palsies from .. 509 
— — scoliosis with. . 154 
— — simulating neurosis .. 477 
—~-—-torticollis .. | .. 142 


888 


Spinal caries, contd: 
— — sinus from 

— skiagram of 

— spastic paraplegia from 


. 635 


118, 512 

— — spontaneous fracture 
from é ey HEB 
— — stiff neck from . 648 


swelling in iliac fossa 
from , . 678 
tenderness i in back from 
154, 364, 680 
— spine from 116; 516, 713 
transverse myelitis 
from 389, 516 
other tuberculous le- 
sions and .. ~ DLS 
with tuberculous peri- 
tonitis P : 
ureteral calculus simu- 
lated by 
a-rays in diagnosing 
116, 154, 364, 429, 


461, 477 
— cord, amyotrophic lateral 
sclerosis of (see Amyo-~ 
trophic Lateral Scler- 
Osis) 
— — carcinoma of .. 432 
— — central canal of, in 
syringomyelia 62 
— — changes, from anemia 610 
— — — pernicious anemia 64. 
— — — transverse myelitis 62 
— — — after typhoid 715 
—-— combined sclerosis in 
(see Combined Scler- 
oses) 
— — compression of, allo- 
cheiria from i 


— paraplegia from 510, 514 
— penile erection ab- 
sent from 
— transverse myelitis 
from 389, 
contusion of, priapism 
from : ae 
disease, pain in the 
chest from. 
— retention of urine 
with 5 
disseminated sclerosis 
of (See Disseminated 
Sclerosis) 
double hemiplegia from 
lesion of a 
embolism of . 
gumma of, allocheiria 
from : 
hemorrhage into 140, 
509, 514, 515, 538, 
— hemisection of, allo- 
cheiria from 
— priapism from 
insular sclerosis in (see 
Disseminated Scler- 
Osis) 
lateral sclerosis in (see 
Lateral Sclerosis) 
— lesions, acute bedsore 
from 
Spinal cord lesions, ataxy 
from .. 
--- constipation with. 
— — — difficulty in micturi- 
tion with 
Spinal cord lesions, effects 


of cervical .. .. 507 
— — — gangrene from 255 
— — — hemiplegia from 303 

— — — paralysis of bowel 
from 389 

— — — precipitate ‘defaeca- 
tion from eo 
-- micturition with 314 
— — — rigidity from 139 

Spinal cord lesions, sensory 
disturbances with .. 607 

— — -— small palpebral fis- 
sure from Hey OUT 
— — — — pupil from SOUT 
—-—-—intabes .,. See On 
— — — tympanites from .. 389 

— — — urine stream changes 
from é -- 394 

— — neoplasm = of, allo- 

cheiria from 17, 


+. 460 | 


Spinati, 


SPINAL CARIES 


Spinal cord, contd, 


neoplasm of, ataxy 
from : 


— Brown- Séquard 


phenomena from 


— paralysis of one leg 
from : : 
pachymeningitis of . 
reflex centres in ia. 
211) 5B 
sarcoma of .. 
sensory localization in 


Cig 210) =. 
— — —iracts in 55, (Fig. 
258) 
— — softening of, allochei- 
ria from ots 

— — — from enteric 
— — — from injury i. 

— — — paraplegia from 

—-—-— penile erection ab- 

sent from 


from scarlet fever. . 
syphilis : 
thrombosis 3 
not tinged by jaun dice 
tumour of, atrophic 
palsy of arm from 
— paralysis of one leg 
from 
— spastic 
from 
Spinal endarteritis : 
gliosis, pain in arm from 
lesions, sciatica simu- 
lated by 438, 
— u-rays in diagnosing. . 
meninges, tumour of, 
hypereesthesia from 
segment, 5th cervical, 
effect of lesion of.. 
6th cervical, effect of 


paraplegia 


lesion of F 
— — 7th cervical, effect of 
lesion of ‘ 
— — 8th cervical, effect of 
lesion at 501, 
— 1st dorsal, effect of 
lesion at 501, 


Spinal segments, cervical, 
_ muscle distribution of 
Spinal segments, cervical, 


496 


|-- by mediastinal 
58 | 


516 


518 | 


305 


muscles supplied by .. 504 
— — lumbar, muscle con- 
nections of. . -. 498 
— — lumbar plexus and ., 498 
— — sacral, muscle connec- 
tions of % . 498 | 
— — sacral plexus and .. 498 | 


thrombosis (see Throm- 
bosis, , Spinal) 


— tumour, pain in arm from 443 


paralysis olin 
Erb’s palsy 

— root innervation of 

Spindled fingers, in rheu- 

matoid arthritis (fg. 

158) 342, 

_actinomycosis of 


2 


Spine, 


aneurysm eroding 


516, 664, 670 
— carcinoma of 154, 467, 648 
— caries of (see Spinal 
Caries) 
— congenital defect of .. 713 
SPINE, CURVATURE OF 153 
—-— angular, from aneu- 
rysm Be. 
—-—-— new erowth 714 
— — — tubercle els 
— — asymmetrical chest 
from los 
— — from caries O4on| 
— — dwarfism from « 187 | 
— — liver depressed by .-. 367 


Pott’s, shortness of 
breath from 
psoas abscess with 
in rickets 
syringomyelia 
(and see 
Lordosis ; 
osis) 
Spine, entassement of 
— eroded by aneurysm 434, 
— — — pain in testis from 


187, 
257, 
Kyphosis ; 
and Scoli- 


50 OOM 
6 BOL 


378 
714 


89 


.. 675 


714 
508 


- 499 


713 
483 


| Spine, 
| — — (and see Injury) 


| — irritable .. 


SPLEEN 


Spine, eroded, contd. 
new 
growth 
fracture of (see Fracture 
of Spine) 
growth of, kyphosis from 
— pain in the back from 
— prominence of back 
from : 
hydatid of 154, 155, 632, 
— kyphosis from : 
— tenderness of 
from ; 
hyperesthesia of, 
neurasthenia .. 
Spine, hysterical ? 
Spine, infective arthritis of 
— —-— interscapular pain 
from ths 
— — = pain in iliac fossa 
from 452, 
injury of, effects of 


spine 


in 


— invaded by new growth 


Spine, lateral curvature of 
(and see Scoliosis) 
backache from 
in butchers’ boys .. 
from caries 
caries simulated by 
from diphtheria 153, 
empyema . ‘ 
fibroid lung 
in Friedreich’s ataxy 
from hysteria 
infantile paralysis 
myopathy .. 153, 
in nursemaids 
occupation and 
from paralysis 
back muscles 
peripheral neuritis 
153, 
153, 


of 


rickets 
sore throat. 
Sprengel’s shoulder 
unequal legs 
weak back 
weight carrying 153, 
wry-neck ol 
lumbar, injury to, sciatic 
nerve paralysis from 
— — talipes from 
malignant disease 
pain in arm from 
— — — testis from 
necrosis of, swelling in 
iliac fossa from 
new growth of, 
rysm simulating 
angular curvature 
backache from 
caries simulating .. 
girdle pain from 
intercostal neuralgia 
simulated by 
malingering simu- 
lated by .. ai 
pain in back from.. 
— neck from 
— shoulder from .. 
— umbilicus from .. 
paralysis of one leg 
paraplegia from 514, 
post-mortem  dia- 
gnosis of.. 
primary very rare. . 
from prostate 
rigidity of back from 
root palsies from .. 
from sarcoma , 
secondary to breast 
516, 648, 
— thyroid .. 648, 
simulating neurosis 
spastic ete 
from 
spinal caries simu- 
lated by.. 
simulating 
stiff neck from 
from testis. 
transverse myelitis 
from 
a-rays in diagnosing 


of, 


aneu- 


461, 477, 484 


. 434 


154 
428 


5. AGE) 


714 
154 


. 14 


oe 
= THE 


648 


. 461 


454 
715 


713 


5 (ks 


153 


. 428 


154. 


. 154 


429 
154 


. 153 
7 LOD 


154 


ap die} 


153 
154 


.. 154 
. 154 


wiss 
154 | 


154 
154 
153 


. 153 


153 
154 


53, 154 


113 


Slats: 


. 443 
.. 483 


a Waites 
Le 


714 


. 469 


516 


. 714 
3 ANE 


714 
714 


. 648 


475 
484 
499 
714 


LG 


516 


. 714 


461 
509 


» 714 


714 
721 
477 


113 


.. 648 
on C14 
. 648 


714 
516 


Spine, contd. 

— on os calcis 
— — skiagram of 

osteo-arthritis affecting 
345, 346 

— pain in iliac fossa from 
452, 454 

penetrating wound of, 
acute bedsore from .. 258 
periostitis of fren ps) 
Spine, railway » 15 
— rarity of gout of . 845 
— pyzemic abscess of Serie 
rheumatoid arthritis of.. 343 
rigidity of, with caries.. 154 
— from Pott’s disease .. 116 
— spondylitis deformans 648 
sarcoma of : ce LOA 

tender (see Tenderness 

in the Spine) 


440, 671 
.. 440 


— tuberculous disease of .. 347 
+ — — anzemia from 32 
— — (and see Spinal Caries) 
Spine, typhoid : 
Spino-cerebellar ataxy, 
tremor in F27 


SPIRALS, CU RSCH MANN’S 


Spirilla, in Vincent’s angina 614 
Spirillum of relapsing fever 
(Plate XX VITI) . 614 
— of Vincent’s angina (Plate 
XXVITI) 
Spirocheetes, in chancre 
618, 674 
— syphilis .. eno 
Spirocheta obermeieri, in 
blood films .. 
— pallida (Plate XX VIII) 
_Spirorheta obermeieri, 
| characters of.. a 
of (Plate 
XX VIIT) 
— Leishman’s stain for. . 
— in relapsing fever 28, 
336, 596, 
pallida, in cerebrospinal 
fluid .. 
from chancre 619, 620, 
— fixing method for 
— rheumatoid arthritis 
2 ron é 
sore throat due to 
stains for d a 
in syphilis (oy sae. 
— — ulcer of palate A 
Spitting of blood (See 
Heemoptysis) 
Spleen, abscess of (See 
Abscess of Spleen) 
carcinoma rare in 
dipping over . 
dislocation of 629, 630, 
embolism of (see Em- 
bolism of Spleen) 
Spleen, enlarged, heart 
disease and 
— — in Hodgkin’s disease. 
Bills 55, 64, 376, 380, 5 
-- impacted in ‘pelvis 
— — from injury 
| — — in kala-azar 
Spleen, enlarged, kidney 
simulated by . 353, 
—— simulating 
laparotomy in 
gnosing 
in lardaceous disease 
8,35, a0os 
leukeemia, 24, 5B, 64, 
| 99, 273, 283, 570, 
Spleen, enlarged, list of 
causes of 631, 
in lymphadenoma 51, 
29, 679 
lymphatic leukemia 
25, 51, 556 
malaria 273, 274, 568, 637 
Malta fever 466, 566, 637 
movement with eer 
ation 
Spleen, enlarged, notes on 
662, 664 
| — — omental tumour simu- — 
lating : . 664 
| — — ovarian tumour simu- 
lating . 630 


614 


637 
614 


28 


— figure 


| 


dia- 


629 


Spleen, enlarged, contd. 
— — pain in the left hypo- 
chondrium from 
pancreatic tumour 
simulating .. 
in paratyphoid 
pelvic swelling due to 
in pernicious anemia 
— -— phosphorus poisoning 
Spleen, enlarged, physical 
signs of 353, 628, 
— — pleuritic effusion with 
— — in pneumonia . 637 

Spleen, enlarged, polycy- 
themia with 534, 633 
portal obstruction from 272 
from portal vein ob- 
struction .: “ 
— — thrombosis 
in 


688 
634. 
337 


629 


636 


pseudo-leukeemia, 
infantum 37, 55, 6384 
reduced by w-rays 25 
in relapsing fever 336, 637 
Spleen, enlarged, renal 
tumour distinguished 
from .. 629 
in rheumatoid arthritis 35 
rickets 635 
sarcoma of stomach 
simulating ay LOO) 
in scarlet fever Pe O3e 
septicaemia 6 (aK 
skodaic resonance from 611 


— — in small-pox .. = (ey 
—-— splenic .ansmia, 37, 
DON OA iommnoll es 


(Fig. 267) 633 
splenomegalic cirrhosis 633 
— polycythemia eG 
Still’s disease 
stomach tumour aoe 

lating 
Spleen, enlarged, ey 
tumour distinguished 
from . 629, 630 
—-— simulated by .. 662 
— — simulating . 664 
thrombosis of splenic 
vein and 272, 636 
with tropical liver .. 369 
in typhoid fever, 76, 
171, 335, 564, 629, 636 
typhus fever . AGo 
vena caval obstruc- 
tion by 
in von Jaksch’ 
Weil’s disease 
not enlarged by back- 
pressure 


SPO TH EN ae RGEMENT 


, 664 


. ee T49 
s disease 634 
336 


632 


in ae fevers ae 
aneurysm mistaken for 631 
in Banti’s disease 64 
blood-count essential 


with Ae .» 634 
—— bronchiectasis from .. 292 
— — bruit over »- 629 
— — carcinoma of stomach 

simulating . . 630 
— — in catarrhal jaundice 329 
— — children . 634 
— — chloroma poeZ0D 


ie ey 51, 266, 272 
332, ey 374, 635 
- a rela éou 5 BBY 
colon tumour simu-: 
lating - «» 664 
in congenital ‘syphilis 635 
— diphtheria eet! 
Spleen, enlargement of the, 
distinguished from 
things simulating it 


9, 630, 631 

in Egypt .. 634 

erysipelas oom 
feecal accumulation 

simulating .. 631 
familial acholurie 

jaundice , 6384 

aE ” 676 

. 292 


felt in iliac ie 
fragility of red cells 


in 


fibroid lung from 


and. . 634 
— — in fungating endocar- 
ditis 34, 637, 


(Fig. 270) 640 


. 274 | 


35, 378 | 


c 450 


+ 630 | 
a 697) 


106 | 


_ Spleen, nena enlargements 


SPLEEN 


Spleen, enlargement, contd, 
— — in general tuberculosis 640 
— — hematemesis from 265, 
27a: 
—— hematoma mistaken 
LOL ays . 632 
— — in Hanot’s cirrhosis . 371 
— Gaucher’s cells in . 634 


273 


of the . 632 
— gumma rare in.. . 632 
— hemorrhage into . 641 
— hydatid cyst in . 71607 
— — rare in 632 
— infarction of (see Embol- 

ism of Spleen; and 


Infarct of Spleen) 
lardaceous disease of 35, 
Wi2saOo2s 
Leishman-Donovyan 
bodies in : 
normal, palpable in child 


— pedicle "twisted . 632 
— in pelvis aT 630 
— rub over.. 592, 629, 640 
— — — trom general perito- 
nitis P A5 Cleke) 
— rupture of, laparotomy 
in diagnosing .. 641 
— sarcoma rare in., 632 
— strangulation of .. 641 
— wandering, swelling in 
' iliac fossa from 678 


Splenectomy, familial acho- 
luric jaundice cured by 


332, 634 
Splenic anemia (Mig. 267) 633 
— — albuminuria in icy, Alls} 
— — anemia in 55 


— ascites in 46, 55, 372 
Banti’s disease and 37, 
64, 372, 633 


— — basophile cells in 55 
— — bleeding gums in 72 
— — blood changes in 5 eS 
— — cirrhosis and, 37, 55, 

647 111, 372,633, 635 
— — clubbed fingers in .. 111 


— — Gaucher’s disease and 633 
Splenic anemia, general 
account of .. Sin ole 
hematemesis in 266, 
273, 274, 372 


— — hemorrhages in - at2 
— — jaundice in 25, 372 
— myelocytes in 55 


Splenic anemia, notes on 633 
cedema of legs in 413,415 


— — peripheral ‘neuritis 
from 64 
— — pleuritic effusion in .. 106 
— — purpura in 553 
— — simulating cirrhosis. . 273 
--- leukaemia 273 
— — — malaria é 273 
— — spleen large in, 55, 64, 
273, 372, 631, 633 
-- splenomegalic cirrhosis 
ES OKG | ays 3 ay Ges) 
—-— von Jaksch’s disease 
and . 634 
Splenic artery, opened by 
gastric ulcer .. 268 
= flexure, carcinoma. of 125, 630 
- puncture in kala-azar 
29, 633 
— — Leishman-Donovan 
bodies found on 633 
— vein, thrombosed (see 
Thrombosis, Splenic) 
Splenomedullary leuke- 
mia (see Leukemia ; 
and Leukeemia, Spleno- 
medullary) 
Splenomegalic cirrhosis .. 332 
Splenomegalic cirrhosis, 
general account of .. 633 
— — splenic anemia and .. 372 | 
— polycythemia Gloss 
— — apical bruit in en Gas 
— — big spleen with 7 Lod 


— — blood-pressure high in 633 
— — cyanosis from 157, 161, 633 
Splenomegalic polycythe- 

mia, general account of ooh 
-- hamatemesis in 


— — hemorrhages in ‘ fe 


| — in bronchiectasis 


| — calcareous particles 


| — Prussian-blue reaction in 
| — stomatitis in 


| — os Calcis.. 


STAIN 


Splenomeg. polycythcemia, contd, 
— — heart disease simulated. 
Bie cate ; 5 3838) 
— — — enlarged in -» 633 
— — high blood-pressure in 271 
Splenomegalic polycythe- 
mia, main features of 534 
— (Plate XXIX) ~ 634 
— serous effusions in .. 633 
— shortness of breath in 633 
— from summer diarrncea 533 
Splenomegaly, infantilism 


with .. 189 
Splint, bullee from 96 
— gangrene from . 255 
- muscle atrophy from .. 61 
— paralysis (Hig. 58) 141 
— — of sciatic nerve from 113 
— talipes from 5, duils} 
— vesicles from 5 Pati 
— Volkmann’s contracture 

from 5 61, 506 


Splinters of wood in rectum 584 
Spondylitis deformans 
(Fig. 274) 648 


_— — appendicitis simulated 


y .- 461 
-- contractures from 142, 143 
Spondylitis deformans, gene- 
ral account of 
interscapular pain from 461 
kyphosis from ay Uae 
rigidity of back from 461 
tenderness of spine 
from Helis 
ureteral calculus simu- 
lated by .. 461 
— w-rays in diagnosing... 461 
Spondylose rhizomélique of 
Marie SALAS 
Spontaneous fracture (see 
Fracture, Spontaneous) 
Spoon-nails ine 
Spores, in erythrasma 
— favus 
Spores, ringworm . 
— in tinea circinata 
— — versicolor : 
Sporotrichosis, fibroid lung 
ELOM ess 
Sporotricbosis of lung, 
general account of .. 
— — hemoptysis from 
Spotted fever (See Menin- 
gitis, Cerebrospinal) 
Sprain, muscle atrophy in 
— purpura from .. -. 053 


714 


—talipes from . 114 
Sprengel’s shoulder, ; scolio- 
sis from .. 153 


Sprue, diarrhoea from 172. bs) 
— fatty stools in 


172, 

— stools in.. 

Spur on nasal 
anosmia from 


septum, 
440, 
— — — #-rays in diagnosing < 
SPUTA Se eae be 
Sputum, abundant foul, 
sudden coughing up of 
actinomyces in .. oe 
in acute laryngitis 
albuminous, in phthisis 
anchovy-sauce coloured 
149, 
— — from hepatic abscess 
in aneurysm 
aspergillus in 
bacillus influenzee in 290, 
— — pyocyaneus in 
black 
blood 


in (See Heemo- 


Bordet- Gengou bacillus 
in e 


in bronchitis 149, 
in 
(Wig. 273) 
— caseous mass in 420, 
— Charcot-Leyden crystals 
in Fy . 
— eretaceous mass in 


Sputum, 


<a) 
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Sputum, contd. 
— Curschmann’s spirals in 
102, 153 
— disgusting, from gangrene 
of lung .. 259 
— distoma in Fee ease 
Sputum, elastic fibres in 
159, 259, (Mig. 271) 642 
from bronchiectasis 
260, 


empyema .. te 
foetid bronchitis .. 2 
gangrene of lung 86, 


260, 290, 644 
— —-— mode of examining 
for 642 
— — — soda in detecting. . 86 
— —-— from phthisis 159, 
260, 286, 288, 598 
— eosinophile corpuscles in 
102, 153, 219 


— foetid,from bronchiectasis 290 
— — empyema ae PID 
—-— fibroid lung .. 168, 216 
— — gangrene of lung 290 
-- phthisis eso U 
Sputum, foul abundant .. 643 
— — with bronchiectasis 14, 643 
— — empyema .. 643 
~ — feetid bronchitis 643 
—-— gangrene of lung... 643 
— — hepatic abscess 644 
— — phthisis : 643 
— in gangrene of lung 149 
— green 644. 
— in influenza 465 


micrococcus tetracenus i in 645 


— in mitral stenosis 149 
— new growth se 149 
— nummular 149, 641 
— offensive, from bronchi- 

ectasis 260, 598 
— — empyema .. 260 
— — fetid bronchitis 260 
— — phthisis . 260 
— oidium albicans in 645 
— — tropicale in 645 
— ova in 645 
— Parogonimus Westermani 

in . 645 


particle of new growth in 644 
— penicillium glaucum in 645 
Sputum, in phthisis 149, 288, 641 
- pneumobacilli in ,. 648 
- pneumococci in. . 643 
Sputum, in pneumonia 149, 


289, 335, 642 

— red, from bacillus pro- 
digiosus 286, 644 

— red-currant jelly, from 


new growth . .. 290 

— rusty A 149 

—— in pneumonia, 2 289, 641, 642 

— sudden gush of purulent 532 
Sputum, tubercle bacilli in 

159, 199, 288, 458, 641, 642 
— viscid, in pneumonia 

289, 641, 642 

Squalor, typhus fever and, 335 
Squames, in vaginal dis- 

charge a 85 

— from vaginitis 185 

Squint, amblyopia from. 759 
— from cavernous sinus 

thrombosis .. ere OO 

— cerebral disease 295 

| — meningitis A 315 

— (and see Strabismus) 

Stab, cervical, hemiplegia 

frOmM 7s). iis ae i023) 

— of cord, allocheiria from 17 

— hematemesis from 271 
— hemorrhage into cord 

from Be Oo 

— hemiplegia from 306 


pneumothorax from 531, 532 

subcutaneous emphysema 
from! 5% 3 
transverse myelitis from 

389, 516 

Stabbing pain, from pleur isy 432 

Stables, bacillus mallei in 


203 


workers i in . 645 

| Staggering, in tabes 751 
— from vertigo : (al 
Stain, carbol-fuchsin . 641 
— Jenner’s.. A 21 
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Stain, contd. 


- Leishman’s i ay 221. 
— — for malaria parasites 568 
— Neisser’s 157 
— ~ diphtheria bacilli and 614 
- Romanow sky’s, for mal- 
aria parasites 568 
Stain, Ziehl-Neelsen, tech- 
nique of o& 641 
Staining of skin, after 
eczema F 602 
— — brown (see Pigmenta- 
tion of Skin) 
—-— after herpes .. 600, 754 
— — psoriasis : ne O03 
— — from syphilis. . 756 
Stains, for fat droplets 108 
Stammering 628 
Stammering bladder 395 
Stapedius muscle, paralysis 
of . 493, 494 
Stapes, foot fixed, sounds 
heard better in noise 
with 3 eelGD 
— — — test for <2 16S 
— pressure on, giddiness 
from Ae #5 108 
Staphylococci (Plate 
XXVITI) : w. 614 
— in ascitic fluid 48 
— bacteriuria - eq (ot) 
— bony swelling from .. 667 
— in cerebrospinal fluid .. 305 
— empyema from .. 104 
— epididymo-orchitis due ‘to 478 
— in impetigo 558 
— laryngitis from . 650 
— membranous conjunicti- 
vitis from 231 
— meningitis from 305 
— nasal discharge due to. 178 
— orchitis due to .. : 67 
— pemphigus neonatorum 
due to 97 
— in phthisis 641 
— pyelitis from .. 576 
— recovered by blood cul- 
ture. 597 
— rheumatoid arthritis from 35 
— septiczemia from 335 
— sore throat due to 613 
— suffocative laryngitis 
from 616 
— in sycosis vulgaris 558 
— ureteritis from .. 472 
— urethritis from 70, 182, 581 
— inurine.. 69 
Staphylococcus pyogenes 
albus, in furuncles 429 
—-—-— innormal urethra.. 69 
— — — in otitis media 422 
— — — urethritis due to . 70 
— — aureus, cystitis due to 70 
— — — in furuncles: . 422 
— —-— infective endocar- 
ditis 209 
— — — nephritis due to 69 
— — — in otitis media .. 422 | 
— — — prostatitis due to.. 70) — 


ureteritis due to .. 
urethritis due to .. 
Staphyloma, posterior 
Starch grains, stained by 

iodine .. j ae 
— — in stools 170, 
— — — from pancreas dis- 

ease 

Staring appearance, 

Graves’s disease 
— — paralysis agitans 
Starts on going to sleep .. 


in 


Starvation, acetonuria due 
to ae 4 
— anemia from . 33 
— cachexia from 33. 413, 415 
— diacetie acid in urine. 4. 
— general wasting from .. 59 
— glycosuria in -. 264 
— leucopenia with. . = OO 
— loss of weight from .. 768 
— cedema of legs from 413, 415 | 
— phosphates in AP 
— wasting from .. 384 
Status epilepticus. . ». 144 
— lymphaticus, convulsions | 
from 144 | 


pyelonephritis dueto 69 


69 
70 


170 


241 | 
5 lie 


. 236 


236 
136 


. ALG | 


STAIN 


STOOLS 


Status lymphaticus, general | Stiff neck, contd. 
account of 382 | — — in tetanus 138, 417, 
Stays, breast irritated by 430 599, 649, 730 
Steam engines blowing off — — torticollis se DOANE 
in head .. 406 | Stigmata, venous, from 
— sore throat from - OLS} alcohol : 726 
Steel, effect of sweat on, Still’s disease, aneemia in 
after mercury 655 | 55, 378 
— groovers, subacromial _ — — emaciation in 35 
bursitis in 476 | — — (Fig. 169) » BOT 
— welders, photophobia i in 524 | Still’s disease, general ac- 
Stellar phosphate. . . 524 count of . 378 
Stellwag’s sign . 229 — — joint changes in 378 
Stellwag’s sign, in Graves’s — — limping from.. ie O62 
disease 215, 722 | — — lymphatic glands en- 
Stelwagon, on bath pruritus a larged m5, 376, 316 
— vesicular syphilis .. 756 | Still’s disease, main sym- 
Stenosis, aortic (See Aortic ptoms of .. Piet ii) 
Stenosis) —— pain in foot from .. 362 
— mitral (see Mitral Stenosis) | — — pigmentation in 4, oxffte: 
— of cesophagus (See Ciso- —- spindled finger-joints 
phagus, Obstruction we ina e 10 
— of pharynx 198 | — — spleen enlarged in 35, 
— pulmonary (see Pul- 378, 631 
monary Stenosis) | Sting, bee-, dysphagia from 198 
— pylorus (see Pylorus, — jelly-fish, erythema from 224 
Stenosis of) — — itching from .. iat 540 
— tricuspid (see Tricuspid — — oedema from .. 224 
Stenosis) — — urticaria from 224 
— of urethra (and see Stric- — tongue swollen from 198, 698 
ture) 7, 194 | — vesicles from en ory 
— of vagina 17 | Stinging-nettle, wheals from 771 
Stenson’s duct, calculus in 694 Stitch, appendicitis simu- 
Stercobilin, absence of, in lated by . 457 
carcinoma of pancreas 101 | — in athletes 431 
Stercoral ulcer of bowel 47 | — pain in the chest from.. 430 
— — cecum .. 459 | — — iliac fossa from 452, 
STERILITY 645 | 454, 457 
— curettage in curing .. 646 | — from overstrain of inter- 
| — impotence distinct from 312 | costal muscle. 431 
Sterility, list of causes of.. 646 — tenderness from 707 
_— from galpingo-oéphoritis 690 | Stockbrokers, chronic phar- 
— semen examination in.. 645 | yngitis in ee OlsapolllG 
— sex incidence of 645 | Stocking anesthesia in 
| — from z-rays ay 1OR hysteria ; 465 
Sternal region, eczema | — — peripheral neuritis 56 
seborrhceicum of - 491 | Stocking and glove anes- 
| Sternomastoid, callus in.. 142 | thesia (Fig. 256) 606 
| — injury of, wry-neck from 647 | Stokers, cramps in . 150 
— myoclonus of 137 lets ventricle enlarged in 206 
— rupture of 142 | — occupation neurosis in.. 476 
— spasm of, hysterical 141 | — pain in shoulder in 476 
— — torticollis from 141, 142 | — photophobia in.. .. 524 
Sternum, eroded by aneur- Stokes-Adams’s disease .. 83 
YSU .. 168, 434 | — — age incidence of . 146 
Sternum, lesions of, tender- —— apoplectic attacks in 146 
ness due to . 707 | — — arteriosclerosis and.. 146 
— node on, from yaws 403 | — — bradycardia from 83, 146 
— periostitis of 707 | — — bundle of His in 5. aos} 
— sarcoma of 7O7-|—— coma in 83, 118, 144 
STERTOR .. 647 | — — convulsions with 144, 
— coma with 647 146, 486 
— in convulsions .. 143 | — — cyanosis in sig tes: 
— definition of 647 | — — electrocardiogram in 
— in epilepsy : ayer tots) diagnosing . 486 
— with fatty heart 212 | — — epilepsy simulated by 
— in malingerer 147 83, 146, 546 
— nephritis 42 | Stokes-Adams’s disease, 
Stokes-Adams disease.. 83 general account of 146, 546 
Stethoscope in abdominal — — heart-block and 486, 546 
examination .. 82 | — — simulated by  sino- 
— detecting malingerer of auricular changes.. 546 
deafness : 166 | — — stertor in oxy AS. 
_— diagnosing hour-glass — — syneope in 83, 546 
stomach 318 — palpitations in . 486 
— — osteo-arthritis . 347 Stomach, aneurysm rup- 
| — testing knee-jerk a oy! tured into 76, 120, 265, 271 
— succussion detected by 651 | — atonic, diagnosis of 244, 245 
Stiff back (see Rigidity of — — gastrectasis from 653 
the Back) — — sense of fullness in .. 244 
STIFF NECK 647 | — carcinoma of (See Carcin- 
— — after burn 648 oma of the Stomach) 
— — from cold 647 | — congestion of, vomiting 
— — from draught 429 from = .. 765 
— — fractured spine 648 — contents (see Gastric 
— — infective arthritis 648 | Contents) 
—- inflamed lymphatic — defective motility of, 
glands ‘. 25,5647 gastric contents with 319 
— — injury +e .. 648 | STOMACH, DILATATION 
—-— meningitis .. 295, 649 OF (and see Dilatation 
— — a form of myalgia 467 of Stomach) 
— — from new growth 648 | Stomach disease in negroes 99 
— — pyorrheea alveolaris.. 648 | — — tenderness of spine 
— — rheumatism 138 from (Fig. 294) 716 
— — rheumatoid arthritis 648 | — fermentation in.. .. 241 
— — spinal caries .. 648 |— gas in, from pyloric 
— — spondylitis’ deformans 648 obstruction +. 245 


Stomach, gas in, contd. 
— — gas in splenic flexure 
simulating . as 
— — w-rays in diagnosing... 
Stomach, hemorrhagic 
erosion of 265, 269, 272 
— hairball in a Be afplie 
— herniated into thorax .. 652 
piemacy hour-glass (£7. 
128), 268, 318, 765, 
— hyperesthesia of 
hypertonic, diagnosis of : 
— horizontal position fore 
— sense of fullnessin .. % 
india-rubber bottle (see 
Carcinoma of Stomach, 
Diffuse) 
inflation in diagnosis (see 
Inflation of Stomach) 
injury of, hematemesis 


from 265 

— insomnia and 20 

— lavage of (See Lavage) 

- leather bottle (see Car- 
cinoma of Stomach, 
Diffuse) 

— liver abscess ruptured 
Ito... 370 

Stomach, methods of ex- 
amining .. 319, 320 

— motility, currants in test- 
ing ay os sf oO) 

— normal capacity of .. 244 

— — perpendicular nea 244 

— — site of. : wn 663 

-- skiagrams of 245, 269 

— paralysis of : iS 

— percussion, little value of 244 

— sarcoma of 630, 660 

Stomach succussion, general 
account of 174, 241, 

244, 522, 651, 652, 653 

— size of, modes of deter- 
mining ae ~. 244 

— tube, in diagnosing pyloric 
obstruction .. 124, 245 

— ulcer of (See Gastric Ulcer) 

— vagus branches to . 148 

— x-rays and bismuth in 
outlining (See 2-rays) 

Stomach-ache, spinal caries 
simulated by.. bs, Oe 

Stomatitis, acute gastritis 
from -) 267 

— — cedema of tongue in. 698 

Stomatitis, aphthous : 740 

- bacteriology in diagnosing 
nature of -. O42 

— bleeding from 72, 74 


blood- spitting from) Wi. e285) 
with dermatitis herpeti- 


formis . Pedy i: 
— dysphagia from 7A, 198 
— with erythema bullosum 74. 
— foul breath from 74, 87 
— — taste from 705 
Sionaiiee general account be 
— inflamed neck elands ; 879 
— lips swollen from 74 


from mercury BB, tas 74, 72 
microscope in diagnosing 


nature of .. 542 
— from oidium albicans a3 ae 
— pain from ae ne eee 
— perléche with 366 
— with pemphigus 74 
— from phosphorus 73 
— ptyalism from .. 542 
— salivation from.. 7A. 
— in scurvy Sate) 
— sprue .. ae ee tg 
— from syphilis .. vse es 
— taste loss from .. oni g RUE 
— tongue swollen from 74, 699 
— tuberculous .. 942 
— ulcer of tongue from .. 738 
Stomatitis, ulcerative . 740 
Stomatitis, varieties of .. 542 
— Wassermann’s test in 
diagnosing nature of 542 
Stone (see Calculus) 
Stonemason’s lung, hemo- 
ptysis from 286 
Stools, abundant, in hypo- 
pituitarism . 410 
— acid, from fermentation 170 


Stools, contd. 
— alkaline, from putrefac- 


tion. =. ave i) 
— amoeba coliin .. ote GZ 
— amcebe in Be ETE 
— bacteriology of, in zy- 

motic diarrhoea o. 884 


=hbile in .. Gy ALPAG) 
— black (and see Blood per 

Anum ; and Melzena) : : 
from bilberries 


— — from bismuth sulphide ie 
— — from iron sulphide :. 75 
— — from charcoal in eae 
— bloodin .. ee AO 


— — with ulcerative colitis 172 
and mucus in, from 
arsenic Sie eles) 
carcinoma of bowel 453 
colitis 77, 78, 124, 
I71, 663 
5 Bu] 
. 399 
556 


dysentery .. 
enteritis 
Henoch’s purpura 
intussusception 78, 
127, 171, 585, 663, 678 
: polypus 25 We 
— bulky pale offensive, with 
coeliac disease o Lua 
— — from pancreatic disease 116 
Stools, characters of fer- 


mentative ‘ 246 
Stools, characters of putre- 

factive 
— Charcot- -Leyden. crystals 

in 5 oeLO2 
— cholera vibrios in 273 


— clayey, from pancreatitis 661 
— comma bacilli in THALYS 
— connective tissue in 170, 172 
— diet before testing es O 
Stools, dyspeptic 5 Aira 
Stools, examination of, pene: 
ral account .. 17 
STOOLS, FATTY sh Pet) 
— — with carcinoma 
pancreas Ble eid) 
— — pancreatic disease 116, 
172, 191 
— fatty crystals in eed 0 
—-—- from pancreas dis- 


ease 5 Rees 
— frothy sour Sonlval 
— fruit-stones in .. Are lp 


— green, significance of .. 171 
—-— slimy, from _ simple 
colitis a Ac aitie: 
— leucocytes in eye OOM 
— lime salts in Ko) 
— meat fibres in, in pancrea- 
tiGISS as Sy a6 1G 
Stools, mucus in .. 170, 398 
— — from arsenic .. a5 RS 
— — carcinoma of bowel, 
129, 354, 398, 453, 


585, 630 

— — catarrh of small intes- 
tine. . eh i 
— — colitis .. 77, 78, 124 
— — constipation .. Bee ohio} 
— — in dysentery .. eo 
— — from fistula .. nee ths 

— — intussusception 78, 
120, 398 

— — with invagination of 
rectum ale 129 

— — from mucomembranous 
colitis = BSS 


due to pelvic abscess 427 
in rickets .. 145 
spastic constipation 125 
due to thread-worms ri) 
ulcerative colitis 172, 459 
— muscle fibres in 170, 172 
— occult blood in (see 
Blood, Occult) 
— offensive, from pancreatic 


disease oe LLG LO 

— pale bulky, from pan- 
creas lesions . 661 

—-— from bile-duct ob- 
struction 329, 372° 

— — frothy, copious, in 
hill diarrhcea Lis 
— — — — sprue ee ae) 

— — offensive, from pan- 
creas disease 172, 191 


STOOLS 


Stools. contd. 

— parasites in (see Parasites) 

— potato particles in 

— pus in (See Pus in the 
Stools) 


Stools, reaction of. . 170 
= rice-water, from arsenic 268 
— — in cholera make 
— in rickets - 145 
— shreds ‘- in ulcerative 
colitis . 5 oppllen a, 
— skins in .. 399 
— sloughs in, in "typhoid 
fever . 636 
— small dry hard, “due to 
greedy colon . 123 


— insprue.. Fe sated Si 


— starch grains in. 170 
— — — from pancreas dis- 
eage é re lifes 
Stools, tarry Ae 75 
— — after heematemesis 286 
— tough white particles in 171 
— trichinella in 464 
— with ulcerative colitis. . 172 
— yellow lumps in 170 


Stoutness (see Obesity) 
Stoves, slow combustion, car- 
bon monoxide poison- 


ing from 119 
STRABISMUS 649 
— amblyopia from 759 
— from cavernous sinus 

thrombosis en DOG 
— — cerebral disease 295 
— concomitant .. 649 
— convergent (Fig. 81) 176 

| — diplopia from .. 649 
— divergent (Fig. 82) .. 176 
— from error of refraction 649 
— illustrated (fig. 83) Ge 
— laryngeal paralysis with 495 
— from meningitis 147, oe 
323, 515 
- eek 649 
— from syphilis 495, 589 
Strain, aortic disease from 209 
— atrophy of testis from.. 67 
— ossification of tendon 

from 671 
— rupture of aortic valve 

from 210 


— tenderness of spine from 7 
Straining at stool, from 


colitis . : ayia 
— — (and see Tenesmus) _ 
Stramonium, asthma re- 
lieved by Se +s) O90 
Strangulation of fibroid 391 
|; — hernia (see Hernia, 
ee a en 
— spleen .. 632, 641 
STRANGURY .. 649 
— from calculus in ureter.. 40 
— cystitis .. ~ 5 A Re 
— definition of 649 
Strangury, from drugs 650 
Strangury, list of causes of 649 
— from retention of urine 
39, 395 
Strangury from tabes 650 
Straw, actinomycosis from 74 
— sporotrichosis from 290 
Strawberries, erythema 
from! ea. he os 220 
— pruritus from .. .. 540 
— urticaria from .. 225, 771 
Streptococci (Plate X X VIT1) 
614 
— in angina Ludovici 2 699 
— arthritis from .. 341 
— in ascitic fluid .. 48 
— bony swelling from 667 
— bronchopneumonia from 56 
— in cerebrospinal fluid .. 305 
— cystitis due to .. 70 
— empyema from .. 104 


= epididymo- -orchitis due to 
— in erysipelas ve 


— follicular tonsillitis 613 
- gastritis from 267 
— in German measles sore 
throat i ee 
— with gonococci .. a 34) 
— in impetigo ‘ .. 598 
— infective endocarditis gs, 209 
— Kirkland’s disease 616 | 


SUGAR 


Streptococci, contd. 
— laryngitis from 199, 418, 
419, 650 


— meningitis from . 805 


— nasal discharge due to.. 178 
— nephritis from .. 9, 69 
— orchitis due to .. 67 
— in otitis media .. 422 
— perléche from 366 
— in phthisis 641 
— prostatitis due to 70 


— pyelitisfrom .. Soo KS 

— pyelonephritis due to 

— recovered by blood cul- 
ture Ooi 


— in rheumatic sore > throat 613) 
— rheumatoid arthritisfrom 35 | 
— in searlatinal sore throat 613 | 


— septiceemia from BY) 
— sore throat due to 6 GS} 
— suffocative laryngitis 
front” 3. 158, 616 
— in typhoid fever . 341 
— ureteritis due to 69 
— urethritis due to 
— urine ; 69 
Streptococcus brevis, in 
normal urethra 69 
Streptotrichosis of liver .. 375 


Stricture of urethra, aching 


in perineum from 474 
— — albuminuria from 13 
— — anuria from .. wo 42 

— — ascending nephritis 
from oe lS 

— — bougie in diagnosing 

394, 470 
— — calculus behind 395, 620 
— — from carcinoma 184 


catheter in diagnosing 3 
cystitis from 578, 
difficulty in micturition 


with aes Ba 6) 
— — discharge due to 4g Mele 
—-— dribbling due to 389, 
394, 396, 470 
—-— endoscope in dia- 
enosing 183, 394, 
396, 470, 620 
— — epididymitis from 697 
— — epididymo - orchitis 
from 478 
— — from epithelioma os G97 
— — fistula due to 397, 620 
— — frequent micturition 
from 534 
Stricture of urethra, ‘general 
account of : . 396 
— — hydronephrosis from 280 


pain in penis from 469, 470 
painful micturition 
from - 396 
pyelonephritis from . a OrG 
pyuria from 575, 578, 581 
renal tube casts with 7 
retention of urine from 


39, 396, 649 
— — scrotal fistula from .. 621 
— — from soft sores . 184 
— — strangury from . 649 
— — uremia from.. 5 alANS 


urine changes from .. 8 


— — — stream changesfrom 394 
— — ulceration behind .. 478 
— — uremia from. ..- 146 
— urethritis with ae OSL 
STRIDOR . -. 650 
= definition of .. 650 
— hysterical . 651 
— with laryngeal obstruc- 
tion 157, 419. 590 
Stridor, list of causes of 
650, 651 
— from pneumonia .. 495 
— vocal cord paralysis 495 
String, cedema from 411 
Stroke (see Apoplexy) 
Strophanthus, bradycardia 
from ap 1 04s 
Strophulus, papules in Mitel. 
— simulating erythema 
multiforme ae -. 489 
— varicella simulated by.. 757 
— vesicles in 756 
— wheals in ergedi 
| Strychnine, heemoglobin- 
uria from ~» 284 


70 | 


891 


Stirychnine, contd. 
— poisoning, chemical ana- 


Wks in diagnosing 417, 599 
— convulsions in 138, 
144, 729, 730 
—-= from hypodermic in- 
jection se Oey, 
— — hyperacusis from 309 
— — hysteria simulating 
417, 598, 729 
— — localized convulsions 
from .. 144 
— — no lockjaw in 417 
— — mind clear in .. 418 
— — opisthotonos in 417, 599 
— — from rat paste 599 
— — retracted head from. 589 
— — risus sardonicus in 
417, 598, 599 
— spasm in 599 
Strychnine poisoning, teta- 
nus distinguished from 
152, 599 
/--—-— simulated by 138 
— — trismus from. en ow 
— — from vermin destroyer 417 
| — priapism from .. 538 
Stupor, bradypnoea with. 84 
— from cholemia .. .. 324 
— in diabetes 86 
— epilepsy . 85 
— (and see Coma) 
Stylomastoid foramen, le- 
sion at .. 494 
Styptics for bladder 580 
Subacromial bursitis 476 
Subclavian artery (See 
Artery, Subclavian) 
— vein, obstructed 259 


Subcutaneous abscess (see 
Abscess, Subcutaneous) 

— nodules (see Nodules, 
Subcutaneous) 

Subdiaphragmatic abscess 
(see Abscess, Subdia- 


phragmatic) 
Subdural hemorrhage, 
convulsions from ~ dee 
Subinvolution, endometritis 
with Ao eters 
— menorrhagia from 386, 387 
— metrostaxis from ne Bt 
Sublingual gland, chorda 
tympani and. 494 


Submammary abscess (see 
Abscess, Submammary) 


— folds, erythrasma Of exe bill 
Submarine cable repairing, 
mercury in saliva and 542 
Submaxillary gland duct, 
ealeulus in .. 694 
— — chorda tympaniand.. 494 
— — swollen in Kirkland’s 
disease 2 GG 
Subphrenic abscess (see 
Abseess, Subdiaphrag- 
matic) 
Subscapular nerve .. 005 
Subscapularis, nerve supply 
of .. 000 
— root innervation of .. 509 
Subthalamic region, tumour 
of, signs of .. 727 
Succinie acid, leucocytosis 
ELOmM ae 5.6 BxEA) 
SUCTUSSION SOUNDS . 651 
Succussion in abdomen, 
general account of .. 653 
Succussion in chest, general 
account of .. 651, 652 
Succussion, gastric 174, 522, 
651, 652, 653 
— — with atony 241, 244. 
— in pleural cavity 5 ex) 
— with pneumothorax . 168 


Sucking discs of tape-worms 519 
Suckling, drugs transmitted 
Jap ae : 


.. 145 

Sudamina .. 828, 654 
Sudan III in staining fat 

droplets 108 
Sudden death (see Death, 

Sudden) 
Suffocation, sense of, after 

flushing 241 
Sugar in cerebrospinal fluid 304 
— dermatitis from . 75d 


892 
Sugar, contd, 
— fingers affected by ; 239 
— indigestion, stools with 171 
— polarimeter in estimating 263 
— pruritus from . 540 
Sugar, quantitative estima- 
tion of - 263 
— taste of . 706 
— in urine (see Glycosuria) 
Suggestion, © amenorrhcea 
from 18 
— treatment, of functional 
aphonia ; .. 495 
—-—inhysteria’ .. 308, 526 
— — neurosis . 487 
— — photophobia cured by 526 
Suicide, by arsenic 717 
— from melancholia 405 
— neurasthenia 309 
— with phosphorus 336 
— strychnine : ne SLT 
— due to tinnitus.. ee: 
— voices urging to .. 405 
Suleus, Harrison’s 145, 167 
Sulphanilic acid in diazo- 
reaction Sc LE 
Sulphate, ammonium, in 
acetone test . 3 
— copper (See Copper Sul- 
phate) 
— indoxyl, in urine .. 745 
— of zine, vomiting from.. 765 


Sulphates, ethereal, in urine 314 
— phosphaturia and - 023 


Sulphheemoglobineemia 157, 161 
Sulphide, ammonium, in 
lead test ee OO 
— — in reducing oxylimo- 
globin. : 284. 
— of iron, black motions 
from 50, Be) 
— lead, from eystin elo 
Sulphides, bacillus aero- 
genes capsulatus pro- 
ducing rie +6 206 
— foul taste from .. . 705 
Sulphocyanate of potash, 
in Bang’s process 5 Zee! 


Sulphonal, bradypnoea from 84 
— Cheyne-Stokes breathing 108 


— coma from ~ L118 
— cyanosis from Peelor, 
— erythema from .. SEP 
— heematoporphyrinuria 

ido 5), . 744 
— hemoglobinuria from .. 284 


methzmoglobinuri ia after 157 


Sulphonal, poisoning nb . 744 
— purpura from D093 
— reducing substances in 
urine | after 3. BY 
— urticaria from A HECOM 


Sulphur chloride, acute 
yellow atrophy from 334 
— — jaundice from 325, 334, 337 
— dioxide, nasal discharge 178 
Sulphuretted hydrogen, 
eosinophilia. from 5 EAM) 
— — hemoglobinuria from 284 
Sulphuric acid (see Acid, 
Sulphuric) 
Summation of 
stimuli aut 
Summer, oe ae 
EMME 5 
— diarrhoea in 
— — of infants - 533 
Sunburn, pellagra simu- 
lating: ¥. ee .. 226 
Sunshine, deficiency of, 
rickets from . . 145 
— eyestrain from .. .. 446 
Sunstroke, headache from 296 
— hyperpyrexia after . 309 
Sunlight, workers in strong, 


painful 
708 


171, 533 


photophobia in . 624 
Superciliary ridges in acro- 
megaly . 685 


Superficial circumflex iliac 
vein, in appendicitis.. 454 
Superinvolution of uterus 18, 19 
Superior gluteal nerve .. 498 
— laryngeal nerve . 148 
— longitudinal sinus, emis- 
sary vein from ». 220 
—-—- thrombosis (see 
Thrombosis) 


SUGAR 


Superior, contd. 
— oblique paralysis (fig. 


83), 177 | 


— rectus paralysis (fig. 83) 177 
— vena cava (see Vena 
Cava, Superior) 


Supinator brevis, nerve 
supply of 505 
— jerk, increased in brachial 
monoplegia 502 
— longus, escape in plumbic 
wrist-drop  .. a L0k3) 
— — myoclonus of. 137 


— — nerve supply of .. 505 
— — paralysis of, in Erb’s 
palsy : 507 
— — root innervation of . 509 
Suppositories, dyschezia 
relieved by 122 | 


SUPPRESSION OF URINE 39 


Suppuration, albumosuria 
Wiube oy. a LG 
— anemia with 34 
— lardaceous disease from 
2, 375, 635 


with 35, 
360, 572 
Suppuration in liver, general 

account of _ . 36 
= polymorphonuclear cells 


— leucocytosis 


increased in .. 35 
— prolonged, amenorrhcea 
from 7. 18 | 


Supraclavicular lymph- -glands 
(see Lymphatic G lands, 
Supraclavicular) 

Suprahyoid cyst, tongue 
swollen from.. aie ETS) 

Supranuclear paralysis .. 492 

Suprapubic pain (see Pain 
in Hypogastrium) 


Suprarenal, high blood- 
pressure and . 388 
— rests, hypernephroma 
enaKel 355 
— sarcoma of 252, aa: 
— secretion, menstruation 
eal 48 ar Sc Ghote: 
— tumour, no Addison’s 
disease with .. pol 
— — ascites from .. 46 


Suprarenal tumour, enlarged 


spleen distinguished 
from... 629, 630 
— — hematuria due to 630 
Suprarenal tumour, kidney 
simulated by 331, 
354, 630 
—- laparotomy in dia- 
gnosing 5 oy 
-- liver enlar cement simu- 
lated by , ool 


portal aVerueuOn from 46 
sexual precocity with 664 
— spleen simulated by.. 664 
— — simulating... . 662 
— swelling in hypochon- 
drium from 354, 629 
Suprascapular nerve 504, 506 
Sune aspinatus, nerve supply 504: 
— pseudo-hypertrophy of 513 
— too deep to test R.D. in 506 


— wasting of, in phthisis.. 61 
Swallowing, arrhythmia of 
heart and - .. .. 045 
— difficulty in (See Dys- 
phagia) 
Swallowing, pain on 198 
— pulse rate and .. -. 549 
Sweat, black .. 654 
Sweat, bloody .. 655 
— blue ¥; 654, 655 
— foul smelling 654. 
— green... .. 654, 655 
— iodide.in.. .. 655 
— mercury in .. 655 
— red ie 654, 655 
— tinged in jaundice .. 324 
—urinous . .. 655 
— violet 654 
yellow .. 654 
SWEATING, ABNORMALI- 
TIES OF : . 654 
— from abscess of liver .. 597 
— absence of .. 654 
— — from sympathetic par- 
BEY Sis ale Sac PHT 


| — night (see Night Sweats) 


| SWELLING, ABDOMINAL 


SWELLING 


Sweating, contd. 


— in acute rheumatoid 
arthritis 342 
— from biliary colic eenG 
— clammy, from snake-bite 337 
— with colic é mien ule 
~ from coli bacilluria 569 
— constipation from 2. 125 
— crises, in tabes 515, 654 
— in Graves’s disease 726 
— of head in rickets 145 
— in influenza waOog 
— malaria .. es 30, 568 
— in pyemia 335 
— pyonephrosis 357 
— relapsing fever ‘ 637 
— rigors $ 594 
— salpingo- papnorus 690 
— sensation as of, in 
syringomyelia 609 
— in septic arthritis 339 
- septiceemia : 338 
— from sinus thrombosis. . 597 
— sour, in acute rheuma- 
tism ae Se 5 siete) 
— sudamina from . 5 8} 
— from suppuration 690 
— thirst from ~ 20) 
— unilateral, in hysteria. . 654 
— — from sympathetic irri- 
tation 654 
— urate deposit due to 740 
Sweats, in blood diseases 596 


— with ‘liver abscess 


= from pyemia 


| — in typhoid fever 595 
Sweep’s cancer of scrotum 

695, 731 

| Sweets, blue urine after .. 747 

— eosin in . 7145, 747 

| — green urine after 747 

| — methylene blue in T47 


Swelling, abdominal, from 
abscess .. 658 
—-— aneurysm  .. 331 
— — appendicitis .. 677 
— — ascites = oe OL 
— carcinoma 317, 318, 677 
—-— constipation .. 127, 656 
— — distended bladder 45 
— — diverticulitis . 453 
— — gastric ulcer .. 318 


heart impulse displaced 

y Ao. 2) 
from hydatid " disease 658 
intussusception 78, 

115, 127, 663 

— — linea allicantes from.. 365 
Swelling, abdominal, list of 
causes of 


| 


— — liver pushed up by . weaOd 
— — from meteorism . 656 
— — obesity . 656 
— — palpitation from .. 485 
— — pancreatic cyst 5 Worl 
— — phantom tumour 7 G09 


simulated by hysteria 390 
in tuberculous perito- 
nitis.. a 48, 657 
Swellings of abdominal wall! 655 
SWELLING, AXILLARY 666 
SWELLING ON A BONE.. 667 


— — from callus o 1007 
— — in chloroma . Bg WOO 
— — gout .. 670 
— — from injury So hoy 
— — in osteo-arthritis 5 OY) 
— — osteomyelitis . 667 
— — periosteal hemorrhage 667 
— — periostitis 667, 668 
— — pulmonary osteo- 
arthropathy > 670 
— — sarcoma .. 668 
— — scurvy-rickets . 670 
— — syphilis . 669 
— — tubercle . 668 
— — typhoid fever . 670 


in Douglas’s pouch, from 
appendicular abscess 
— — leaking ectopic gesta- 


587 


tion i EDS 
— —-— parametric abscess 587 
— — — pyosalpinx . 587 


— epigastrium, from aneur- 
ysm el 


Swelling, cpigastrium, conid. 


—-— from carcinoma of 
stomach 317, 660 
— — gastric ulcer . - 660 


hypertrophic stenosis 

of pylorus . -. (67 
due to pancreas 630, 661 
sarcoma of stomach.. 660 
scybala in colon . 661 
subdiaphragmatic ab- 

scess .. 658 
tuberculous omentum 661 — 
SWELLING OF THE FACE 673 
— — from insect bites.. .. 674 
— feet, from exposure in 
trenches ae .. 224 
(and see Gidema 


SWELLING, FEMORAL... 674 
— from abscess 674 
— — aneurysm 674 
— — bursa .. é 676 
— — ectopic testis.. 676 
— — enlarged glands 675 
— — hernia 2. 6745679 
— hip disease 676 
Swelling, femoral, new 


growths causing 675, 676 
— from parametric ab- 


scess . 676 
— — psoas abscess.. . 674 
— — saphena varix .. 674 


in groin, in pseudo-herma- 
phroditism .. 646 
on head, from aneurysm 
opening vena cava .. 159 
— in chloroma .. -. 996 
in hypochondrium, from 


enlarged spleen . 628 
— — pancreatic cyst oa Obi 
— — phantom tumour yy Gog 


— subdiaphragmatic ab- 
seess 658 
Swelling in hypochondrium, 
left 


from “carcinoma of 


colon 629, 630 
— — — — of pancreas - 629 
— —-—-— stomach.. . 629 
— — — cyst of pancreas .. 629 
— — — feces in colon . 629 
— — — kidney tumour . 629 
— — — ovarian tumour .. 629 


perinephric abscess 629 
suprarenal tumour 629 
tuberculous perito- 
nitis 629, 631 
Swelling in hypochondrium, 
right .. 659, 660 
intussuscep- 
tion Ae o7 678 
— — — liver abscess 2 ODS 
— — suprarenal tumour .. 354 
Swelling in hypogastrium 665 
— — from distended bladder 665 


— — phantom tumour . 659 
— — pregnancy .. 666 
— — urachal cyst . . 666 


in iliac fossa, from aneur- 


ysm of iliac artery .. 460 
— — — appendicitis 354, 454 
— —-— carcinoma ceci .. 459 


distended caecum .. 459 
iliac bone tumour.. 460 
inflamed glands .. 459 
from psoas abscess 582 
retained testis 
tuberculous cecum 
— — iliac glands +») 409 
SWELLING IN ILIAC 
FOSSA, LEFT 
Swelling in iliac fossa, left 
from appendicitis 
— — — — carcinoma of sig- 


moid colon .. 453 
SWELLING IN ILIAC 
FOSSA, RIGHT 626 


Swelling in iliac fossa, oe 


665 

— — — — actinomycotie .. 677 
— — — — from eer 

es 677 

—---- sceneries 7.6m 

----- of cecum . 665 

— — — — chondroma 678 

— — — — enlarged glands.. 665 

—---- feces. 677 


due to gall- “pladder 678 


Swelling in. tliac fossa, contd. 
— — right, from hip-joint 
disease 665, 678 
— — — hydatid .. OS 
iliac abscess . 665 
impacted feeces 665 
intussusception 678 
kidney . 678 
local peritonitis. . 665 
movable kidney 665 
osteomyelitis 5) Wife) 
phantom tumour 659 
psoas abscess .. 665 
Riedel’s lobe 
sacro-iliac 
disease 
sarcoma .. 
of caecum 
spinal disease .. 678 
stomach .. are (itis) 
tuberculous czecum677 
glands ye Ohie 
— wandering spleen 678 
SWELLING, INGUINAL .. 678 
Swelling, inguinal 582, 664, 
665, 666, 679, ey 
— — testes causing 
SWELLING, INGUING: 
SCROT AL 682 
SWELLING OF THE JAW, 
LOWER 683 
SWELLING OF THE JAW, 
UPPER ov .. 685 
— in lumbar region, from 
enlarged spleen . 628 
aly in ieee aregioa, 
eft 
~~ — right af 662, 663 
SWELLING, MAMMARY ues 


—-—in mastodynia 
— of muscles in rat-bite 


joint 
665, 


.. 665 


fever .. 598 
— neck, from thyroid-gland 
enlargement . Ao, al 
SWELLING, PELVIC 688 
—— in cryptomenorrhea 18 
—-— from extra - uterine 
gestation Bion 


Swelling, pelvic, list of causes 
of . 688 


rectal examination in 


diagnosing . . 678 
— — rising into iliac fossa 678 
— — from salpingo-odpho- 
ritis 193 
— — yaginal examination i in 
diagnosing . ac Lofft) 
—— (and see Pelvic Tu- 
mour) 


SWELLING, POPLITEAL 691 
SWELLING, PULSATILE 693 
— — aneurysm causing 76, 
92, 93, 168, 208, 
271, 331, 428, 429, 
437, 460, 516, 693, 
714, 720 
— — egg-shell crackling with 150 
—-— meningocele causing 230 
— — osteosarcoma causing 


150, 152 
SWELLING OF THE SALI- 
VARY GLANDS .- 694 
—--—(and see _ Salivary 
Glands) 
SWELLING, SCROTAL .. 695 
— — from hydrocele 481 
— — spermatocele.. .. 481 
—-— (and see Testis, En- 
larged) 
SWELLING OF THE 
TONGUE : . 698 
— umbilical, from carcin- 
oma, 483 
— — from cyst of omphalo- 
mesenteric duct 483 
— — divarication of recti.. 483 
— — granulation tissue» .. 483 
— — hernia 483 
— — intertrigo 483 
— — new growth .. 483 
— — (and see Tongue) 
Swelling in umbilical region 663 


from enlarged spleen 
— — — due to pancreas 

— — — from sebaceous cyst 
— -—-— tuberculous  peri- 
tonitis 


a tapes 


678 
678 | 


= pustules i in é 557 
— ringworm distinguished 
from 249 
— vulgaris, acne simulating 559 
|-— crusts in 559 
| Sycosis vulgaris, general 
account of .. 558 
— — no itching with »- 959 | 
— — parts affected by . 598 
— — pustules in » O58: | 
— — staphylococci in 558 | 


SW ELLING 


Swelling, contd. 


SWELLING, VULVAL .. 699 
Swimmers, cramps in 5 a 
— dead fingers in .. a Ls 
Sycosis, crusts in .. ac (ex0h0) 
— leprosy mimicking .. 403 
— lips affected by.. . 600 


from 
Sympathetic, paralysis of 
cervical (see Paralysis 
of Cervical Sympathetic) 
— pigmentation from irrita- 


tion of 527 
Symptoms, proper names 
associated with (see 
end of Index) 
Syncope in Addison’s dis- 
ease... oh Sia re 
— with fatty heart 212, 213 
— from hzematemesis 268 
— heart-block . 9546, 549 
— myocardial changes 300 
— in Stokes-Adams disease 
83, 546 
— thymic infantilism 189 
Synechize from iritis 72, 232 


Synovial membrane, gumma 


of Pi Av. .. 348 
Synovitis of eee ro 
from ; 
— erepitus from 152 


— gonorrhceal (See Arth- 
ritis, Gonococcal) 

- infective, anemia with 32 

— — epitrochlear gland en- 


larged from 381 
— — from pyorrhea 74 
— of knee, limping from .. 362 
-- pain from : 438 
— pain in the shoulder from 474 
Syphilides, absence of itch- 
ing in . 560 
— acne vulgaris resembling 560 
Syphilides, acneiform 560 
— cachexia with .. aon BAO) 
— coppery colour of 491, 560 
Syphilides corenes 490 


— crusts on pen.) 


syphilide distinguished 559 | 


Syphilides, ecthymatous .. 560 
— enlarged glands with 560 
- impetiginous . 560 
— iodide eruption resem- 
bling -« 960 
— itching rare in 540 
— large acuminate . 560 
— lichen planus simulating 491 
— — scrofulosorum simula- 
ting .. 488 
— miliary .. 560 
— papular, fingers affected 239 
— pigmentation of skin 
ih OTON es 249 
— pityriasis rosea distin- 
guished from 604. 
— polymorphism of -» 491 
— psoriasis distinguished 
from! 2. - 603, 604 
—-— simulating . 491 
Syphilides, pustular, general 
account of - 560 
_— raw ham colour of 560 
— scarring from 560 
_— small acuminate 560 
| Syphilides, small fat pustu- 
lar - 560 
— sore throat with | 560 
— — tongue with .. 560 
— staining of skin from 560 
— tinea cireinata distin- 
guished from. 249 
— — sycosis distinguished 
from 249 | 
— — versicolor simulating 250 | 
— tuberculides distinguished 
from & O09) 


SYPHILIS 


Syphilides, contd. 

— variola resembling .. 360 
— vesicles in 560 
— Wassermann’s test with 


Syphilis, abductor pare 
lysis from OS 
acetonuria from 
aching in - 562 
acute cyanosis from 158 
acute nephritis from 10 
Addison’s disease simu- 
lated by ae nc hae 
albuminuria in .. LS 
albumosuria from 16 
alopecia from .. 403 
anzemla due to .. 21, 33 
aneurysm from 196, 271, 
291,435, 437, 516, 664, 714 
— of celiac axisfrom .. 331 
— heart from 213 
angina pectoris from. 

538, 210 
anosmia from .. ee OZ 
aortic disease from 14, 

46, 209, 211 
— regurgitation from 


53, 98, 207, 210 


— — valve rupture from .. 210 
— aortitis from 433 
Syphilis, arthritis from 348 

— ascites from 5 ae 
— asphyxia from .. 158 


atheroma from 207, 210, 474. 
atrophy of testis from 66, 479 


baldness from Hal 

bathing-drawers area 
affected by . 401 

bleeding gums in 72, 73 


Syphilis, bone affections due 
t 669 


— — convulsions from 144, 146 
— — cranial nerve paralyses 
from .. 146 
— — dementia from. .. 146 
— — headache from .. 146 
— — hemiplegia from «9 L46: | 
—-— insomnia from 146, 
321, 322 
-- softening from eOlom 
— — thrombosis from 147, 304 | 
— — types of lesionsin .. 146 
— chancre in (see Chancre) 
— Cheyne-Stokes breathing 
OMI |. 108 | 
Syphilis, choroiditis from 
(Plate XIX) . -- 416. 
— chronic glossitis from .. 738 
-- mediastinitis frome 7 Ok 
— — peritonitis from 52 
— — thickening of bones 406 
— combined scleroses from 517 
— condyloma in 490 
— congenital,adiposis dolo- 
rosa from 410 | 


0 ave On ae 
of bone, osteitis defor- 


mans simulating 55 thw) 
— pyogenic periostitis 
simulated by . 669 
— — simulating . a Meth) 
— skiagram showing .. 669 
— therapeutic test for .. 669 
— tubercle of bone simu- 
lated by 669 
— Wassermann test for 669 
bony swelling from  .. 667 
bridge of nose fallen in 
from so JEAY) 
bronchiectasis from wis 292 
bronchus stenosis from 
259, 292,. 535 
bruit de diable in Bo PR} 
bubo with i 679 
bulle in 96, 97 


cachexia from 4, 8, 13, 
3a, Lia, ole, 413, 415, 
527, 559, 604 
carcinoma of tongue from 739 
cases of obscure pains 
due to sce CHET 
cavernitis from . 478 
central nervous system, 
lymphocytes in cerebro- 


spinal fluid in . 805 
cerebral, aphasia from.. 146 
— coma from 117, 144 


— arthritis in 


59, 560 


235, 348 | 


893 
Syphilis, contd. 
| Syphilis, congenital, bone 
changes due to 669 
— — cachexia in 400 
— — café-au-lait skin in 400 


-- cirrhosis of liver from 32 


— — coma from .. 144 
— — condylomata in 385, 400 
— — convulsions from 144 
= — coryzafrom .. 400 
— — craniotabes from 152, 
205, 711 
— — deafness from 166, 235 
— — depressed nasal bridge 
in (fig. 106) 234, 235 
— — diplegia and . 132 
— — ear affection from 752 
— — epiphysitis from 669 
Syphilis, congenital, facies 
of iee3 
— — familial acholuric j jaun- 
dice and 332 
— — family history and ..0635 


Syphilis, congenital, teeth it in 


‘diplegia from 


forehead large in 204, 

(fig. 106) 234, 23: 
frontal bosses in ee” 
head enlarged in 205, ! 
hip-joint disease in .. 3 
hot-cross-bun head in 


PALL) 

interstitial keratitis in 
348, 

Jacquet’s erythema 
simulating 5a 
jaundice from 329, 

keratitic opacitiesin.. $ 
lardaceous disease from 


375, 527 
— laryngitis from 400 
— limping from.. Be oho 
— liver changes from 372 
— — enlarged from te Oot 
— marasmus from OD 
— mental defect in 235 
—mercuryin .. . 348 
— nails affected by 400 
— napkin. region erup- 
tions from .. .. 400 
— nerve deafnessin .. 348 
— notched teeth in (Fig. 
107) 234 
— optic atrophy in -. 205 
— osteochondritis in . 348 


Parrot’s nodes in 385, 669 
pemphigus neonatorum 

due to 
pseudo-leukeemia and 

37, 

sallow complexion in 
sears round mouth in 
seborrhceic eczema 

distinguished from 
senile facies in 
separated epiphysis in 
skin eruptions from .. 
snuffes in 385, 400, 
sore angles of mouth 

in (Fig. 107) 
spleen enlarged in 632, 
tabes from 


234 
635 
440) 
235 
— tenderness of scalp in 711 
testes affected by . 479 
tibial deformities in.. 235 
von Jaksch’s disease 
and . 
Wassermann "reaction 
in 235, 348, eee 
— wasting due to 
corona veneris in Pec 
coronary artery obstruc- 
tion from A 
crural monoplegia from 
deafness from A 
diazo-reaction in A 
dilated aortic ring from 2 


distinction from ee 
dermia, F 
dysphagia from 
of ear, tinnitus from 
eczema simulating 
endarteritis from 17, 304, 
epididymitis from 
esthioméne and 
Eustachian tube obstruc- 
tion from 


197, 1 


894 
Syphilis, contd. 
— extragenital chancre in 
(Fig. 23) 73 
Syphilis of face -» (35 
— facial paralysis from 
(Fig. 230) 541 
— fauces affected by er OL Sa 
— fibroid heart from 53, 213 
— — lung from 292 
— fingers affected by 239, 240 
— follicular tonsillitis simu- 
lated by : . 614 
— fusiform aneurysm from 210 
— gangrene from . 255 
Syphilis, general paralysis 
and . 248, 495 
— — wasting from. Se woo 
— gingivitis from .. se 133 
— gumma from 52, 403 
4 


— — in liver from .. ee ODT 
(and see Gumma) 


— hematemesis from 266, 275 
— hemoglobinuria from 
284, 285 
— headache from .. .. 294 
— heart-block from 83, 546 
— heart effects of .. So 18) 
— hemianopsia from co ahOM 
— hemiplegia from 119, 
303, 304 
— herpes from me 184 
— hydrocele from .. 479 
— impotence from 313 
— incubation period of 618 
— infantilism from 189 
— inguinal glands enlarged 
in 184 
- intermittent claudication 
and = 440 
Syphilis of internal ear .. 752 
— iodide in diagnosing 63, 
480, 568, 588, 604. 622 
— iritis from : 403 
— no itching in 756 
— Jacksonian epilepsy from 
137, 147 
— jaundice from . 326 


lachrymal glands enlarged 

in Ae . 695 
lardaceous disease from 

8, 30, 172, 372, 375, 635 
laryngeal paresis from. . 589 
— laryngitis from 13, 613 
of larynx, distinction from 

carcinoma .. eg DE) 
Syphilis of larynx, notes on 
616, 617 

ae, EY) 


| 


— — phthisis with.. 
— larynx ulceration from.. 293 
— leontiasis ossea from .. 204 
— leprosy mimicking 403, 404 
— leuco-melanodermia from 


(Figs. 223, 224) 528, 529 
— leukoplakia from 209, 739 
— lips affected by.. 1 O00) 


— of liver, ascites with 46, 47 

— — — rare from $5 oN 
— — cirrhosis distinguished 

from moral: 
Syphilis of liver, ‘general 
account of ae 

— — jaundice from . 825 

— — — rare from OL 


— — liver enlarged with 47, 326 
— liver lobe dwarfed by .. 366 
— lupus simulated by . 402 
Syphilis, lymph-gland en- 
largement in 240, 376, 
377, 491, 618, 679 


— macular (Fig. 170) 383 
— measles simulated by .. 383 
— — simulating . 384 


— mediastinitis from 435, 
(Fig. 303) 749 
— medulla oblongata degen- 


eration from .. rcs AM 

— Méniére’s disease from.. 166 

— meningitis from . 147 
— mercury in 63, 99, 480, 

588, 604, 622 

— Miculicz’s syndrome in 695 

— miners’ phthisis and .. 288 

— mucous tubercles from 620 
— multiple cranial nerve 

paralyses from 541, 589 


— myocardial affection from 
14, 704 


SYPHILIS 


Syphilis, contd. 

necrosis of jaw from - 683 
~— nasal bones from 179, 210 
nephritis from .. 9 
noises in the head from 406 
obscure nerve cases due 


to aes fe BUD 407 
— occipital glands enlarged 
in POLS 


oedema of | legs from 413, 415 
onychia from ..- 400 
ophthalmoplegia interna 


from 552 
— orchitis from 66 
— otorrhcea from .. 422 
— ozeena from 179 


pachymeningitis from 

406, 477, 509, 516 
pain in limbs from .. 466 
— pancreatitis from . 100 
Syphilis, papular forms of 490 

— papules in 401, 487, 
559, 700, 756 

paralysis of palate from 
588, 589 
— of pharynx from - 588 
— vocal cords from 495, 651 
paraplegia from 516, 517 

paroxysmal hamoglobin- 


uria from : 284 
— perforating ulcer, of foot 

LEOTO Ns ao (es 
— — palate from 178, 210, 588 
— perichondritis from 2203 
— perihepatitis from 52 


perineal affections due to 620 
periostitis from.. 204, 622 
— peripheral neuritis from 

61, 64, 465, 466 


— perléche simulating . 366 
— pernicious anemia simu- 
lated by ae Dae, 


pharyngeal stenosis from 198 
pharyngitis from 73 


— pigmented scars from 
209, 360 

— pigmentation of mouth 
from : a2 Ded 
— — skin from 528, 529 


— pre-auricular glands en- 


larged in -. 695 

Syphilis, primary, general 
account of 

— primary lateral sclerosis 

ODM meee Oita 
— pseudo- elephantiasis vul- 

vee from 3 PAOD 
— pseudo-paralysis in . 348 


ptosisfrom (fig. 229) 541 
pupil reacting to light 
but not to accommo- 

dation in ae 4S, Bale 
pustules in 490, 557, 

558, 559, 562, 756 

pyrexia in 562, 563, 568, 614 
rarefaction of skull bones 


from 5p be 
— raw ham colour in .. 490 
— regurgitation of food 

‘through nose from .. 178 


retrobulbar neuritis from 446 


— rhinitis from Ae Re) 
— rosacea distinguished 

from ees 2. 242 

— roseola in 73, 615, 618 
— — changes with temper- 

ature Me OOe: 

Syphilis, rupia in 600, 601 


— ruptured aortic valve and 210 


— — heart from 213 
— salivary glands enlarged 695 
— salvarsan in diagnosing 
480, 588, 604, 619, 622 
— scales in 490, 491, 601, 602 
— searring from . sone TAMIIE 
— — of face from (Fig. 227) 541 
—-— palate from .. ae Zal0) 
— sciatica due to . 407 
Syphilis of scrotum .. 621 
— seborrhcea simulating .. 384 
— second infection with .. 619 
- secondary, acute ne- 
phritis in -. 542 
— — albuminuria in . 3384 
Syphilis, reget condy- 
lomata of . 700 
——-— in earin .. 422 


TABES 


Syphilis, secondary, contd. 
—-— epididymis affected 
Ines. ae sr 
generalized lymph- 
gland enlargement 
THAW se 376, 
herpes zoster simulat- 
ed by 
hyperacusis in 
jaundice in 
mercurial stomatitis i in 
mucous patches in .. 
osteocopic pain in 
pain in the limbs in . 
periostitis ThO) A 
pyrexia in 
roseola in : 
simulating catarrhal 
jaundice 
sore throat in 
Syphilis, secondary, tender 
bones in : 
— — tenderness of scalp in 
— — thyroid peti enlarged 
in 4 : 
— — vesicles in 
serpiginous ulcers in 
severe anzemia from 
shedding of nails in 
simulating lepr OSy : 
skin stains in 384, 490, 
small-pox simulating 
snail-track ulcers in. 
soft sore and ao 
softening of cord from. . 
sore throat in 491, 568, 
613, 614, 
(Plate XXVI) . 
sore tongue in 
spinal meningitis from 
260, 
— thrombosis from 389, 
spirochetze in 73, 334, 


> 


— (Plate XX VITI) 
stenosis of trachea from 
stomatitis from 135 
strabismus from 
495, (Mig. 228) a 
stridor from 3 ay 
tabes and 440, 495, 
tachycardia from 
tenderness of bones in 
— scalp in 615, 
Syphilis, tertiary, lupoid .. 
Syphilis of testis .. 479, 
— — scrotal fistula from .. 
— therapeutic test and 63, 
71, 199, 480, 560, 568, 
588, 604, 619, 622, 
696, 735, ie 
— thrombosis from , 
— tinea simulating 
— tonsils affected by 
Syphilis of tongue 
— transverse myelitis from 
— tubercle associated with 
— ulcers from : 
— ulceration of bronchus 
from. 
— larynx from 158, 199, 
287, 419, 
Syphilis, ulcetat De of leg 
from .. 4 ae 
nose from ; 
palate from .. 
perineum from 
scrotum from os 
— tongue from .. 209, 
— tonsils in 
vulvafrom .. 
Syphilis, urethral effects of 
— valvular heart disease 
inONNGY, Si 
— varicella simulated by.. 
— varicose abdominal veins 
from (Fig. 303) 
— vesicles in 
— vulval swelling from . 
— Wassermann’s test in 33, 
GPAs ey Tierelss UE AoE 
184, 197, 299; 210; 
292, 304, 377, 408, 
480, 491, 541, 568, 
604, 615, 622, 679, 
696, 735, 
— yaws simulating 


490, 5 


738 


-. 403 


Syphiloderms . 490 
—— (and see Syphilides) 
Syringing ear, vertigo from 753 
Syringomyelia, ape-hand in 110 
Syringomyelia, arthritis in 349 
— ataxy in : ae Ve 
— atrophic palsy in 

(Fig. 262) es 
Babinski’s sign in : 


— brittle bones in . «a 987 
— Brown-Séquard " pheno- 
mena in Se ge! hes RO 
— bulle in ne 96, 97 
— central canal changes in 62 
— Charcot’s joints in 257, 516 


claw-hand from 109 
f Gig: 45), Ae 257. 
cold sensations in 3609 


—— sense lostin .. oF 

— cord segments affected 
by Br = ae LLG 

— dissociative anzesthesia 
in 110, 257, 516 
— erythromelalgia with .. 441 
— gangrene from . 255, 257 
— gliosis in saetehi) 
— glossy skin in 110 
— heat sense lost in | 97 
— main succulente in 110 

— Morvan’s disease and 62, 
97, 516 

— muscle atrophy in 61, 
110, 257, 508, 609 
— nystagmus in 110, 408, 508 
— paininthearmsin  .. 508 
— — and cramps in ayes (ol )) 
—-— sense lostin . ed | 
— paralysis of arms in . 508 
—— one leg from .. 2. O00 
— paraplegia from 514, 516 
— parts affected in . 608 
— preacher’s hand in Peel al) 
— precipitate defeecation in 314 
— R.D.in .. ot pee Oil 
— reflexes in -. 908 
— scoliosis in oa 11055350) 
— sense of sweating in .. 609 


Syringomyelia, sensory 

changes in 62, 63, 508, 
608, (Fig. 262) 609 

simulating amyotrophic 


lateral sclerosis 62 
— — leprosy 63, 383 
— — progressive muscular 

atrophy 62, 110, 257 
— skin lesions in 62 , 96, 97, 110 
— sores in .. 516 
— spastic paralysis in ~ L1G 
— spinal curvature in 257, 508 
— spontaneous fracture in 257 
— succulent hand in s(n 


Syringomyelia, symptoms of 257 


— trophic changes in 110, 257 

— ulcer of foot with Be ERS 
— vasomotor disturbances 

in a eo NO 

— whitlows in Aa ad 8) 
Systolic retraction of ribs 

213 

eae cervical “om 

Tabes dolorosa 466 


dorsalis, Achillis-jerk lost 


in Sipe Olless 
-- acropareesthesia in .. 444 
—-— acute cystitis simu- 
lated by .. 650 
— — acute dyspnoea in .. 159 
— — allocheiria in.. 17, 609 
— — anzemia from.. .. 650 
—-— anesthesiain.. 466, 514 
— — analgesia in 56, 440, 
nes 609 
— — anomalous cases of .. 515 
—-—anosmiain .. 612 
— — Argyll-Robertson pu- 
pils in 116, 420, 
444, 456, 514, 551, 
650, 719, 768 
-- 609 


astereognosis in 
ataxy in 57, 116, 251, 
466, 515 
— — bedriddenness from.. 
—-— bladder and_ rectal 
trouble in .. F 
— — bone atrophy in 
— — brain wear and 


Tabes dorsalis, contd. 
carcinoma of bladder 


simulated by Arn 1510) 
— — — bowel simulated by 719 
— — cardiac crises in 487 
— — cessation of crises in.. 650 
— — Charcot’s joints in | 
(fig. 162) 349, 515 
— — colic from 593 
— — — simulated by 115 
— — constipation in 128 
— — crises early in 650 
— — — (and see Crises) 
— — cyanosis in .. 159 
— — cystitis in 578, 650 
— — deafness in 166 


deep tenderness absent _ 
ih oe 
deficiency of fat IN. 2 
Tabes dorsalis, diarrhoea in 
173, 719 
difficulty in micturition 
with 6 395 
dilatation of pupil to 
light in ‘ 


— emotional reflex de- 
ficient in .. 
erythromelalgia with 441 
Tabes dorsalis, facies of 
(Fig. 115) 236 
— — flail joint in .. .. 349 
— — gait in ANS 
— — gangrene from 255, 
Tabes dorsalis, gastric crises 
in 115, 116, 173; 315, 
425, 437, 484, 487, 
515, 609, 
— — — ulcer simulated by 
— — gastro-enterostomy in 


57 
257 


mistake in.. .. 484 
—-— general abdominal 
crises in 515 
——-—-—painin.. .. 425 
Tabes dorsalis, general 
account of 514, 515 
— — girdle pain in 260, 436 
—-—-— sensation in 116, 609 
— — gout simulated by .. 436 
— — high-stepping gait in 252 
— — history of syphilis in 515 
— — hypereesthesia in 610 
— — — of chest in.. 708 


hypotonia of muscles in 2 
inco-ordination in 
incontinence of feces 
— urine in z 
intestinal crises in 
115, 116, 487, 
intolerance to hot 
water in 
knee-jerks absent in 
116, 315, 358, 420, 
425, 437, 466, 514, 
650, 719, 
— still present in 359, 
437, 515, 
one knee-jerk per- 
sistent in sie 
laryngeal crises in 
159, 418, 420, 487, 
— paralysis with a3 
larynx insensitive in 
lightning pains in 116, 
315, 466, 515, 609, 
no loss of power in .. 
loss of sleep from 
lymphocytes in cere- 
brospinal fluid in 
116, 305, 
mamma insensitive in 5 


— — mistaken for rheu- 
matism 440, 
— — neuralgia in... 431 
—— neuritis of external 
popliteal nerve in.. 499 
—-— numbnessin.. 609 
— orthopneea in 418 
Tabes dorsalis, the pains of 440 
— — pains in the face in .. 449 
— — — limbs in . 463 
— — — spontaneous cessa- 
tion of 719 
— — — umbilicus in 484 
— — palpitation from 484 
— — paralysis of bladder in 398 
— — paraplegia from 514 


- dyspepsia simulated by by 315 | 
- 200 | 


TABES 


Tabes dorsalis, contd, 
— — penile erection absent 
Tee ve eos 
perforating ulcer in 
257, 515, 735, 737 
peripheral neuritis simu- 
lating .. 14 
-- distinguished from 607 
plantar reflex flexor in 68 
posterior column de- 
generation in 
pseudo-tabes 
guished from : 
ptosisin (Fig. 115) 
pupils immobile to 
lightin . 
— hot reacting to con- 
vergence in 
— small in 236, 6 5 
— unequal in 236, 
without pupil changes 
Tahes dorsalis, rectal crises 
Hi, dle 515, 519, pees 
nO wR. D. il 
renal crises in 
retention of urine in 
396, 398,578, 
rheumatism simulated 


| 


d istin- 


lang ae ae bere 
Tabes dorsalis, Romberg’s 
sign in Ae , 
— — sallow complexion in 2 
—-— sense of movement 
disturbed in 
— — — position impaired in 
44, 609 
Tabes dorsalis, sensory 
changes in (ig. 263) 609 
sex incidence of SOLS 
shedding of nails in .. 400 
sphincter trouble in 
173, 466 
On 
649 
654 
495 
444 


staggering in. 
strangury in .. d 
sweating crises in 515, 
syphilis. and .. 440, 
— — tendon jerks absent in 
Tabes dorsalis, tenesmus in 719 
— — testis insensitive in .. 515 
— tingling in . 609 
— tongue insensitive in 515 
— tuberculous bladder 
simulated by ; 
ulnar analgesia in AAA, 
urethral crises in 
urine dribbling in 
Tabes dorsalis, vesical crises 
of .. 649, 650 
vomiting in 315, 437, 765 
Wassermann reaction 


650 
609 
. 515 

398 


bay lore 116, 440 
—---- negative in . 3805 
— — wasting in 59, 650 
— — no wasting in . 515 


weakness oa apparent 
AU AT ba ee 

weather and ‘pains of 

wrinkling of forehead 


15 
440 


in (Fig. 115) 236 

— — writers’ cramp” simu- 
lated by ou 

— mesenterica, anorexia 

nervosa simulating .. 771 

— — cceliac disease simula- 
ting AL 
— — iliac ‘glands ‘involved 459 
-- meteorism from 389 
TACHE CEREBRALE 702 
TACHYCARDIA .. .. 702 
- oo alcohol 7038, 704 
anemia .. -. 403, 704 
- — aneurysm wee 
— auricular fibrillation 704 
— belladonna ; 7038, 704 
— with bradypnoea 85 

— from caseous bronchial 
glands pao 
— — glands 703, 704 
— in children ee ott) 
— convalescence ee OS: 
— from digitalis 703, 704 
— after diphtheria 703, 704 
— from excitement ae 
— exertion eA: 

— in Graves’s disease 215, 

229, 486, 702, 703, 
722, 726, 770 


— THA 895 
Tachycardia, conid. | Talipes equinus, contd. 
— hysteria os .. 85 | — Hodgen splint 113 
— after influenza 703, 704 , — hysterical . 114, 141 
— from lack of training | — in infantile hemiplegia... 112 
, 704 | —-— paralysis 113 
— mediastinal fibrosis 703 .— from injury to lumbar 
— — new growth OS spine .. LS 
— mitral stenosis . 703, 704 — limping from 362 
— myocardial changes 704  — in myopathies Sy Alte 
— nervousness 704 — from necrosis of tibia .. 114 
— with parenchymatous. — paralysis of arm with .. 112 
goitre Me, .. 722 | — from paralysis of inter- 
— paroxysmal 702 | ossei ie 114 
— — auricular only .- 548 | — — lumbricales 114 
— — — fibrillation simula- Talipes, paralytic, general 
ting ; . 548 account of . 112 
— — from cardiosclerosis. — from passion ibis} 
548, 549 | — peroneal atrophy Sy ull} 
— — eyanosis with .. 548 | — peripheral neuritis 113, 140 
— — electrocardiograms in — poliomyelitis 140, 512 
548, (Hig. 289) 703 | Talipes, postural lis 
| Tachycardia, paroxysmal, — from prolonged rest 114 
general account of — scar contractions 114 
47, 548, 703 | — sciatic nerve injury ah 
— — from mitral stenosis — spina bifida : 113 
548, 549 | — sprained ankle .. .. 114 
— — palpitations from 484 | — thrombosis of cerebral 
— — polygraph tracings in 548 veins .. 113 
— — pulse rapid in 549 | — tight boots 113 
— — — regular in 548 | — in : Tooth’ s peroneal palsy 
— from pneumogastric COW LIS 
irritation 703 | — tuberculous ankle 114 
— severe hemorrhage .. 120 | — after typhoid fever 114. 
— thyroid extract 703, — ulcer of foot with 5a UEte 
704, 705 | Talipes valgus, definition of 112 
— tobacco .. 703, 704 | Talipes varus, definition of 112 
— tuberculous meningitis 84 | — after whooping-cough .. 113 
— vagal neuritis 703 | Talking (see Speech ) 
— vagus paralysis. . . 65 Tannic. acid 720 
—a-rays in diagnosing Tannin, haemoglobinuria 
cause of 704. from 284 
Tactile sensibility, ‘loss of, Tape-worms, anemia from 519 
paralysis simulated by 501 | — appetite increased by .. 943 
— vocal fremitus, absent — deficient appetite from 519 
over pneumothorax — eosinophilia from 519 
168, 432 | — erythema from 223, 226 
— — decreased over fibroid Tape-worms, general account 
lung 168, 292, 299 of 519 
—--—-—- from growth of - mucomembranous colitis 
bronchus 290 simulating 115, 399, 519 
— — —~ pleuritic effusion 168 | — nose picking from 5 UE 
— — — increased, from em- — ova of ao, at) 
physema 217 | — types of . ao BHR 
—-—-— - over fibroid lung — (and see Tenia) 
168, 216 | Tapping (see Paracen- 
— — — in phthisis . 288 tesis) 
Teenia echinococcus, in dogs 658 | Tar products, bullae from.. 96 
— — geographical distribu- — — erythema from 6 OE 
tion of . 658 | Tarsus, tuberculous disease 
— — hydatid disease from 658 of gs oe 668 
Tenia mediocanellata .. 519 | — — — limping from 362 
— — eosinophilia from . 219 | — — — pain in foot from .. 362 
— — head of (Fig. 214) 519 | Tartar, bleeding gums from 
Tenia solium, eosinophilia Mie thes 
from .. .. 219 | — foul breath from. 87 
— — head of (Figs. "919 , 213) 519 | — retraction of gums from 589 
Tznia solium : 519 | Tartaric acid 317, 318, 319 
— — ovum of (Fig. 216) 520 | Tartrates, polyuria from .. 534 
Tailors, actinomyces in .. 645 | TASTE, ABNO RMALITIES 
— sporotrichosis in . 290 OF - 705 
Tailors’ cramp eel Ol —Olbber, from acute con- 
TALIPES emt tf gestion of liver 334 
Talipes, acquired, poner! Taste, component parts of 706 
account of .. {12 | Taste, foul, list of causes of 705 
— from arthritis 114 | — — with facial palsy . 493 
Talipes calcaneus, definition — — from paralysis of chorda 
of {12 tympani 493 
— from carcinoma of rectum 1{1 | — loss of, from Fallopian 
Talipes cavus, definition of 112 canal lesion w. 494 
— from cellulitis of calf .. 114 | — — in hysteria . 610 
— compound fracture . 114 | Taste, 1058 of of, list of causes 
i) 705 


— from hzmato- rachis 


Talipes, congenital, general Ve 


account of 
|— in congenital spastic 
paraplegia 2 
Talipes equinus, definition 


of I 
- lengthening of leg from 153 
— — from long stay in bed 141 
extensor plantar reflex 


with é a5, Jule 
— from fibrosis of calf 
muscles sz, dale! 
— fracture .. ore 114 
— Friedreich’s ataxy 60, 
uae 140, O12 
113 


— metallic,i in tic douloureux 447 
— offensive, vomiting due 
to . 765 


| Taste, perverted, causes of 705 
{| - role of olfactory nerve in 706 


Taylor, Dr. Frederick, illus- 
tration lent by : 
Tea, caffeinein .. .. O84 


— constipation from Be Le: 
— dyspepsia from 319, 321 

| — false angina pectoris 
from .. 434 
| — gastritis from 267, 317 
— heart irregular from .. 486 


insomnia from 320, 321, 322 


896 


Tea, contd. 
irritability from rece Teva 
oxalate from .. .. 424 
palpitation from 484, 486 
polyuria from 534, 535 
rosacea from .. -. 241 
in test meal ane 5a ew 
Tears, excess of, in Graves’s 
disease oe nik COME 
first appearance at 
seventh day .. 220 


not tinged by jaundice. . 324 


Teeth, carious (see Caries, 


Dental) 
chattering, in malaria... 30 
defective, dyspepsia from oe 
— gastritis from ‘ 


- loss of appetite from. 7 
delayed eruption of in 
rickets 155 


dropping out of, from 
cancrum oris. 


4 
TEETH, GRINDING OF .. 265 


Hutchinsonian, in con- 

genital syphilis (fig. 
108) 234, 235 

loosening of, from pyor- 
rhea .. wh Anis 

notched, in congenital 
syphilis (Fig. 107) 234 

segmental sensory areas 


of sls me .. 449 
septic, acute ess 

IB ROWON oe azn 
— arthritis from 55 ey) 
— septicaemia from fe O97 


—(and see Pyorrhcea 
Alveolaris) 
wide apart in acromegaly 237 


Teething, convulsions from 


144, 145 
insomnia from .. So Beale 


Teetotallers, cirrhosis in .. 52 
Teementum, lesion of, 


tremor ‘from . 729 


Telangiectases on “cheeks, 


in chronic alcoholism pil 


— cirrhosis se te le 
Kaposi’s disease 50. (raul 
leprosy .. . 403 


— of mucous membranes . 221 


multiple hereditary, epis- 


taxis irom) 95). 23 220 
in rosacea 241 
round trunk, from cir- 

rhosis .. Ao XO) 
-- emphysema 55 0) 


Telegraph operator’s cramp 


151, 445 


Telephone ear .. 2038, 724 
Telling’s disease, abscess 


Troms ».:. 238 
Temporal bone ” erowth, 

deafness from 166 
lobe, sensory speech 

centre in Y 624 


muscle, atrophy of, from 
cerebral tumour ~. 447 


— paralysis of .. ae AUS 
Temperature chart, in acute 

gout . An ai) 

- carcinoma of liver ., 326 

— cirrhosis aie 35, 301 

— coli bacilluria .. 456 

— erysipelas 568 


— gonococcal arthritis. 338 

— Hodgkin’s disease .. 570 

— of hypothermia in 
malignant cachexia 312 


— — mitral stenosis Sota 
— ininfluenza .. -» 064 
— Kirkland’s disease ., 615 
— leukeemia AS 28 


— malaria 28, 29, 30, 31 
— malignant endocarditis "566 
— Mediterranean fever.. 565 
— meningococcal menin- 
gitis 591 
— otitis media and lateral 
sinus thrombosis ,, 567 


— pellagra 58 +2 225 
— pernicious anemia .. 569 | 
— pneumonia and em- 
pyema aa erm Ge) 
— rat-bite fever 5 OTs! 
— relapsing fever BE PATS 


— rheumatoid arthritis.. 341 


TEA — TENNIS-PLAYERS 


Temperature charts, conid. 


— sarcoma of mediasti- 
num 

— showing effect ‘of sali- 
cylates in’ acute 
rheumatism 

— typhoid fever 

— typhus fever 638, 


Temperature, mechanism 


of maintenance of 
sense, cord paths for 
— in Brown-Séquard 
paralysis : 
— — syringomyelia 508, 
— in cretinism .. oe 
subnormal (see Hypo- 
thermia ) 
sudden change of, menor- 
rhagia from .. 


. 497 


ee O50 
Temporal artery, tortuous 4(6 


639 


516 
234. 


Tenderness, contd. 


|-— frontal, from frontal 


sinus empyema 5.6 10 
| — of gall-bladder, from gall- 
stones .. 254, 437 
— — from cholecystitis ., 597 
—-ifinflamed .. .. 252 
| — general, in cerebrospinal 
meningitis .. ser Og dt 
— gluteal, in sciatica .» 438 | 
— of gum, with antral 
abscess ans -» 462 


| — head, from neuralgia .. 296 


— from herpes Se 2. 154 
— in hypogastrium, right, - 


from liver lesions .. 709 


— hypochondrium, from 


sub cesses ab- 


CeSsemyar .. 658 
—-in phosphorus "poison- 

Hakes | ae one 22 1050 

| — hysterical * an isyll 


— iliac, in appendicitis 454, 677 
Tenderness, intercostal .. 707 
— over kidneys, from 


bacteriuria 40 
— legs, from peripheral 

neuritis cic 

sciatica, Ae o. 6638 


| — liver, from cholangitis 


— muscle paralysis 706 
Temporo-mandibular joint, 
arthritis of, earache 
TVOMV ere -. 202 
— — — trismus simulated by 729 
— — osteo-arthritis of . 347 
— — — fixation of jaw by.. 542 | 
— — — ptyalism from - 542 | 
Temporosphenoidal lobe, 
abscess of, noises in 
the head from 406 | 
— — tumcur of, olfactory 
aura with 68 
Tenaculum, in diagnosing 
ovarian tumour 689 
Tenderness, abdominal, 
absent in colic 115 
— — from acute peritonitis 131 
— — arsenic , ah ithe: 
— — colitis is 115 
— — duodenal ulcer 271 
— — gastric ulcer . aE) | 
—— local spot of, from 
ulcer : Sle || 
— — from phantom ‘tumour 659 | 
— — in relapsing fever 336 
— — from tuberculous bowel 76 
— — — peritonitis .. 48, 657 
— in back, from fibrositis.. 461 | 
— — infective arthritis .. 461 
— — myositis ; .. 461 
—-— spinal caries .. 364, 680 
— of bones in infantile 
scurvy of a 99), 
— — leukeemia Boe 24S TULL | 
— — pernicious aneemia ‘| 
467, 707 
— — rickets ae OLE") 
— — scurvy ee | 
-- scurvy-rickets wa wos 
— — secondary syphilis .. 669 
— — severe anemia 4 OEE | 
— — syphilis 615 
— of breast, from mastitis 
685, 686 | 
—— mastodynia .. -. 430 | 
TENDERNESS IN THE 
CHEST .- 706 
— — from diaphragm lesions 709 
— — liver abscess . A (LO) | 
— — in pleurisy 423 | 


333, 369, 597 


gall-stones .. ered, | 


nutmeg change ae) 10S 
suppurative pyle- 
phlebitis. .. == 696 | 


tropical congestion .. 369 | 


— in loin, from pyelitis .. 576 


with suppurative neph- 


ritis 594. 
from tuberculous kid- 
ney ae ae IS) 


— lumbar, in sciatica .. 438 
— over McBurney’s spot 


from appendicitis 451, 454 


| — mastoid .. Sh. PAUP EN 
— of metatarsus, in Mor- 
ton’s disease .. ABO 
— mid-orbital, from astig- 
matism Fs . 449 
— of mouth, from stoma- 
bbls eee Mea ihc: 
— in muscles in hysteria se 141 
multiple neuritis .. 505 
myalgia ane ve Sol | 
from overstrain .. 464 
in peripheral neuritis 
440, 465 
polymyositis .. 464 
rheumatism .. .. 443 
tetanus mre ee zal 
tetany cae eel Od 


— over musculospiral nerve, 


in brachial neuralgia 442 


— of neck, in Kirkland’s 


disease % ae OL 
posterior triangle, in 
brachial neuralgia 442 


Tenderness, pain with .. 427 
— of palms, in erythema 


keratodes te + 403 


— over pancreas, from pan- 


. 


Tenderness in the scalp, contd. 


| — — from meningitis on ele 
— — middle-ear suppura- 

tion ae Pari, 

— — neuralgia ne Breen (03 

— — in neurasthenia oe te 

— — rheumatism .. sae 

| — — rickets = ok Ae 


— from stomach | lesions 710 
—- in syphilis .. 615, 711 
Tenderness of scalp, various 

visceral causes of .. 712 
— sciatic, in sciatica 346, 438 
— scrotal, from peri- 

urethral abscess v6 tO 9a 


_— in shoulder, from dia- 


| — — from liver lesions o> NAGS 
— — from subacromial bur- : 

sitis ‘ . 476 

— skin, from peripheral 
neuritis 465 

— skull, from cerebral dis- 
ease .. 295 

— soles, in erythema kera- 
todes “ts 405 

TENDERNESS IN THE 
SPINE 712 

— — from abscess " forma- 
tion ue Sse all! 
—-—fromearies .. 154, 444 
— — from hysteria eels 

Tenderness of spine, after 
injury 715 

Tenderness of spine, list of 
causes of EN see relies 
— — from Pott’s disease .. 116 
— — in rickets Bie 714 

— — from spondylitis defor- 
mans 714, 715 


phragmatic pleurisy.. 709 


— — after typhoid fever 2D 
— — from visceral disease 716 
—-— vertebral growth .. 444 
— sternum . .. 108 
— behind sternum, from 
cesophageal lesions .. 709 


|/-— over superior mawxilla, 


from antrum disease.. 180 


| — of testis, from epididymo- 


orchitis é 78 
— in the thigh, from ante- 
rior cruritis .. .. 439 


— over tuberculous bone.. 669 
— over ulnar nerve, in 


brachial neuralgia .. 442 
— over ureters, from bac- 
teriuria . 70 


— of uterus, from metritis 194 


| — of vertebral spines, with 


caries 516 


| — in vulva, from kraurosis 701 
| Tendon, injury of, contrac- 


ture from a3 2, eS 
— ossification of .. 671 
— reflexes absent ial in 
hemiplegia .. + 308 
— sheaths, gonococcal in- 
fection of as Be yt, 
— — gout of : Ra is) 
— rheumatic nodules over 405 
_TENESMUS Bs 716 
— in acute infective diar- 
rncear ~~ A Pree lis 
— from arsenieg 7 TL 
— atheroma 437 


— from stomach lesions 709 creatitis aie rho 
over colon, in colitis 78, 663 — of periosteum, in infantile 
along diaphragm inser- | scurvy 556 
tion, from neuralgia.. 431 | — from peripheral neuritis 607 
of ear, from furuncle 422 ' — precordial, in angina 
epididymis SOOT pectoris oa ree TOS 
epigastrium, diffuse, — — heart disease. . +. 108 | 
from gastralgia 37 | — of prostate “A eles 
— with duodenal ulcer.. 75 | — rectal, from.abscess .. 585 
— with gastric ulcer 75, 269 | — — in appendicitis .. 454 
— gastritis ., 267 | — renal, from pyelonephri- 
— liver lesions 709 tis a . 576 
— local, from gastric ulcer 437 | — — stone .. 0 ras, eaoal 
— from’ pancreatitis .. 661 | — — tubercle -. 855, 473 
— in phosphorus poison- over sacro-iliac joint .. 680 
ite 3 ae 10 336 | TENDERNESS IN THE 
— from stomach lesions 719 | SCALP 710 
— subdiaphragmatic ab- — — from cerebral tumour eal 
scess 658 —-— concussion .. So eel 
eye, from retrobulbar —-— indiabetes .. So (les 
neuritis 5 .. 762 | — — from heart lesions .. 712 
eyeball, in glaucoma .. 233 | — — in hysteria e. 712 
over eyebrow, from fron- i Tenderness in the scalp, 
tal sinus distention .. 230 list of causes of Aon CA 
of feet, in erythromel- | — — from lung lesions oe 
algia ay .. 44] | == 


| — from carcinoma of sig- 


— bearing-down pain with 426 


moid .. fay .. 666 
— in cholera Re SNe hy 
— from colitis .. alrpsle fal 
— drugs ee dilbs, 
- dysentery | 76, 172 De Tal Gs eae 
— infantile diarrhoea panier 
— intussusception 663, 717 
Tenesmus, local pelvic 
causes of, list of 5a ellis 
— from periproctitis Pare 
— ptomaine poisoning .. 717 
Tenesmus, from tabes_ .. 719 
— tuberculosis of bowel .. 666 
= unripe fruit 3 717 
— vesical (see Strangury ) 
| — from vesical calculus .. 719 
Tennis, plantaris longus 
rupture during 554 
Tennis- players, subacromial 
bursitis in .. .. 476 


inmalaria .. uel oat 
| 


TENOSY NOVITIS 


Tenosynovitis, crepitus from 

150, 152 
eo? 

151 


— melon-seed bodies in 

— pain in the hand from .. 

— writer’s cramp simulated 

vy ae aie -. LDL 

Tensor fascise femoris, | 
nerve supply of 498, 

Teratoma of parotid gland 

Teres major, nerve ey 
of 

— — root innervation Ole. 

— minor, nerve supply of. 

— — root innervation of .. 

Terror, pupil dilated by . 

Tertian malaria (see Mal- 
aria) 

Test, acetic acid and boiling, 
"for albumin : 

— -—- for phosphates . 

Test for Acetone (Plate 
AXXI 


499 
695 


— alkali, for chrysophanic 
acid ~.- ails arte 
— — gantonin Lam a8 
> — uroerythrir ... i 
— ammonium sulphide, for 
lead . 
Test for “Bence-Jones’s 
_ proteid 
Test, benzidin, for blood . 
Test, Bial’s 
Test, ie ne pigment (Plate 
XV) . 750 
- ‘ae Wes in stools cree) 
— biuret, for albumose .. 16 
- Test, bleaching powder, for 
‘indican . 314 
Test, boiling, for albumin. . 4 
Test, boiling, for albumin, 
precautions in 
— for bone conduction 164, 
Test, .Bottger’s, for sugar 
- bromine, for melanuria 
— Calmette’s, in tubercu- 
losis. ae POS 
— Congo red 320 
— corrosive sublimate for 
urobilin nie GAO) 
Test, for diacetic acid . 170 
— — (Plate XXXIV). .. 748 
Test, .diazo. eco (7/33 
Test, Fehling’ s 261 
_ fermentation, for glucose 743 
Test, fermentation, for sugar 262 


424 
165 


262 
746 


Test, Nylander’s, for sugar 262 
D 


— foam, formbile> 3 - a» 143 
= Gellé’s 165 
— Gmelin’s, for bile pig- 
ment .. . 743 
— guaiacum, for blood 10 
—-—iodineinurineand .. 98 
Test,, Gunsberg’s (Plate 
XXX eee .. 750 
Test, Heller’s EA 
— — for albumose.. sic wl 5) 
— Hofmeister’s, for albu- 
mose .. Bie ee ANG 
— Holmeren’s, for colour 
blindness 762 
Test, Huppert’s, for bile 
‘pigment . 743, 744 
~ for indican (Plate 
AX XIV) ve 748 
— iodine, for bile pigment 743 
_ iodoform for acetone .. 3 
“Test, Jaffe’s, for indican . sens 
Test, Legal’s, for acetone. 3 
- liquor potasse, for pus.. 575 
— Marsh’s, for arsenic 78 
Test meal, in chronic diar- 
rhea .. : LOR LT 
a hyperchlorhydria 43 
-— — simple 319 
— meals, importance of 270 
— methyl orange .. 320 
— Moore’s, alkapton and. 262 
— — indican and 262 
Test, Moore’s, forsugar .. 262 
Test, nitric acid, for albu- 
min... aE .. 4, 
—-—-albumose .. 15, 16 | 
— — — bile pigment . 743 
— — — indican os . 314 | 
Test, nitroprusside, for 
acetone ~ 
— — melanuria 746 


3 | 


| Test, contd. 


— for occult blood 

— ozonic ether, for pus 

Test, Pavy’s : 
Perl’s Sits 

Test, phenylhydrazine, for 
sugar .. 262, 

— phloroglucin ANS 

— for phosphates .. 

— phosphotungstic, 
albumose ee 

Test, picric acid, for sugar 

— Prussian blue, for melan- 


81, 


for 


UE. ate 
— Reinsch’s, for arsenic s¥ 
— for rennin Ate 
— Rinné’s 164, 


Test, Rother’ s ‘(Plate 


Test, Rothera’s, for acetone 


after .. oo 


Test, safranin, for sugar .. 262 
— silver nitrate, for ae 
On wie. he . 746 
— two-glass ; 183 
—-—in “gonorrhoea 182 
— — urethritis 581 
Test, Trommer’s .. 261 
Test, Uffelmann’s, for lactic 
‘acid. 3 - 320 
Test for urobilin .. 325 
— — (Plate XXXIV) 748 
— von. Pirquet’s, in tuber- 
culosis : a6 DIS 
— watch 164 
— Weber’s .. 165 
— whispered voice 164 
— Widal’s (see Widal) 
Testes, excision of, obesity 
from Ys .. 408 
— in groin, in pseudo- 
hermaphroditism 646 
— inequality of, physio- 
logical 66 
— undescended, in ateliosis 191 
Testicular sensation, lost, 
in neoplasm of testis 481 
Testis, abscess of (see 
Abscess of Testis) 
— absence of deep tender- 
ness in, in tabes me OD: 
Testis, atrophy of 66, 313, 
408, 479 
— — after gonorrhea 313 
— — after injury 313 
— — obesity from . 408 
— — after orchitis. 313 
— — penile erection absent 313 
— carcinoma of (See Car- 
cinoma. of Testis) 
— chronic torsion of (see 
Torsio Testis) 
Testis, cysts of the .. 481 
—-— hydrocele simulating 481 
— ectopic, appendicitis 
simulated by.. 482, 681 
— — in ateliosis bo USE| 
— — gangrene of .. -. 482 
— — hernia with .. .. 483 
— — — simulated by ee OSL 
— — in inguinal canal 5 (ell 
— — intestinal colic simu- 
lated by : 681 
— — liable oe malignant 
disease .. 483 
— — pain in Ae -. 482 
— — in perineum . oo (tele 
— — Scarpa’s triangle . 676 
— — strangulated hernia 
simulated by -- 483 | 
— — in thigh ae on, (iteuh 
— — torsion of ° 483 
Testis, embryoma of 480, 696 
— enlarged by abscess .. 622 
-- from Ee -orchi- 
biSmete 2 -- 478 
|—--— by gumma .. 622 
— — from malignanttlisease 480 
— — syphilis 479 
— epithelioma of scrotum 
invading ate ee O2L 
— gangrene of 2 482 
- gonococcal infection of. 182 
Testis, gummain.. 479, meee 
— — hernia of 622 
— in inguinal canal 66 
| — injury to, neurasthenia 
= HELD 


Testis, injury to, contd. 

— — shock from eee Go 

— — vomiting from sc HN 

Testis, malignant growths of 

— misplaced, aching in peri- 
neum from . 474 

— — atrophy of 66 

Testis, misplaced or retained, 


general account of .. 482 
— neoplasm of, heematocele 

simulating 481 
-- hydrocele simulating 481 
— — after injury .. .. 481 
—— tubercle simulating. - 480 
— pain in (See Pain in the 

Testicle) 
— painless, syphilitic 622 


Testis, relationship to hydro- 
695 


celes .. ag ae 

— retained, appendicitis 
simulated by . 457 
— — limping from.. . 363 


— — pain in iliac yes from 
, 454, 457 
-—- swelling in hie fossa 457 
Testis, sarcoma of . 480, 696 
Testis, syphilitic 479, 696 
— — scrotal fistula from .. 621 
— — therapeutic test of .. 622 
Testis, syphilitic, tuberculous 
testis distinguished 
from .. 480, 622 
— torsion of, strangulated 
hernia simulating .. 682 
— tuberculous (see Tuber- 
culosis of Testis) 
Testis, various affections of 


the. 477-81 
Tests for acetone .. a ee es 
Tests for albumin. . sa ts 
Tests, for albumose 95, 15, 16 
Tests for alkapton. . 746 


— clinical, too great delicacy 


of. some 4. 
— for cystin : 161 
Tests for dextrose. . 261 


Tests for hzmatonorphyrin 
Tests,. for hearing. . I 


THERAPEUTIC TEST 


Tests for indican .. 745 
— for melanuria 745 
— for methylene blue 747 
Tests for nucleoproteid 5 
— for pentose 261 
— proper names associated 
with ¥s no Ole 
— tuning-fork 164 
Tests for urates 740 
Tetanic contractions 137 
— versus tonic Pe IBY 
Tetanus, asphyxia in’ .. 138 
— bacilli of 138, 599, 730 
— bacteriological examina- 
tion in diagnosing 599 
— chloroform in ag CaXe, 
— convulsions in .. 138, 729 
— drumstick bacilli in 417 
Tetanus, general account of 
: , £30 
— habit spasm simulating 138 
— heart failure in .. 138 
— hydrophobia simulating 138 
— hyperacusis in .. oe OOS) 
— hyperpyrexia in 309 
— hysteria simulating 138, 
417, 729, 730 
— localized convulsions from144 
— lockjaw in 138, 417, 599 
— mind clearin .. 417 
— in new-born On} 
— without obvious wound 599 
— opisthotonos in 417, 599, 730 
— pain in 138 
— from penetrating wound | 
599, 730 
— priapism from .. bo Aes 
— retracted head in ~ 089 
— rigor UD Aaa 595 
— risus sardonicus in 138, | 
417, 598, 599, 730 | 
— from rusty nail . 730 | 
— simulated by impacted 
tooth . A Alby, WAXD) 
-- meningitis : 138 | 
— — muscular rheumatism iehoy jf 
— = strychnine poisoning 
138, 729 


897 


Tetanus, contd. 


— from soil ane {, 730 
— spasms in ne ie MER, 
— stiff neck in 138, 417, 

599, 649, 730 


Tetanus, strychnine poison- 
ing distinguished from 599 
— tetany distinguished from 152 


— = simulating : a0 138 
— trismus in 152, 649, 730 
| — from a wound 138, 417 


Tetany, accoucheur’s hand { 


in 7 15f 
— age incidence of Se Gu 
_ calcium salts and Ba 
— carpopedal contractions 

in 
Tetany, causes of . 
Tetany, characteristic hand 

in ee ; 
— from chloroform 5 Lod 
— Chvostek’s sign in 152 
— cramps in 139, 151 
— from diarrhoea and vomit- 

UNE ey oe . 11 
— electrical reactions i in 3, 584 
_ epidemics of = glu! 
— Hrb’s sign in ae 
— from ergot Hop Lod 
— fevers . Lot 
— gastrectasis a5 Alisyil 
Tetany, general account ee i 

— hysterical : : 

— during lactation Z in 
— from lead Seid 


localized convulsions from144 
muscle excitability in- 


creased in 151, 152 
— muscies tender in he, was! 
— parathyroids and . 152 
— position of arms and 

legs in.. ; 151 
— during pregnancy 151 
— good prognosis in 3 


respiration embarrassed 
in ats Ra Noli 
in rickets 145, 151, 420 
Tetany, signs of .. "2. 3 
strychnine poisoning dis- 
guished, from. . 
tetanus simulated 


by 
138, 
after eee 
trismus in ; 730 
Trousseau’s sign ‘in 151, 


— from typhoid fever 
Tetrachlorethane, 


acute 
yellow atrophy from 
in deroplane varnish 
epigastric pain from 
flatulent dyspepsia from 
jaundice from 325, 334, 
— loss of appetite from .. 
— vomiting from .. 
Tetronal, bradypnoea from 
— coma from a 
Thapsia, sore fingers from 
Theatre, insomnia from .. 
Thenar muscles, atrophy of 
(see under Atrophy) 
— — root innervation of .. 


Theocin acetate, polyuria 
IBRONAO, “A. 5 
Therapeutic test, for actino- 
mycosis 
acute rheumatism 464, 
adherent pericardium 
angina abdominalis 
115, 316, 
— pectoris ae 
asthma A 
chlorosis Se eae 
cretinism ra 
diagnosing cause of 
interscapular pain 
— type of constipation 
distinguishing  cretin 
from Mongol - 238 
epilepsy oe «- 030 
gumma 230, 615, 619 
— of liver 253, 334 
hypothyroidism . 409 
lichen planus. . 489 
malaria 536, 568, 596, 637 
myocardial disease «3s 485 
myxcedema 
38, 119, 


462 
122 


235, 415, 539 
57 
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Therapeutic test, contd. 
— — for pernicious anemia 526 
rodent ulcer .. Be OO 
Syphilides er 560 
syphilis 63, 71, 199, 

588, 604, 622, 696, 
Tans 738, 


e) 
— of bone 
syphilitic testis 
— — — ulcers 3 .. 403 
— — thyroid infantilism .. 190 
— — ulcer of palate = 2 28S 
— — — tongue c 
Thermo- anesthesia, defini- 
tion of.. 
— from posterior 
cerebellar artery 
thrombosis (Fig. 264) 610 
— in syringomyelia .. 608 
Thermometer, in diagnosing 
pontine hemorrhage 
from opium poisoning 31 
— — trance from death .. 85 
— makers, mercurialism in 33 


- 480 


606 


‘inferior 


— in stomach 271. 
Thermometry in children, 
notes on - 513 
Thermometry, general con- 
siderations tegarsiing 
b] 
— (and see Temperature 
Chart) 
Thieves, rectal examination 
in. 584 
Thighs, condylomata on.. 700 
— cramps in : ee oO) 
— glands draining. . 679 
- = acquet’s erythema of. . 401 
— lines albicantes on 56 OM 
— local fatness of, in Der- 
cuin’s disease 410 


— pain down (See Pain in 
the Thigh) 
— pain in (see Pain in Thigh) 
— pemphigus neonatorum 
affecting ae -. 401 
— position in tetany site 2 
— seabies affecting . 401 
— seborrhceic eczema af- 
fecting . 401 
— sore on, inflamed inguinal 
glands TOLD ees as SOL 


— testis in .. ae 3. 482 
— wasting of, from hip 
disease ; 55. AuaKs 


— — with knee disease 61, 363 

— xerodermia affecting .. 488 

Third nerve paralysis (See 
Paralysis of Third Nerve) 


Thirst, in diabetes . 264 
— phosphatic diabetes .. 522 
THIRST, EXTREME... 719 
— — in diabetes 260, 719 

— fevers. te se, (aly, 
— — from gastrectasis 720 
— — heemorrhage .. 720 


having nothing to drink 719 
in hysteria oud 
— — from ingestion of salt 720 
— — loss of fluid .. 720 
— — phosphorus Se 336 
— — poisons 5 (VAL 
== polycythemia from .. 533 
— polyuria and +419 
— in pregnancy .. 264 
= TIZOLS eer. Ss .. d94 
Thomas, Mr. Thelwall, 
operation by.. 455 
— olivo-ponto- cerebellar at- 
rophy of ) =. nae 
Thoma-Leitz hzemocyto- 
meter .. oe Seok Da: 
Thoma-Zeiss hemocyto- 
meter oa 2 
Thomsen’s disease, chief 
characters of . 5 
Thoracic duct, chylous 
effusion from lesion of 
new growth, ascending 
obstructed, chylous 
ascites from .. 50 
— chyluria from 50, 109 
— — by new growth 50, 109 
THORAX, DEFORMITY OF 166 
- herniation into . .. 652 
— pain in (See Pain in the 
Chest) 


| 


GOIN) 


379 | 


THERAPEUTIC TEST 


Thorax, contd. 
— pediculosis pubis affect- 
mhaveds isk . 401 
= syringomyelia affecting 608 
— tenderness of (See Tender- 
ness in the Chest) 
— varicose veins on (see 
Veins, Varicose Thor- 


acic) 
— (and see Chest) 
Thorn in foot, limping from 362 
| — knee, limping from 362 
Thorn-apple crystals 740 


Threads, prostatic. . 

Thread-worms ae 

— blood and mucus stools 
WHOM Gc po ah) 


Thrill, with ascites. . 44. 
- congenital heart disease 157 
- diastolic, with aortic re- 
gurgitation 207, 720 
— — mitral stenosis S16 
— hydatid . ‘ 375 
— with ovarian cyst 45 


THRILLS, PRECORDIAL 720 
— presystolic, disappearance 
of 54 
——in mitral stenosis 94, 720 
— — from tricuspid stenosis 721 
— pulmonary systolic .. 91 
— systolic, from aneurysm 720 


—- aortic stenosis 92, 
207, 208, 720 
— — atheroma ie 720) 
— — congenital heart - 120 
— — dilated aorta.. ei20 
— — functional pele. 

— — from mitral regurgita- 
iON ee LO A220) 

— — patent ductus arterio- 
sus .. 720 

— — — interv entricular sep- 
tum é ay ZS) 
— — pericardial friction .. 720 
— — pleuritic friction 720 


— — pulmonary stenosis 
Lid 2h 20) 


— — tricuspid incompe- 
tence 3 721 
Throat, burning in, from 
waterbrash a. 296 
— erysipelas of 52-652 
— foreign body in (see 
Foreign Body) 
— Klebs-Loffler bacilli in 196 
— painin (see Painin the 
Throat, . and Sore 
Throat) 
— swabbings from aie, USNC 
— ulcerated (see Sore 
Throat) 
Throbbing, from aortic 
regurgitation see2Oi 
Thrombosis, ante-mortem 
cardiac, from mitral 
stenosis eS 2 P289 
———cerebral embolism 
from Ape ABBE le 
— — — pulmonary embol- 
ism from . 289 


— arterial, gangrene from 258 
— causes of ‘ - 258 
— of cavernous sinus, causes 
of aid bo se 229 
— — — distinguished from 
orbital cellulitis 230 
exophthalmos from 597 


— — — eyelids red from .. 229 
= — — frontal velns ~ en- 
gorged from . 229 
— — — mastoid swelling 
from 229 
— — — edema of eyelids 
from AS 597 
— — — ophthalmic veins 
engorged from .. 229 
--- squint from wee BOF 
— — — suppurative menin- 
gitis from ~« 229 
— cerebral, age incidence of 133 
— — aphasia from.. 626 
— — apoplexy from 147 
— — athetosis after 132 


— — Babinski’s sign with.. 68 


—— brachial monoplegia 
from. : OOK 
—-—comafrom. .. 118 


THROMBOSIS 


Thrombosis, cerebral, contd. 
—-— headache from 294, 295 
hemianopsia from .. 301 
hemiplegia from 68, 
258, 303 
onset of ies le 
premonitory symptoms 147 
sinus, cerebral abscess 
simulated by ee 097 
— — — headache from . 768 
— — — hemiplegia from 303, 304 
meningitis simulated 


by a SF ME 
— — — optic disc congestion 
from 597 


4 cBOF 
597 
597 


— — — from otorrhoea 
pain about ear from 
rigors from.. 6595, 
vomiting due to 
765, 768 
spastic paraplegia after 132 
from syphilis.. 147, 304 
unilateral paresis from 118 
veins, after influenza 113 
— measles eels 
— — — talipes from seed! 
— — vertigo preceding .. 752 
— femoral, difficulty of 
detecting 411 
— — oedema of one leg from 749 
— — vena caval thrombosis 
from . 749 
— gangrene from .. «. 255 
— iliac, from appendicitis 106 
-- difficulty of detecting 411 
— — extension to venacava 8 
— infarction from. es 8 
Thrombosis of inferior vena 


cava 7, 46, 52, 414,415,749 
--- albuminaria from’ fi 
= — = —,ascites trem .. -46 
—-—-—-— from carcinoma 


reek. 7, +f 
extension from lee 8 
cedema from 7 
peritonitis simu- 


lated by 594 
— — — — renal tube casts 
from .. 7 


Thrombosis of inferior vena 
cava, simulating acute 
nephritis sis “, 

—-—-—- spleen not. en- 

larged by «2 632 


'— —— — varicose abdo- 
minal veins from 52 
— innominate vein oe tO 


— of jugular vein, extension 
from sinus 

— — — infarction of lung 

from .. 106 

— — — from otitis media .. 106 
— lateral sinus, broncho- 

pneumonia from 4 PASE) 
— embolism of lung 

from 106,159, 259, 644 
gangrene ‘of jung” 

from 259, 644 
from otitis media 

84, 106, 150, 289, 567 
pyrexia from (F%g. 


597 


244) 567 
——-—yapid pulse with .. 84 
— — — rigors from . 567 


— mesenteric, constipation 
with at xs 

— — hematemesis from .. 131 

from heart disease .. 131 
intestinal obstruction 

simulated by sol!) 

laparotomy in diagnos- 

ing’ ee - Re Bikol!) 


a melaena from. oe RSL 
— — meteorism from - 889 
— — peritonitis from Sa Diet) 


— cedemaofonelegfrom.. 8 
— pampiniform plexus, 

priapism from .. 588 
— popliteal, difficulty of. 


detecting we - 410 
Thrombosis of portal vein 51 
— — — from appendicitis... 51 


— — — ascites from 45, 51, 272 
characters of ascitic 


fluidin .. ee alias 


jaundice with ao HE 


heematemesis from 272 | 


Thrombosis of portal vein, contd. 


— — — meleena from » 272 
—-—-— piles from .. view UDA 
— — — pyrexia with Pe al 
— — — rigors with ee) ae 


spleen enlarged with 
72, 632, 636 
Thrombosis of posterior 
es ha artery, effects 
0 aie a wis 
— — inferior cerebellar 
artery, ataxy from 610 
sensory changes 


from (fig. - 

264) 610 

— post-partum, white leg 
from 411 

— pulmonary, from mitral 
stenosis 2 289 

— renal, albuminuria from 
7, 749 
— — hematuria from ie ss 

— — infarction from 

— — tube casts from 4, 749 


Thrombosis of renal veins, 
diagnosis of .. 

Thrombosis of renal veins, 
simulating acute non 
nitis eee. 

— — — tube-casts from 

Thrombosis, retinal, apnea 
ances of A 

— — blindness from eiOg 

— — black spots before sie 

from ; 42 


NI 


— — vein (Plate XX) 418 
— saphenous, extension to 
vena cava .. 8, 749 
— — cedema of one leg from 749 
— of sigmoid sinus O97 
= spinal, allocheiria from. ily 
— — in enteric ee Bis ; 516 
—-—injuryand .. 517 
— — paraplegia from 516 
—-— softening of cord 
from 516 
— — in scarlet fever 516 
— — from syphilis 389, 516 
— — transverse myelitis 
from us > 380 
— splenic, autopsy in dia- 
gnosing sin nie ee 
— — in blood diseases 640 
— — hematemesis from .. 272 
— — infarction from .. 640 
—-— laparotomy in dia- 
gnosing - 272 


—-— splenomegaly and .. 272 
— of superior longitudinal 
sinus, coma from 
——-—- convulsions from 

120, 
— — — — encephalitis simu- 
lated by sv b2u 
simulating 7 Oude 
headache from .. 120 
meningitis simu- 
lated by 120, 591 
simulating «ou 
cedema of scalp 
from .. 597 
optic neuritis from 120 
paraplegia from 
510, 511, 
— —-—-— post-mortem dia- 
gnosis se 2120 
—--—-—-— pyrexiafrom .. 511 
retracted head 
frome 45 5 
vomiting from. 
120, 511 
— systemic venous, pulmo- 
nary embolism from.. 290 
— of vena cava, cedema of 
back from .. 7 
inferior, ascites from 46 
superior .. 
— —-— — Bright’s disease _ 


591 


simulated by... 413 
—-—-—-—cdema of face 

and arms from 413 
— — — — from whitlow 413 
— venous, in cachexia 411 
— — gangrene from 258 
—— in leukemia .. er: 2 a 
— — leucocytosis with 360 
— — limpingfrom .. 362 


Thrombosis, venous, contd. 


—-in malignant disease 411 
— — edema from .. 410 
— — pulmonary embolism 
from 5 6 nNays) 
— — in typhoid fever . 411 
Throwing, subacromial bur- 
sitis from .. 476 
Thrush f oi ee TE 
Thumbs, double-jointed, 
in Mongolism fe 29H 


— pink we 
Thumping of heart 5 
Thymol, for pc eae 
sis 
Thymus gland, asthma si- 
mulated by 6 
enlarged, coma from 
convulsions from 144, 
dullness over 
in lymphatism 
orthopneea from 
418, 
skiagram of 
stridor from \ 
tracheal obstruction 
418, 
— hemorrhage into 
sarcoma, vena caval 
obstruction by 
Thyroglossal duct 3 
Thyroid cartilage, peri- 
chondritis of .. Ad 
extract, benefit of, in 
thyroid infantilism 
in cretinism .. 
enuresis cured by : 
for hypothyroidism .. 
menopause conditions 
benefited by 
in myxcedema 
palpitation from 484, 
tachycardia from 703, 


704, 7 


weight reduction by.. 

gland, abscess in (see 

Abscess, Thyroid) 

adenoma ol + 

bruit over, in Graves’ S 

disease 

carcinoma of 204, 648, 

6725, AA, 7 14. 


cyst of 
defect, ateliosis and.. 
-- cretinism iNOW. Pes 
— — — infantilism and 189, 
THYROID GLAND  EN- 
LARGEMENT 
— from abscess 
in acute SG alee ea 
adenomatous 
in cholera .. 
from cystic g coitre. . 
fibrous coitre 
in Graves’s disease 
215, 229; 486, 
694, 703, 721, 
722, 726, 
laryngeal paralysis 
from 5 
from ligneous goitre 7 
in malaria 3 
from malignant di- 
sease 5 
during menstruation 
movement on swal- 
lowing 
orthopncea from. 
418, 
parenchymatous 
— — — in pregnancy 
Thyroid gland, enlarged, 
pressure symptoms “ 
— — — inpyemia . 
stridor from. 


in syphilis . 
trachea obstructed 
by 418, 
in typhoid fever .. 
— variola : 


dyspnoea from 
— death from 
hydatid of ‘ : 
ovarian relationship to 
rapid enlargement of 


419 


Pal 


721 


722 
722 
651 


swelling of neck from a - 
. 722 


651 
722 


heemorrhage into, acute 
See aleh| 
: oe 
ee 


409 


158 i 


| — circinata, 


. 722 | 


| 
| 


THROMBOSIS 


Thyroid gland, contd. 


— — Riedel’s disease of .. 158 
— secretion, menstruation 
and 388 


treatment, no benefit in 
adiposis dolorosa 
— in diagnosis .. 
— in distinguishing eretin 
from Mongol ; 
— myxcedema “Hid, 235, 
Thyroidectomy, tetany 
after .. 3, 
Tibia, arrested erowth of, 
from injury .. 
bedsore over 
deformed, in spears 
syphilis 3° 
enlarged by tuberculous 
abscess 
epiphysitis of, 
from : 
epithelioma invading oe 
greenstick fracture of . 
myeloid sarcoma of 
necrosis of, talipes from 
node on, from yaws .. 
osteitis deformans affect- 
ing a 
osteomyelitis of.. 362, 
ener of, from in- 
jury -. 
periostitis | 
GOL oA 
sarcoma of 362 (Fig. 
283) 671, 
syphilitic nodes on 
— tubercuious abscess of. . 
Tibiee, sabre-shaped, in 
rickets es 
Tibial artery, cessation of 
pulsation in .. 
Tibialis anticus, nerve sup- 
ply of 498, 
— posticus, nerve supply of 
Tic, convulsive, simulating 
chorea. . 
— douloureux, 
dence of 
— — cerebral tumour simu- 
lating 
Tic douloureux, 
account of . 
hyperacusis from 308, 
pain in scalp from 
photophobia in 
ptyalorrheea related to 5 
tenderness of scalp 
from 5 Hs 
trophic changesin . 
habit, effect of will on 
movements of 
Tics, spasmodic 


limping 


of, Lee 


age inci- 


“general 


Tickling, hiccough from : : g 


— in throat, before haemo- 
ptysis . 
Tight lacing, “furr ow ed liver 
from os: 
hepatoptosis from 366, 
liver dullness dimin- 
ished from . A 
— depressed by 
menorrhagia from 386, : 
— — Riedel’s lobe and 
Tightness in chest, in bron- 
chitis .. 
— — chronic mediastinitis 
from mediastinal new 
growth i 
—— from overstrain of in- 
tercostal muscles .. 
Tilbury Fox, impetigo con- 
tagiosa of : 
Tincture of arnica, derma- 
titis from ; 
— iodine, test for bile pig- 
ment .. 
Tinea (and see pieeecaned 
eczema  dis- 
tinguished from 
Tinea circinata, 
account of 
itching with .. 
lips affected by t 
lymph-glands enlarged 
with ; 
ar: in diagnos- 
ing . of 8 


general 
ee 2 


| — — pityriasis 


TONGUE 


Tinea circinata, contd. 

rosea dis- 
tinguished from 

psoriasis distinguished 
from ay 

seales on 

simulated by carbolic | 
acid a se 

spores in ae A 

syphilides disting- 

uished from 249, 

imbricata arene ms 

ing . oe as 
— decalvans 

Tinea imbricata, ‘general 

account of : 

— ichthyosis simulating 

- lepidophyton of 

— scales in 

— T. circinata simulating 

marginatum, bathing- 
drawers area affected 
by é . ats 

— itching i in oe 

sycosis, ‘carbuncle simu- 
lated by : 

— eczematous folliculitis 


de 


| 


distinguished from 
Tinea mycosis, general 
account of ae 
— — microscope in diagnos- 
INO re 
-- seborrhcea distinguish- 
edfrom .. 
— — syphilides distinguish- 
ed from . 
Tinea tonsurans, general 
account of 
— — scales in ‘ 
— versicolor, chloasma si- 
mulating Ais 
— — colour of 


distribution of oe 
eczema seborrhoeicum 

simulating .. Ae 
erythema from re 
erythrasma simulating 
Tinea versicolor, general 
account of ot 
leprosy simulating 
macules in 


pigmentation from .. 

pityriasis rosea simu- 
lating 

seales in 250, "529, 601, 

syphilides simulating 

250, 

as an aura of epi- 


Tingling, 
lepsy 

— from peripheral neuritis 

465, 

— sensation from miliaria 

— in tabes .. 5 

— from tinea circinata 

Tinkling, metallic. 

TINNITUS . 

+ deafness and 

— with facial paralysis 

— after flushing 


microsporon furfur in 


— intracranial murmur with 723 


Tinnitus, list of causes of. . te 
— in Méniére’s disease 2 f02 
— from otitis media 165, 
422, 423 
— otosclerosis 753 
— plethora 221 
— syphilis of internal ear. 752 
— telephone ear + 203 
— wax in ear 421 
Tiredness, from phthisis. . 572 
Toadstools, heemoglobin- 
uria from . 284 
Toast, in test meal 319 


Tobacco, amblyopia from 
- central seotoma from .. 
colour blindness from 
759, 760, 
cough from 
deafness from 
dyspepsia from . 
false angina pectoris from 


759 
760 


762 


na 148 
25 166 


319 
434 


— furred tongue from a 2e!8) 
— gastritis from 43, 317 
_ headache from .. 295 
— heart, heartburn simu- 
lating ass a PH 


899 
Tobacco, contd. 
— heart failure from 418 
— hemeralopia from 763 
— infantilism from 189 
— insomnia from .. 4. 320 
— intermittent claudica- 
tion and .. 440 
— irregular heart from 486 
- loss of appetite from 43 
— low blood-pressure from 82 
— orthopnoea from .. 418 
— palpitation from 484, 485 
— pulse-rate and .. .. 486 
— tachycardia from 7 we 704 
— tinnitus from 723 
— tremor from i 724 
— variable incidence of ill 
effects of + 489 
— vertigo from cee. Oe 
— vomiting from . 764. 


Toe, abraded, cellulitis from 410 


- big, exostosis of 
— ‘in peroneal atrophy .. 
— plantar. flexed, in 
Tooth’s peroneal 
palsy oe 
melanotic sarcoma start- 
ing in 
pain in (See Pain in the 
Toe ) 
Toe-nail, ingrowing 
Toes, athetosis of 
— cheiropompholyx of 
clubbed, with congenital 
heart disease 157, 215, 


septum 


cyanotic, in Raynaud’s 
disease 162, 

dead, in swimmers 

dragging of, in spastic 
monoplegia 

gangrene of (See Gan- 
erene) 


pallor of, in Raynaud’s 
disease SE 
position in tetany 


ing 
scabies of 
sore, femoral ‘abscess 
from 
— — inflamed “inguinal 
glands from 
Tokelau ringworm 
Toluylenediamine, 
on dogs as 53 
— jaundice from 325, 
Tomato tumours of skin .. 
Tomatoes, oxalate from . 
— oxaluria after 
Tongue, absence of deep 
tenderness in, in tabes 
Tongue, acute cedema of," 
causes of . ae 
— swelling of, from 
angina Ludovici 
angioma of 
angeioneurotic cedema 
of 411, 698, 
angiosarcoma of 
ataxy of. 
atrophy of, 
paralysis 
— from 12th 
paralysis 
bald, in scarlet fever 
biting, in convulsions .. 
— epilepsy ae 994, 


.162, 256, 441 


effect 


in " pulbar 
197, 493, 
nerve 


Tongue, bleeding nevi of ay 


(Plate XVII). 
— from stomatitis 
— brown, in acute yellow 
atrophy 5 ote 
Tongue, chancre of . 
— coated, in appendicitis. . 
= diverticulitis a 
— scarlet fever .. 
cramp of, in 
players : 
dark red, in diabetes 
dermatitis herpetiformis 
affecting : 
dry, in “acute yellow 
atrophy 273, 


cornet- 


— pulmonary stenosis 91, 


hyperextended, in talipes 


Raynaud’s disease affect- 


698, 


7 6G 


513 


. 438 
. 131 


756 
720 


— patent interventricular 
. 215 


217 
441 


+ 162 


900 
Tongue, dry, conid. 
— — with anuria .. i, ye 
— — from belladonna 705 
— — in uremia -- 40 
— epithelioma of (see Car- 
cinoma of Tongue) 
= erythema bullosum affect- 
Ing) ihe Ree Ae 
— fibrillar contractions in 135 
— fibrillation of, in bulbar 
palsy .. 53 er OL, 
— fissured, in acromegaly 237 
—— Mongolism (Fig. 119) 237 
= = from syphilis 739 | 
— furred, from acute con- 
gestion of liver 33 
— — alcohol 43 
— — alveolar abscess 683 
— — appendicitis .. 677 
— — eatarrhal jaundice 329 
— — chronic alcoholism 51 
— — in cirrhosis Syl Siz 
— — from defective teeth.. 43 
— — in fevers 705 
— — foul taste from se 7h5}5) 
— — from gastritis 43, 267 
—-— peritonitis .. 388; 705 
—-— pneumonia .. sey TANS 
— — septicaemia 705 
— — serum injections 223 
— — taste loss from 705 
— — from tobacco -. 43 
— — in typhoid fever me 105 
— glazed, with | pyelone- 
phritis 576 | 
— gumma of 379, 698, 739 
— — foul taste from BLOOD 
— hemorrhage into 698, 699 
— herpes of ee .. 7504 
— impaired. sensation in, 
from fifth-nerve lesion 706 
~ indented at edges, from 
acute congestion of 
livielinns< 5 .. 334 
—— by teeth, from gas- 
tritis a aie Ou) 
— large, in acromegaly .. 237 
ae diabetes 264 
— — Mongolism (Figs. 118, 
19) 237 
— leukoplakia of . se oo) 
— like a bag of worms el SD, 
— neviof .. 283 
— normal protrusion dis- 
tance of 738 
— paralysis of (see Para- 
lysis of Tongue) 
— pemphigus affecting 74 
Tongue, pigmentation of, 
in Addison’s disease 
(Plate XXI) . -- 526 
— protruded, in cretinism 234 
— — mongolism 190, (Figs. 
118, 119) 237, 238 
— Raynaud’s disease affect- 
Wile oe 286, 699 
— sarcoma of 698, 699 
Tongue, sensory areas of 
skin corresponding to 449 
— sore, in pellagra .. 225 
— — syphilides and - 560 | 
— — in syphilis Soy ek 
— stomatitis affecting .. 74 
— strawberry, in erythema 
scarlatiniforme 227 
— — scarlet fever .. 227, 562 
— swelling of in angina 
Ludovici OS Ooo 
— — angioneurotic oedema 699 
— — from bee-sting 98 
—-— carcinoma .. eos 
— — dysphagia from +6. USE 
— — from glossitis 198 
Tongue, swelling of, list of 
causes of = -- 698 
— — from mercury Ae (es 
— — stomatitis 74, 699 
— — Raynaud’s disease 699 
Tongue, syphilis of 739 
— tooth-marked, in dys- 
pepsia A PTE Oths: 
— tremulous, from alcohol 
51, 726 
— — cirrhosis Se Birla 
— — general paralysis 146, 726 
— — from lead 726 
— tuberculosis of 440, 698 > 139 


TONGUE 


| Tongue, contd. 
| — ulcer of (see Ulceration 


of the Tongue) 
— wasting of, in bulbar 
paralysis 
Tonic versus tetanic ve 
Tonsil, abscess of (See 
Quinsy) 
Tonsillectomy, death from 
— enuresis cured by 
— paralysis of palate after 
— status lymphaticus and 


543 
137 


382 


eS 


589 


382 | 


Tonsillitis, acute, bacteria alg 


causing 
— acute endocarditis with 


| — — phlezmonous 52 


— — ptyalism from 56 

Tonsillitis, acute, types of 
— in acute rheumatism 

105, 211, 

aortic disease after 

bacteriological diagnosis 

of, Bia at 


— bacteriuria from 


adenoids with 


chronic, 
— in children 
and diphtheria, relative 

pyrexias of 
— earache from 


ee 


211 
379 
542 
613 


614 


5 PAU) 


379 
69 
615 


. 615 


574. 


- 202 


Tonsillitis, follicular (Plate 
XXVI) .. 610 


albuminuria from 


13 


— — diphtheria and 614 
— — leucocytosis in . 360 
— — syphilis simulating .. 614 


Vincent’s angina simu- 


lating ape .. 614 
— foul breath from 87 
— in fungating endocarditis 34 
— history of heart disease 14 
— infective arthritis after.. 648 
— paininthe limbs in 463,464 
— peliosis rheumatica and 556 
— pyrexia from .. Net Ot 
— rheumatic 6 14, 379 
— — fever and 337 
— rigor from a5 595 
— in scarlet fever .. .. 614 
— spondylitis deformans 
geyan 2 ai Saree hd. 
— stiff neck from .. 647 
— submaxillary glands in- 
flamed from .. ae BV) 
— trismus simulated by .. 729 
— (and see Sore-Throat) 
Tonsils, chancre on 615 
~ enlarged, adenoids with 615 
— — in children 613, 615 
— — from hypertrophic 
TMT IS Sees. ai Abay 
— — insomnia from 321 
— — in lymphatism 382 
— — nightmare and 402 
— — sore throat with 613 
— stertorfrom .. ~- 647 
| Tonsils, coletors of 615 
— gumma of 613; 615 
— mucous patches | on, in 
syphilis Lak 55 Gil 
— pharyngeal, inflamed, 
snoring due to > 613 
; — sarcoma of ane 285, 615 
— syphilis affecting 383,615, 739 
— tubercle of ore ae lis, 
— ulcers on, in syphilis .. 383 
Tonsils, various gE 
0 
Tonus, definition of 5 diy 
Tonus, how maintained 137 
Tools, bull from. . = ote 
| Tooth, in bronchus, heemo- 
ptysis from 287 
— carious (See Caries, Den- 
_ tal) 
| — extraction, excessive 
bleeding after, from 
hemophilia oS 2S 
— impacted wisdom, simu- 
lating tetanus 138, 730 


— — — trismus simulated by 729 


— inhaled, gangrene of 
lung from 259, 260 
-— in larynx 3 4 La 

| — septic, alveolar ‘abscess 
LONI - 683 

Tooth’s peroneal ‘atrophy, 
age incidence 60 
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affected in eee: 
—-—-— bigtoein .. 55 HOL3} 
---- eH flexed in 60 


— — distinguished from 
infantile paralysis 113 
— — family history in 512, 513 


— — (Figs. 20 and 21). 60 
| Tooth’ Ss peroneal atrophy, 
general aceOunE of -. 513 


— — — heredity in. Loa 
—-—- lesion of .. 22 OLS 
— — = limping from «- 362 
——- after measles 60, 513 
— —— muscle wastingin.. 61 
— — — myopathy simulating 

» alley | 


paralysis ofhandsin 60 
— legs in ss 60 
paraplegia from .. 
plantar reflex in .. 68 
RD. in 60, 6, 113,513 
reflexes in .. peels 
simulating infantile 


paralysis 60 


— —-— symmetry of 5 10S} 
——-— talipes in 60, 113, 513 
— — — thenar atrophy in.. 1138 


after whooping-cough 


60, 513 
Toothache .. nie o~ 462 
— alveolar abscess and .. 683 
— cdema of face with .. 410 


Tooth-brush, bleeding gums 
ET OMe : (2, 13 
— retraction of cums from "589 
Tooth-plate, aorta PEE 
Vv ce CADE 
— bleeding due to. 
ill- -fitting, ptyalism from 
cesophageal stenosis from 
194, (Mig. 94) 195 
cesophagus perforated by 267 
in cesophagus, pyopneu- 
mopericardium from 
stump under, oe 
from 
tongue swollen from 
- ulcer of tongue from 
Torsio testis 55 an 
— abscess from .. oF 
— in horse riders . 480 
— operation in diagnosing 480 
— strangulated hernia 
simulating . . 682 
Torticollis, asymmetry of 
face with ~. 142 
— clonus with an so et 
— congenital Sn .. 142 
— contracture in .. Sy 
fortiori, beneral pecount 
0 ae 
— from hysteria . 141 
lateral curvature with.. 647 
lymphadenitis simulating 142 
rheumatic myositis simu- 
lating . .. 142 
scoliosis from 154, 647 
spasmodic .. 648 
— retracted head from.. 589 
spinal caries simulating 142 
sternomastoid muscle and 142 


153, 


— gstiff-neck with .. ee ol ord 
— from sternomastoid rup- 
ture at birth .. Se) ee 
— stiff neck with .. ~. GAT 
Torule in urine A 2AGHl 
— vomit .. 115 
Tottering gait in "general 
paralysis 726 
Toxzemia, in acute fevers 214 
| — from alcoholism -. 406 
— arsenic .. ae ..- 406 
— aspirin .. - 406 
— brachial neuralgia and. ~ 442 
— from constipation .. 406 
— convulsions from ae, TENG 
— dilatation of heart from 214 
— from drugs Ze .- 406 
— erythema from .. -~ 226 
— hemoglobinuria from .. 284 
— headache from .. -. 296 
— infantilism from 189 
— intestinal 189, 406, 415 
— from iodide of potassium 406 
— noises in the head from 406 


| Tooth’s peroneal atrophy, contd. | 
| — — — anterior cornual cells 


Toxceemia, contd. 

— from parasites .. 

— parenchymatous cardiac 
changes from. . ape fil! 


223, 


— from plumbism.. 406 
— of pregnancy, polyey- 
theemia from.. + OSS 
| — from quinine .. 406 
— salicylates «+ 406 
— tetany from sonlol 
| Toxic conditions, angzemia 
from .:. Sie Ou 
— — dementia from ES, 
— — noises in the head in :406 
Trachea, aneurysm rup- 
tured through 120, 287 
| — compression of, no pain 
with .. Aes .. 434 
— displaced, by thyroid 
gland enlargement .. 722 
— distoma in os 287 
— epithelioma of .. 184, 650 
— invaded by carcinoma of 
thyroid <s ae el 
—-—epithelioma .. . 651 


Trachea, irruption of caseous 


gland into .. 650, 420 
Trachea, obstruction of, by 
aneurysm a ~. 419 
—-—caseous gland 157, 
(Figs. 68) 158, 650 
— — cyanosis from 157 
Trachea, obstruction of, list 
of causes of 418, 650, 651 
—— by mediastinal’ new 
growth os .- 419 
— — orthopnea from 418 
— — stridor from .. 650 
— syphilitic stenosis of 650 
— ulceration of 287, 721 
Tracheotomy, for acute 
laryngitis oe BLDSE Gls 
— in angioneurotic cedema 699 
— for laryngeal obstruction 419 
— — paralysis aie Ae) 
— stenosis after .. 650 
— stridor after -- 650 
— subcutaneous emphy- 
sema from .. 203 
— tube, hemoptysis from 287 
-- ulceration of trachea 
from 287 
Trachoma, entropion from 231 
— (Plate XID) oe .. 232 
— pannus from 231, 734 
— trichiasis from .. we 28L 
— ptosis from o. SOU oOAn 
— ulcer with - 734 
Trades (see Occupations) 
Train giddiness 752 
— sickness, headache from 296 
Training, ‘lack of, tachy- 
cardia from .. 703, 704 
Trance, bradypnoea in 84, 85 
— cerebral abscess simu- 
lating . 3 . 120 
— — tumour simulating .. 120 
— dangers of diagnosing.. 120 


Trance, general account of 85 
— heart sounds seh audible 
in Py 


- hysterical. 118,*120 
— respiratory tests in 85 
— simulating death 85 
— thermometer in  dia- 
gnosing 85, 
Transfusion, cedema from 
412, 415 
Transillumination of an- 
trum .. 463 
— — in diagnosis of tumour 685 
Transitional lymphocytes 
(Plate II . 22 
Translucency test, for cysts 481 
— — hydrocele .. A481, 682 
Transposition of great 
vessels a abe 
— liver ae -. 366 
— viscera 157, 452 


— — dysphagia lusoria and 
Transverse mayelitis (see 


Myelitis, Transverse) 
Trapezius, paresis of 506 
Traube’s space . GI 
Trauma (see Injury) 
Treadler’s cramp .. 151 
TREMOR .. ie .. (24 


Tremor, contd. 
Tremor, from alcohol 146, 

, (26 
Tremor, ataxia and 727 


— from cerebral embolism 133 
— in chorea oe C40 
— chorea distinguished from 133 
Tremor, coarse, general 

account of At et | 
Tremor, from drugs . 726 
Tremor, fine, papers! account 

of 724-7 


— after flushing . 241 
— in general paralysis . 146 | 
- Graves’s disease 215, 

9298) 108s) deze. 020, 100 
— after hemiplegia 134, 727 
— in hysteria <- * 134, 727 
— infantile hemiplegia 58 


intention, from cerebellar 


abscess ay eel 
— — — ataxy . 728 
— — — tumour a ale 


cerebral diplegia 724, 729 
disseminated sclerosis 
148, 307, 496, 517, 724 


— — Friedreich’s disease 
140, 512, 728 
Tremor, intention, general 
account of ae 
— — in hysteria 724, 728 
Tremor, intention, com 
mid-brain lesions . 729 
— — neurasthenia .. 728 
— of iris, from dislocated 
lens SS nop GPRS) 
— from lead 2 = KS 
Tremor, list of causes ee . 724 
— from mercury 33, 65, 726 
— mid-brain tumour 5 997 
— nervousness e286 


in peripheral neuritis 65, 256 
with professional cramps 151 
rates of .. we 124 


— of tongue, in chronic 
alcoholism 51 
— — cirrhosis we 51 
Tremor, unilateral 727 
Trench feet ye .. 224 
Trephining, for meningeal 
heemorrhage .. aio al fs) 
Treponema pallidum (see 
Spirocheeta Pallida) 
Triceps, nerve supply of.. 505 
— pseudo-hypertrophy of 513 
— root innervation of . 509 
Triceps-jerk, increased, in 
brachial monoplegia.. 502 


Trichiasis, from trachoma 231 


Trichina spiralis, blood 

changes with .. ay ade 
— — cachexia from 99 
=) = i maUscles! ay) 464 
Trichinelle, in stools 464 
Trichinosis, cholera simu- 

lated by .. 464 
— embryos in blood eh 2o 
— eosinophilia in 464, 729 
— epidemic. . ao Tee) 
— erythema in .» 223 
— feverin .. 644 
— gastro-enteritis from 464 
Trichinosis, general account 

0 
- ceographical distribution 

of 464. 
- leucocytosis THe ore .. 464 
— muscles affected by 5 (Pe 
— cedema of face in . 464 
— pain in the limbs from.. 463 
— — muscles in 464, 729 
— perspirations in. . 464 


polymyositis simulating 464 
pork and .. 464, 729 
pyrexia from . ie ey 
rheumatism simulated by 464 

swelling of muscles in .. 464 
tenderness of spine from 713 
trichinellze in stools in.. 464 
trismus from .. 729 
typhoid simulated by.. . 464 
Trichocephalus dispar - 520 
— — no blood changes with 26 
— — in colon (Fig. 218) 520 
— — commonness of .. 020 
— — eosinophilia rare from 219 
-—no eosinophilia from 


520 | 


— — no symptoms from .. 520 | 
Trichophyton acuminatum 247 
— crateriforme nin ATR 
— rosaceum 247 
— sulphureum 247 
— violaceum 247 
Tricuspid area, pruits in 92 
| — — definition of .. 92 
| — regurgitation, from alco- 
holism 46 . 214 
— — bruit of 92, 211 
— — without bruit OP 
— — from dilatation of right 
ventricle .. 92 
—— dullness to right of 
sternum in. “ 92 
— — from emphysema 217 
— — liver enlarged from . 92 
— — from mitral ss ee 
tion eich 
— — edema of legs from . 92 
— — pulsatile liver from 92, 368 
— — pulsation of neck veins 
In Gene Sa So 4 
— — thrill with 721 
— stenosis, ascites with 694 
— — lividity with .. . 694 
— — with mitral stenosis.. 694 
— — nutmeg liver with 694 
—— oedema of legs with .. 694 
— — orthopnea with 694 
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Trichocephalus dispar, contd. 
—— ovum (fig.: 28) 80, 
520, (Fig. 219) 521 


presystolic thrill with 721 

pulsating liver with . 

Trigeminal nerve (see 
Nerve, Fifth) 

— neuralgia (see Neuralgia, 
Trigeminal) 

Trigone, affections of, pain 
at tip of penis from .. 

Triplegia, spastic infantile 

Trinitrotoluol, acute yellow 
atrophy from 

— jaundice from 


471. 
132 


334 


325, 334 


Trional, bradypnoea from 84 
— coma from 118 
— eyanosis from oor: 
— erythema from. . 222 
— hemoglobinuria from .. 284 
— methemoglobinuria after 157 
- reducing substances in 
urine after ee OF 
TRISMUS .. ae (PH 
— from alveolar abscess 7.) O93 
— catalepsy oo AS) 
— hydrophobia 55 (SU 
— hysteria . 138, 417 
— malingering of . 5 ERY 
— from strychnine o5) FEO 
— simulated by alveolar 
abscess : 46: (8) 
— — angina ludovici so (220) 
— — epithelioma So OFAN) 
— — facial neuralgia Ae WAR) 
— — hysteria : Bs tras) 
— — impacted wisdom 
-tooth 550 eK) 
— — mumps oe TAS) 
— — myositis ossificans 5 (PY 
— — odontoma 3 148) 
— — quinsy 729 
-- temporomaxillary arth- 
-ritis 72 
— in tetanus 138, 152, 
417, 649, 729 
— tetany Be io ial 
— trichinosis 56 ee 20) 
Triple phosphate .. 7.) D244) 
—~rystalsof (Mig. 221) 524 
Trochanter, great, bedsore 
over .. Ar oe 00 
Trommer’s test . 261 
Trophic changes, atrophy f 
of testis from. 66 
— — in hair and skin, in tic 
douloureux . 447 
— — nails 400 
—-—in syringomyelia 110, 257 
— ulcer, finger affected by 240 


hereditary 
(Fig. 177) 411 


Trophcedema, 


Tropical liver 

— Medicine, London School 
of 2 

Tropics, ankylostomum in 81 | 


369 | 
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| Tropics, contd. 


— cheiropompholyx in .. 97 
— chronic diarrhoea in 172 
— chylous ascites in S870 
— chyluria in 50 


congestion of liver i in 334, 369 
eczema marginatum in 250 


- elephantiasis in 28, 695 
— filaria in 109 

— hepatic abscess i in 291, 
332, 369 

— hypothermia after resi- 
dence in 312 

— loss of weight after fevers 
of Ae 770 
— malaria in ae - 632 

Trousers, ill-fitting, pria- 
pism iqoaual ye ni ote) 

Trousseau’s sign in tetany 
7 OL Le2 

Truffles, heemoglobinuria 
from A ee DBA 
Trunk, chromidrosis Of ee ODD 
- leprosy erythema of 383, 

— lichen scrofulosorum 
affecting : 488 

— oedema of, from renal 

growth ae 
— pigmentation of 527 
— seborrhoea affecting 602 
— syphilis roseola on Ara spies) 
— syphiloderms of . 490 
— vaccinia affecting 757 


Truss, atrophy of testis 

from oe ae AEG: 
— glands enlarged ‘from .. 679 
— psoriasis affecting . 603 
— spermatic cord compres- 

sion by at ae 
Trypanosoma gambiense 

(Plate XX VIII, Fig. G 614 
—-in cerebrospinal fluid 305 
— — characters of.. niSetee ke, 
Trypansomes in blood 28, 226 
- cerebrospinal fluid 28 
Trypanosomiasis .. 28 
— enlarged lymph-g -glands i in 28 
= erythema from 223, 226 
— gland puncture in dia- 


enosing an es 
- kala- azar r due to Hee 29 
— parasitesin bloodin .. 27 


Tryptic activity of motions 328 
Tubal abortion (see Abor- 


tion) 
— gestation (see Hctopic 
Gestation ) 
— mole , 393 
Tube casts, in acute neph- 
ritis 4, 42, 281 
— — from albuminuria Ae. Savi 
— — arteriosclerosis 537 
z= DACTerIa ls. . Ae 6 
— — bacteriuria 70 


in blood diseases ie a 
in Bright’s disease 


9, 105, 412 

— — from carcinoma of 
rectum 7 

— — cerebral hemorrhage 
and Sas) 

— — in chronic nephritis 

11, 76, 212, 274, 298, 408 
--- peritonitis 47 
— — chyluria - a LOD 
— — from cystic kidney ae Oo, 


disintegration of 6, 10, 18! 
in fungating endocar- 
ditis 
Tube casts, general account 
of (Plate I) . 
from eranular: kidney 537 
with high blood-pres- 
sure. ; 212, 485 
insignificance of single 6 
in lardaceous disease 8, 537 
mucus simulating .. 399 
with nephritis 109, 420 
from new growth of 
kidney 7 


— = with one of legs . - 412 
— — in pyelitis EOS | 
— — pyelonephritis . 578 | 
— — from renal growth .. 7 
= — —4nfarction .« 7, 283 


— — from renal thrombosis 


7, 749 | 


ry 


901 


Tube casts, contd. 
— — with eign neph- 


ritis . 594 
— — in uremia 85, 417 
— — from uterine causes .. 8 
— — varieties of .. Pe 6 
Tube casts, various causes 
of = Sir Se Osc 
— — from vena cava 
thrombosis 


Tubercle bacilli, antiformin 
process in detecting . 


458, 642 
— — in ascitic fluid . 48 
— — cases of cough 149 


caustic potash in ex- 
amining for .. 642 
cerebrospinal fluid 305, 590 
cystitis due to reve gh) 
in eye paces: 735 
feeces .. 6, 385, 458 
guinea-pig ple a 


in detecting . 104 
— — from gums 74 
— — hemoptysis and 286 
— — from hernia testis 623 
— — inliver pus 375 
— — meningitis from .. 146 
— — nephritis due to 69 
— — from nipple 181 
— — in otitis media . 422 
2s (Plate XZVGT) x. 614 


pyelonephritis due to 69 
sore throat due to .. 613 
— from scrotal fistula .. 479 
Tubercle bacilli in sputum 

159, 199, 288, 458, 641, 642 
——-—in influenza 564 
— =——phthisis 199, 286, 

293, 476, 532, 642, 643 
pneumothorax and. 531 
Tubercle bacilli in sputum, 
no proof that phthisis An 


is advancing . 
ee iT tuberculous 
laryngitis ee 28) 


Tubercle bacilli, staining for 641 
— from tuberculous tonsil 615 
ulcer of palate . 588 
ureteritis due to 69 
in urine 279, 282, 355, 


460, 473 
——-— with tuberculous 
bladder .. 397, 
471, 579 
---- kidney 117, 577 
Tubercles in the choroid .. 417 
— — inmeningitis . -- 5990 


— erythema multiforme a. 489 


Tuberculide, lichen scrofulo- 


gsorum a .. 488 
Tuberculides, general ac- 

count of ; 40 OS 
Tuberculin injection, diag- 

nostic aes oe Gil 

— — in obscure pyrexia .. 573 

— — phthisis rt a (hike: 

— — tuberculosis 566, 669, 740 
— reaction in Addison’s 

disease Ac i.  B4 
-- Sie XXXVI, 

ROOT AID A TARY TY 

— — eosinophilia from 5 PANS 
Tuberculosis, abdominal, 
pigmentation of skin 

in Ae a .. 528 

— acetonuria from 4. 


acute miliary, leucopenia 


in ate Ay e« 36L 
— albuminuria in . 13 
— amenorrhcea in.. 18 
—anemiafrom .. 32, 33 
— anorexia in 43, 566 


associated with syphilis 293 
atrophy of testis from 66, 67 
axillary bee affected 
by : . 380 
= eens from . -. 666 
Tuberculosis of bladder 
(Plate XV) «. += 282 
aching in perineum 
AIROVEM Vc on 
age incidence ‘of ee 


474. 


5 ATH 


| 


Bilharzia odatinge? 
282, 472 
calculus simulating .. 579 


902 


Tuberculosis of bladder, contd. 
—-— cystoscope in  dia- 
579 | 


gnosing 471, 
— — epithelioma simulating 
282, 
— — frequent micturition 
from 471, 534, 579, 
Tuberculosis of bladder, 
general account of 
82, 471, 
— hematuria from 275, 
282, 397, 471, 
pain in penis from 
397, 471, 


prostate affected with 
282, 471, 579, 
pyuria from 282, 397, 
471, 575, 
rectal examination in 
diagnosing 
renal tubercle simu- 
lating 282, 471, 
secondary to kidney... 
seminal vesicles affected 
with 282, 471, 473, 
strangury from 
tabes simulating 
testes affected with 
282, 471, 479, 579, 
tubercle bacilli in 
urine from 282, 471, 
ureteric calculus simu- 
lating 472, 
Tuberculosis of bone, gene- 
ral account of 668, 
syphilis simulating .. 
tuberculin in diagnosis 
von Pirquet’s reaction 
in diagnosing 
— x-rays in diagnosing. . 
— (and see Caries) 
bony swelling from 
of bowel, bladder gpened 
b 


¥, 
-- diarrhoea from 
— — hematuria from 
— — hyperplastic colon from 
Tuberculosis of bowel, inci- 
dence of : 
== pneumoperitoneum 
from 5 
— — pyuria from .. : 
—of breast, carcinoma 
simulated by 181, 
— — mastitis simulated by 
Tuberculosis of ages apres 
on 
— — pain with : 
— — pus from nipple with 
— — simulating carcinoma 
— cachexia from 4, 13, 
33, 413, 
— of cecum, appendicitis 
simulated by.. 
— — cure by excision 
— — (Mig. 194) : 
Tuberculosis of cecum, 
general account of 
laparotomy in 
gnosing 
pain in iliac fossa from 
454, 


-- dia- 


from phthisis : 
— simulated by tuber- 
culous iliac glands 
simulating appendicitis 
— carcinoma .. 
swelling in iliac fossa 
from 458, 
tubercle bacilli in 
feeces with . 
Tuberculosis, cervical glands 
enlarged from 
— of choroid (Plate XX) . 
— chronic mediastinitis 
from ‘ 
of colon, abscess TOM... 
— blood in stools from.. 
— cachexia from 
carcinoma 


simulated 
125, 


Vee 
— obstruction from 
— tenesmus from 
tumour in hypochon- 
drium from 
of cornea 


other parts affected in : 


579 
579 


579 


. .649 
= 690 


669 
669 
669 


. 669 


669 


ce WOE 


582 


. 458 


275 
661 


. 458 | 


. 652 | 
. B75 | 


686 
686 


- 686 | 


429 
181 
181 


415 | 
so oRts 
.. 458 
. 458 
. 458 


677 | 


458 | 


458 
459 
458 
458 
677 


458 


- 751 


663 
666 


. 666 


666 


. 666 
.. 666 


659 | 


. 134 
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Tuberculosis, contd. 


| — from cow’s milk 308, 


379, 385, 631, 768 
— deep-seated, obscure py 
rexia from 5 ats 
— of ear 422 
— epididymis 622 
Tuberculosis of epididymis, 
general account of .. 479 
—-— nodules in seminal 
vesicles with 473 
Tuberculosis of epididymis, 
notes on A .. 697 
— — pain in testis from .. 479 
— — with tuberculous blad- 
Geree, 5S Se 
—-—-— prostate .. 582 
— — ulceration into bladder 579 
— epididymitis from 66 
— fatty liver from 375 


of fauces, sore throat from 6138 
finger (see Dactytitis) 
general, in children 


— choroidal tubercles in 640 


— — in guinea-pigs .. L104 
— — headache in .. . 640 | 
— — head retraction in .. 640 
— — hyperpyrexia in - 309 
— — kidney involved in .. 355 
—— no leucocytosis in .. 640 | 
— — liver enlarged in .. 375 
—-— lumbar puncture in 
diagnosing . 640 
—-of lungs, bronchitis 
simulated by <3 3L0 
— — — bronchopneumonia 
simulated by 310, 568 
— — — hyperpyrexia from 310 
— — after measles. . 385 
— — meningitis in.. 640 
— — optic neuritis in . 640 
— — purpura in 553, 555 
— — relatively slow pulse in 636 
—-— no renal symptoms 
with 577 | 
— — Spleen enlarged i in 632, 640 
— — typhoid simulated by” 
636, 640 
— — vomiting in .. 640 
— general wasting from . 59 
— generalized lymph-gland 
enlargement in 376 
— giant cells in 403 
— of glands, lymphadenoma 
simulating 78 
— guinea-pig inoculation in 
diagnosing 104, 577 
— of gums, bleeding from 72 
— hematoporphyrinuria 
ELOM Oe 744 
Tuberculosis of hip-joint . . 363 
— hypothermia in morning 
with * ; aa ele) | 
— of ileo-cecal valve 458 
— influenza simulating 564 
— intestinal, acute ascites 
from : 47 
— — albumosuria with 16 
— — perforation in 47 
— — suppurative peritonitis 
from ois sau £7 
— jaundice in 325 
— of joints (see Arthritis, 
Tuberculous) 
— of kidney, aching in loin 
from 279, 577 
— — age incidence of 277, 279 


albuminuria from 7 


anuria with . 
calculus simulated by 279 
Cheyne-Stokes breath- 


ing from ae AKO S 

— — colic from inky, Be 
—-— cystoscope in dia- 
gnosing 282, 355, 

577, 579 
Tuberculosis of kidney, 
cystoscopic appear- 

ance in (Plate XV) 282 

— — empyema from «s 106 
— — frequent micturition 
from 277, 279, 282, 


355, 898,577, 019 
Tuberculosis of kidney, 
general account of 
279, 355, 577 


.. 300 | 


Tuberculosis of kidney, contd. 
— — guinea-pig inoculation 


5 lah 


in diagnosing 
hematuria from 
277, 


275, 
279, 280, 282, 


355, 356, 577, 579 | 


kidney enlarged from 
282, 352, 355, 579 

— tender from . 855 

pain in iliac fossa from 


52, 454 
— — — loin from . 460 
——-— penisfrom .. 079 


part of general tuber- 


culosis 577 
— — perinephritis from 106 
— — pleurisy from 106 
— — polyuria from 577 


prostate affected in 
280, 355 
pyonephrosis from 
pyrexia with . oy A aTS 
pyuria from 117, 279, 
282, 355, 460, 575, 


e760 


577, 579 | 


rectal examination in 
Da0..es82: 
renal colic from A PRES, 
— tube casts due to.. 
seminal vesicles af- 
fected in 
simulating calculus 
iNIkyi, tage 
— tuberculous bladder 
282, 471 
strangury from . 649 
tenderness in loin with 579 
testes affected in .. 355 
— secondary to .. 479 
thickened ureter seen 
with cystoscope .. 576 
tubercle bacilli in urine 
with 117, 279, 355, 
460, 577 
tuberculosis elsewhere 
with OU te 
tuberculous bladder 
from Ai, OAS) 
— — simulated ‘by 5 he 
with tuberculous perito- 
nitis 
typhoid simulated by 566 
uremia from 108, 146 
ureter felt per rectum 


with ao US) 

— — — infected from cus LEK 

— — ureteritis from 5 AMET 
— — vaginal examination in 

280, 355 

— — wasting with.. sneeldly, 


g-rays in diagnosing 
279, (Mig. 134) 280, 577 


— of knee, Baker’s cyst 
with .. Per -. 692 

— lachrymal glands en- 
larged in 695 


Tuberculosis of 


— — tonsil affected with .. 615 | 
— — ulceration of.. an 295 
— — voice change with .. 150 | 


Tuberculosis 


larynx, 

notes on !99, 293, Gh, alt 
— phthisis and. 
— sore throat due tos. ae 


latent, loss of weight from 768 
leucocytosis rare in .. 360 
lichen scrofulosorum with 488 
— of liver Ae a OUD 
of lymph 
glands (see under 
Lymphatie Glands) 
marasmus from . 385 
mediastinum affected by 435 
of metacarpus .. . 668 
Miculicz’s syndrome in 695 
miliary, choroid tubercles 


in Sealey 
=- prolonged pyrexia from 566 
— — rigor in ; .595 
— milk and z ‘x (68 
— morning Bara with .. 631 
— of nails .. ‘ - 400 
— nose 5 ‘ 5 iy 
— obscure cases of . 385 


occipital glands enlarged 378 

cedema of legs from 413, 415 

opsonic index in diagnosing 
479, 677 


355, B77 | 
7 | 
280, 355 | 


Tuberculosis, contd. 


| Tuberculosis, 


— orbital 229, 230 
— orchitis from 0 OG 
— pain in limbs with .. 465 
— of palate, lupus and 588 
— — perforation due to .. 588 
— — phthisis and .. 588 
— — sore throat from , 613 
— pancreatitis in .. own LOO 
— ofpenis .. 617, 619 
— periostitis in sien MOM 


peripheral neuritis from 465 
of peritoneum (see Perito- 
nitis, Tuberculous) 
without physical signs.. 566 
polyorrhomenitis from.. 107 
of portal glands 45, 330 
portal glands enlarged in 
51, 325 
prolonged pyrexia from 563 
of prostate 184, 697 
— abscess from . +, O8E 
— aching in perineum 
from i .. 474 
difficulty in micturition 
with SOOO) 
hematuria from 275, 581 
nodules in epididymis 
with 
— seminal vesicles with 
473, 582 
no pain during mic- 
turition with .. 470 
perineal sinus from .. 620 
rectal examination and 
479, 620 
with renal tubercle 280, 355 
testis involved with 
620, 622 
— secondary to . 479 
tuberculous bladder 
with 282,-397, 579, 620 
--— simulated by .. 471 
— kidney with 280, 577 
pulmonary, acute, rigor in 594 
— elastic fibres in sputum 
ine 
- febricula representing 
— miliary, no tubercle 
bacilli in sputum,. 
— pain in the limbs in.. 463 
— prolonged pyrexia from 566 
— rigors from 595, 598 
pulmonary, 


598 
464 


643, 


sputum in .. sr 
— typhoid simulating .. 5 
.— rapid .. 
— — (and see Phthisis) 
of rectum, carcinoma 
simulated by a 
rib, submammary 
abscess from .. 
salivary glands enlarged 
in 
of seminal vesicles 184, 
— — aching in perineum 
from 
— — enlargement in 
— nodules in epididymis 
with 47 
— rectal 
and 
— secondary to testis 
— testis involved with 
— tuberculous bladder 
with 282, 397, 
simulated by.. 
— — kidney with 280, 
355, 
— — — prostate with 
simulated by paratyphoid 565 
of spine (see Spinal Caries) 
— stomatitis from. .. 042 
Tuberculosis of testis . 696 
Tuberculosis of testis, gene- 
ral account of 479, 622 
Tuberculosis of testis, hernia 
testis from 622, 623 
— — other organs involved 
with s- 622 
— primary bee 179 
— prostate involved with 620 
with renal tubercle .. 355 
scrotal fistula from 621, 622 


of 


examination 


— — secondary to bladder 479 
— — — kidney . 479 
— — — prostate . 479 


TUBERCULOSIS 


Tuberculosis, contd. 
— — seminal vesicles infected 
with 3 OS 
—— simulating neoplasm 480 
— — — tuberculous bladder 471 
Tuberculosis of _ testis, 
syphilitic testis distin- 
guished from 480, 
tuberculous bladder 
with 579 
— kidney with 4 MEL 
ulceration. of scrotum 
from 5 APA 
wasting with . 409 
tongue .. 739 
of tonsil . 615 
tuberculin. tests in 566, 
Do amOialts 738, 
- typhoid simulated by . 
ulceration of bowel from 283 
— — opening into bladder 575 
— of larynx from . 158 
— nose from ae 220 
— tongue from .. 738 
of ureter 472 
— ceystoscope 
gnosing ae - 
frequent micturition 
from we AS 
kidney tender with .. 473 
pain in iliac fossa from 454 
— penis from. 471, 473 
rectal examination in 
diagnosing 277, 471, 
473, 
secondary to kidney. . 
simulating tuberculous 
bladder 
— tubercle bacilli in urine 
with 473 
— vaginal examination in 579 
of urethra . 184 
uteri, carcinoma simu- 
lating 54 aii 
— erosion simulating os, (OL 
~ metrorrhagia from 390, 391 
— microscopical diagnosis 391 
of uvula, sore throat from 613 
of vas deferens. . v2 OOK 
— — with tuberculous 
bladder .. 
visceral, multiple benign 
sarcoid with . ; 
Tuberculosis, von Pirquet’s 
test for 34, 385, 459, 
479,. 566, 573, 631, 
669, 696, 


540, 698, 


740 
566 


355, 
in dia- 


397 


— vulval swelling from 

— weakness from .. 

— yaws distinguished from 403 

Tuberculous glands (see 
Lymphatic Glands) 

— nodule in brain, hemian- 
opsia from A ee OOM 

Tubular breathing (see 


. 473 | 


Bronchial Breathing) 168 


Tumour (see under Swell- 


ing) 
Tumour, abdominal, from 
aneurysm c 50) Spl 
— — from carcinoma of 
duodenum . 272 
===" stomach 270, 271, 
ile, pilus) 
= — consvipavion: from) "127, 
— — distended bladder caus- 
move. aie B40 
— — from diverticulitis 453 
— — gastric ulcer . 318 


heart impulse displaced 


by 299 
-- intussusception caus- 
ing 78,115, 127 


lineze albicantes from 365 
liver pushed up by .. 367 
multiple, malignant... 47 
— tuberculous 47, 48, 130 


— — from ovarian disease 19 
— — palpitation from . 485 
— — from pregnancy 19 


simulated by hysteria 390 


— — simulating ascites 44 

— — from tuberculous 
omentum : 

— — with tuberculous peri- 
tonitis 48, 130 


Tumour, contd. 

— green, in chloroma .. 39 

— phantom (see Phantom 
Tumours) 

— pulsatile (see Swelling, 
Pulsatile) 


| — renal (see Kidney, En- 
622 | 


larged) 
TUMOURS OF THE SKIN 730 
Tuning-fork with foot-piece 
Oe 74) eh 
— tests : “as 
Tunnels, workers in, pe 
lostomum in .. 1 
Turkish bath, capillary 
pulsation during 
Turner, Dr., temperature 
charts supplied by 
(Figs. 268, 269) 638, 639 
Turpentine, anuria from 40, 41 
bulles from ate eke 
dermatitis from 
erythema from .. .. 222 


— hematuria from 5 oh ATS 
— hemoglobinuria frnm .. 284 
— leucocytosis from 360 
— nephritis from .. 9 


priapism from .. my 538 


— strangury from 649, 650 
Twelfth nerve (see Nerve, 
Vagus) 
Twins, detection of mi 201 
- dystocia from . 200 
Twitchings, with anuria,. 42 
- hemiplegia preceded by 134 
— due to increased intra- 
cranial pressure 090 
_ muscular, from alcohol. 726 
— — in chorea : ae L386 
—— delirium tremens .. 136 
— — from fatigue .. p36 
—-—in eeneral paralysis. . 136 
— — Graves’s disease 136 
— — hysteria ae SO 
== from nervous ex- 
haustion 136 
— — overwork 136 
— from uremia 40 
Two-glass test 183 
— — in gonorrhcea 182 
— — urethritis 581 
Tympanic membrane, per- 
forated .. - 202, 422 
— — — hearing good in spite 
of xe ae 6D 
— — ruptured, from a blow 
on ear 2 . 421 
— — — hemorrhage from ear 
dueto .. eA 
Tympanites (and see 
Meteorism) 
— abdominal distention 
ALOMNS faye ae 
— with acute peritonitis oo es 
— from carcinoma coli .. 330 
— with cirrhosis ofl 
— in ceeliac. disease fale 


Tympanites, distinction from 
ascites 
— heart impulse displaced 


Ae 
— from Hirschsprung’s dis- 


ease 130 
— orthopnea from. 418 
— palpitation from 485 
— from pancreatitis .. 594 | 
— simulating ascites ee ees 
Tympany, thoracic -. GI | 
Type-setters, plumbism in 117 
Typhlitis, abscess from .. 663 
— pain an right iliac fossa 

fro Pee LGn 
Typhoid bacillus | (see 

Bacillus Typhosus) 
-- fever, abdominal full- 

ness in He re LO 
— — abscess from . 459 
— — acute ascites in 47 
— — agglutination test in 171 
— — albuminuria in 13 
— — albumosuria in 16 
— — ambulatory type 459 | 
— — anorexia in .. 636 
— — appendicitis simulated 

by. 459 
-- appendicular “abscess 
simulating .. 61 


TYPHOID FEVER 


Typhoid fever, contd. 
Typhoid fever, arthritis in 


341 
— — atrophy of testis from 66 
— — bacterigmia in ne OMe 
—-— blanching in.. 120, 574 
—-— bleeding gumsin.. 72 
—— blood-count in dia- 
gnosing F . 636 
--- culture i in diagnosing 
564, 636 
— — — per anum in 76 | 
— — carriers of = 55 epee 
— — character of pyrexia in 636 
-- Cheyne- -Stokes breath- 
ing in 108 
— — cholangitis from 333 
- = coated | tongue in 705 
— — coma in : 5 conllalles 
— — constipation in 564, 595 
— — contractures after 114 
— = cramps. in 152 
— — date of rash in 636 
— — deafness from .. 166 
— — deep-seated suppura- 
tion simulating 361 
— — delirium in 76, 169 
— — diarrhea in 76, 171, 
39, 564 
— — diazo-reaction in 173 


dilatation of heart in 214 
diphtheria simulating 
empyema of  gall- 
bladder from ‘254, 
epididymitis from 
epididymo-orchitis from 


478, 696 
— — epistaxis in 76, 221, 636 
— — fatty heart from’ Soke 
— — fatty stools in . 239 


febricula representing 464 
foul breath in 86 
— taste in 

frontal headache in. 
gall-bladder enlarged i in 


OO 


253, 254 
——— rupture in .. .. 254 
— — gall-stones after . 254 
— — gangrene from 255 


i HCl deficient 


: 270 
Typhoid. fever, 
account of 564 
general peritonitis: from 388 
— tuberculosis simu- 
lating 636, 
— wasting from : 
heemoglobinuria from. 
heemorrhage in 
headache in 76, 566, 
572, 636, 
hip-joint stiff after .. 
hyperpyrexia in 309, 574 
hypothermia after .. 
indefinite onset of 
indicanuria from 
infective parotitis in 
influenza simulated by 
— simulating .. 564, 
intestinal hemorrhage 
in 120 
jaundice in 395, 326, 
knee-jerks exaggerated 
after Le 55 os) 


“general 


— — lassitude in .. : 636 
— — leucocytosis rare in. 360 
= -— no leucocytosis in 640 
— — leucopenia a Thies US7ulbe 
5 SOL, 636 
— — low pulse- mee in 335 
— — lymphocytes in . 636 
— — malignant endocarditis 
simulated by 565 
+ — — — simulating . 567 
— — Mediterranean fever 
simulating .. 566 
— — memory defects after 20 
— — menorrhagia from 386 
— — mental dullness in 76 
— — meteorism in.. .. 389 
——middle-ear disease 
complicating -2 595 
— — necrosis of jaw from.. 683 
— — nephritis from 42 
—-— nodes from .. 670 
— — cedema of legs after. 414 
— — orchitis from. 66 | 


908 


Typhoid fever, contd. 
— — osteitis of femur after 340 
— — painin the eyesin .. 446 
— iliac fossa from 454, 459 
pancreatitis in = LOO 
paraplegia from . 516 
paratyphoid simulating 
565, 636 
perforation in 47, 389, 
574, 595, 653 
— first sign of . 459 
periosteal abscess from 670 
periostitis in.. 595, 707 
— of rib after.. . 686 
peripheral neuritis from 
61, 64 
peritonitis in.. 254, 595 
pleurisy complicating 595 
pneumonia compli- 
cating 5 ; 
— simulating .. 
pneumoperitoneum 
from 652, 
polyuria after 535, : 
prolonged pyrexia from 
563, 564 
pulse relatively slow in 
171, 564, 
pulse-respiration ratio 
in as 32,050 
purpura in 73 008 
pus in stools in . 557 
pyzmia simulating .. 596 
pyelitis in 576 
pylephlebitis 
lating 
pyosalpinx simulating 
rarity of purpura in.. 554 
— rhonchi in Sp. phe 
Typhoid fever, rigors in .. 595 
== = rare in : 595 
men fever, rose spots of 
335, 562, 564, 636 
eee fever simulating 637 
septicemia simulated 565 
severe abdominal pain 
Ls aa 
sloughs in stools ma) ie 
small lymphocytes in 
small-pox simulating 
softening of cord from 
516, 517 


42; 


OOO 
oe OSE 


636 


simu- 
567 
361 


sordes in 
speech loss in 
spinal cord changes 
after ras 
— thrombosis from . 
spine after 
Typhoid fever, spleen en- 
larged in "76, 171, 335, 
564, 629, 632, 
spondylitis deformans 
from 
streptococci 
cating : 
stridor ‘after aie 
submammary abscess 
after 
sudden drop "of tem- 
perature in 389, 
— rise of pulse-rate in 
suppurative perito- 
nitis in cor 
sweats in 
talipes from ., 
temperature chart in. 
tenderness of chest in 
testicular abscess in.. 
tetany from . 
thrombosis in c 
thyroid g gland enlarged 
tees on hee 
tinnitus from. 
toxeemia in 
trichinosis simulating 
tuberculosis simulating 
565, 
tuberculous menin- 
gitis simulated by 5 
— simulating .. 
typhus distinguished 
from me 
ulceration of bowel in 557 
— larynx in 199, 287, 
292, 419. 
ulcerative colitis simu- 
lating 3 s2°°-76 


636 


“compli- 


904 


Typhoid fever, contd. 
— — weak first sound in .. 214 
— — Widal’s test in 64, 76, 
254, 335, 459, 564, 
572, 636 
Typhoid spine 340, 714, 715 
— — tenderness of spine from713 


— state . site -. 638 
Typhus fever, blood in- 
spissated in LG. 
— — chills in oe OOM | 
— — coma in 117 
— — crisis in (Fig. 269) se 


cyanosis in 
diazo-reaction in tie ie 
dilatation of heart in 214 


— = dirt and . 335 
— — distinction from ty- 
phoid bs, OOD 
— — hyperpyrexia in so SUE 
— — jaundice in 325, 335 


leucocytosis rare in .. 360 
lice and ~- 300 
lysis in (Fig. 268) 638 
malignant endocarditis 
simulating .. 563, 567 
Typhus fever, notes on 637, 638 
— — pain in the eyes in .. 446 
— — photophobia in - 525 
prolonged pyrexia from 563 


— — prostration in Ay SB) 
— — purpura in 553, 554 
— — rash of 335, 638 
—— retention of urine in 638 
— — rigor in -. 594 
— — in Servia ++, 300 


spleen enlarged in 632, 637 
temperature charts of 


638, 639 
- — termination by crisis 335 
— — toxemiain .. .. 214 
— — vomiting in .. A oats) 
— — weak first sound in .. 214 
Typists: cramp ., 15, 445 


Tyrosin, alkaptonuria and 746 

— crystals (Fig. 148) 333 

— in urine, in acute yellow 
atrophy .. 273, 333, 765 


FFELMANN’S test, for 
lactic acid .. - 320 
Uganda, sleeping sickness i in 28 
- ‘trypanosomes in 28 
Ulcer, anal, dyschezia from 128 
—-— pain on defeecation 
from -. 585 
— — spasm of sphincter from128 
— carbolic acid in treating 746 
— of cornea (Plate XII) .. 232 
— cutaneous, from syphilis 304. 
— duodenal (see Duodenal 
Ulcer) 
— epithelioma starting from 731 
— epitheliomatous, diagram 
of (fig. 300) 737 
— gastric (see Gastric Ulcer) 
— gummatous, diagram of 
(fig. 298) 737 


—-— microscope. in dia- 
gnosing A ate 
- Mooren’ s . sy 134 
— of neck, from “epitheli- 
omatous glands -+ 380 
— — tuberculous .. o@ 579 
— perforating 735, (Fig. 
297) 736, 737 
— — in diabetes Eras Mth 
— — in tabes b.  20, O15 


— rodent (see Ulcer, Rodent) 
— sarcoma starting from., 731 
— tuberculous, diagram of 
(Fig. 299) 
the mouth, from 
stomatitis .. cr 
— on tonsils, in syphilis ., 
Ulceration of bladder, from 

appendicitis .. 
from carcinoma 


Toa 
— in 


in- 


| — = perforating 257, 


vading bladder .. 582. 


— — fromeystitis .. 578, 580 
— — epithelioma - 580 
— — injury ar +. 580 
~— — pyuria from ,. 575 


simple, eystoscope i in 


diagnosing .. 580 | 


— frequent micturition 


| — = — in diabetes 
| — — — in tabes 


| — — with talipes .. 


TYPHOID FEVER 


Ulceration of bladder, contd, 
Ulceration of — bladder, 
simple, general ac- 
count of ok te 
— — — hematuria from .. 
— — — pain on micturition 


580 
580 


with 580 

— — subcutaneous emphy- 
sema from. 203 
— — from tuberculosis 580 


— of bowel, arthritis from 
— — acute peritonitis from 
— — dysenteric, stenosis 
from < ne 

from dysentery -3 288 
— — hematuria from 275, 
malignant, pus in stools 
from a DOM 

— — opening into bladder 575 


= = pyuria from .. Be Oh 

Ulceration of bowel, une 
culous ae 3, 458 

— — — albumosuria me 16 


blood per anum from 

76, 657 
diarrheea from .. 657 
emaciation from 76 
painin abdomentrom 76 


— — — with phthisis 76 
— — — pus in stools from.. 557 
— — — stenosis from 125 
— —-— tenderness in ab- 
domen from 76 
— —-— tubercle bacilli in 
feeces in .. 76 


typhoidal, pus in stools 557 


— — venereal, pus in stools 557 

— — (and see ‘Colitis, Ulcer- 
ative) 

— bronchus, hemoptysis 
from 2. ar ae 2 

—— varieties of .. Seis 

— caecum, stercoral . 459 


— — cutaneous emphysema 
from 203 
— — tuberculous, simulating 


carcinoma, .. an AS 
— cheek, from actino- 
mycosis -, 458 


— chest wall, actinomycotic 458 
ULCERATION OF THE 
CORNEA ; s¢ (6B 
— — adhesions of iris from 733 
anterior polar cataract 
from ye OS 
from conjunctivitis eo 
epiphora in 220 
fluorescein in detecting 733 
from gonorrhceal con- 
junctivitis .. ful 
hypopyon from 231, 733 
(Plate XIT) +. 232 
iridocyclitis from .. 733 
iritis from - 133 
from lachrymal sac 
suppuration 
lachrymation from .. 
opaque cornea after. . 
in ophthalmia neona- 
torum ; a 2ol 
pain in eye from 445, 733 
perforation from .. 733 
photophobia from 524, 733 
prolapse of iris from.. 733 
— — pupil irregular from.. 551 
— — with rosacea .. 734 
Ulceration of cornea, various 
causes of ». (33, 734 
ULCERATION OF THE 
FACE . se . 735 
240 
162 
240 
735 


TE) 
oui 


220 
733 
733 


finger, causes 5 
—-— in Raynaud’s disease 
— — trophie 


ULCERATION OF THE 
FOOT 


735, 
(Fig. 297) 736, 

257, 515, 
‘ig. 297) 
736, 


735, 
OY; 
112 
— freenum lingue in whoop- 
ing- cough es 

hand over chondroma. 

jaw, from actinomycosis 
larynx, due to angioma 


739 
671 
458 


} 


UMBILICUS 


Ulceration of the larynx, contd. 


293 | - 


_— hernia at (see Hernia, 


| — — new-born 


—-— carcinoma .. so lS 
— — after cut throat . 287 
— — decubital aus 54 UE 
— — diphtheritic ... 287, 292 
— — earache from.. 2.202 
+ — hemoptysis from .. 287 
— — histological diagnosis 199 
— — from injury . 199, 292 
— — intubation 287, 292 
—-— simulating laryngeal 
paralysis .. .. 494 
— — leprous 158, 199, 287, 292 
— — lupoid 158, 199, 287, 
293, 419 
~— malignant 158, 287, 
293, 419, 650 
— — edema of larynx from 419 
— — stridor from .. .. 650 
— — syphilitic ilaxe GK), 
287, 293, 419, 650 
— — traumatic - 158, 419, 650 
—-— tuberculous 158, 199, 
287, 293, 419, 650 
— — typhoid 199, 287, 292, 
419, 650 
Adal of larynx, varieties 
0 56 a6 55 
— — variolous 158, 199, 
287, 292 
ULCERATION OF THE 
EFEGR = ee - 736 
— — from anthrax 737 
— — atheroma ‘ 737 
— — in Bazin’s disease 404, 738 
— — from cold ao (erzl 
— — from deficient innerva- 
tion a5 Merl 
-- elephantiasis . Sct CoM 
— — epithelioma 738 
— — fracture Sie 737 
—— glanders Heres 
— — injury Col 
— — after phlegmasia 737 
— — from pressure 737 
— — rodent ulcer .. 738 
—— sarcoma oe Bia) fhase) 
| Ulceration of leg, from 
syphilis : 3, 737 
— — tubercle 737, 738 
— — varicose ‘ + 136 
— — — epithelioma from Ay tess 
— — from yaws -» 403 
— in leprosy 63, 257 
- of neck .. 8 Bae CI 
—-— nose, epistaxis from 
220, 221 
— — leprous aree?40) 
— — malignant 220 
— — from syphilis. . 220 
— — tuberculous 220 
— oesophagus, subcutaneous 
emphysema from 203 
— palate, microscope in dia- 
gnosing nature of .. 588 
— — spirocheeta pallida from 588 
— — syphilitic 210, 588 
— — therapevtic test of 
nature of 588 
— — tubercle bacilli from 588 
— — Wassermann test and 588 
— penis from balanitis .. 617 
— — chancre 617, 618 
— — epithelioma 617, 619 
— — gumma 617, 619 
— — herpes 617, 618, 754 
— — soft sore 617, 618 
— — tubercle : 617 
— — (and see Sores, Penile) 
— perineum (See _ Sores, 
Perineal) 
— pharynx, earache from 202 
—-— insyphilis .. -. 615 
— rectum, bearing-down 
pain from A26 | 
— — from carcinoma 585 
— proctoscope in dia- 
gnosing .. ~- 129 | 
— — simple te 129 | 
— — subcutaneous emphy- 
sema from . 203 
— traumatic, carcinoma 
simulated by 585 | 
— venereal Ee TES 
— — distinction from car- 
cinoma .. 79 | 
— — sex incidence of om 


Ulceration, contd. 

Ulceration of scrotum 479, 
“2696 

— skin in Bazin’s disease.. 404 

— — from epithelioma fod 

in Jacquet’s erythema 401 


— — Kaposi’s disease 5 Pal 
— — leprosy -. 404, 601 
— — from lupus -. 402 
— — sarcoma Bus crouoll 
— — in scrofulodermia - 403 


serpiginous, syphilitic 403 
403 


— — — from yaws . 
— — syphilitic, Wassermann’ Ss 
test and . 403 
— — therapeutic test of .. 403 
— small intestine, bladder 
opened by 582 
— — — dysenteric .. 582 
— — — tuberculous 582 
— throat (see Sore Throat) 
ULCERATION OF THE 
TONGUE =e .. 38 
— — dysphagia from 198 


Ulceration of the tongue, 
list of causes of Pea | 


— — from syphilis.. 209, 379 
— — varieties of . rng Ee 
— tonsil, malignant 615 
— — tuberculous .. .. 615 
— — in Vincent’s angina .. 614 
— trachea, by carcinoma of 

thyroid : as. el 
— — hemoptysis from 287 
— — varieties of .. seen 
— at umbilicus, malignant 483 
—-— microscope in ‘dia- 

gnosing nature of.. 483 

— — tuberculous 483 
— of urethra, behind strie- 

ture .. 2 ~. 478 
~~ from calculus -. 478 
— — epididymo-orchitis 

from as -. 478 

— — from syphilis. . .. 184 
— vagina, from prolapse... 185 
— vulva, from chancre .. 700 
—-— epithelioma .. -. 700 
— — syphilitic 701 


Ulcerative colitis (see Colitis) 
Uleus serpens a0 foe 
Ulna, chronic periostitis of 
(Fig. 278) 668 
— node on, from yaws .. 403 
— sarcoma of, skiagram of 672 
Ulnar aneesthesia, in tabes 609 
— deflection in osteo-arth- 
ritis ass sme 
—-— rheumatoid arthritis 
(Fig. 154) 342, 343 
— nerve (See Nerve, Ulnar) 
— paralysis (See Paralysis, 
Ulnar) 
Umbilical cord, infection of, 
bleeding due to ae yA 
— — short, dystocia from.. 200 
— — tetanus from infection 


Ole Ax we 730 
Umbilical region, organs 
contained in . . 660 


— = pain in (See Pain in 

Umbilical Region) 

Umibilicus, abscess at, in 
tuberculous peritonitis 483 


— altered by_ ascites 43, 425 
— dilated veins at. = 43 
—— ~ in cirrhosis — ol, 371 


eczema intertrigo of 
— fistula at (See Fistula, 
Umbilical) 


— fixed by carcinoma 49 

| = glands draining... . 679 

| — heematidrosis of . 655 
-~ hemorrhage from, from 
congenital obliteration 

of bile-ducts . - 329 


Umbilical) 


| — inflamed, in fat persons 656 


.. 656 
— — from perigastric abscess 656 
— — tuberculous peritonitis 656 
— lipomatosis round . 410 
— malignant deposits at 
: 317, 656, 657 
— reddened in tuberculous 
peritonitis 43, 48, 425, 483 


Umbilicus, contd. 


— ovarian cyst and . 44 
— scabies of . 755 
— septic, prolonged pyrexia 
from! “57. 2 Oz 
— — gepticeemia from - 567 
— swelling at (see Swelling 
in Umbilical Region) 
— ulceration at .. - 483 
Uncinate gyrus lesions, 
anosmia from . 612 
— — tumour of, olfactory 
aura with . Me 
— — — taste loss from eon 


Unconsciousness (see Coma) 
Underground ai abe pallor 

in ro ‘ Ae all 
Unpardonable sin. .. 405 
Unreality, sense of, as an 


aura of epilepsy 67 
Urachus, carcinoma in .. 49 
— cyst of .. 665, 666, 691 
— malignant nodules in .. 657 


— site ‘of Ste a 
Ureemia, acetonuria LT este 4 


— acute, with chronic 
nephritis ye ee LL 
— from acute nephritis 108 
— albuminuria in 85, 146, 
315, 417, 594 
— without albuminuria .. 315 
Uremia, amaurosis in Lei 761 
— amblyopia Rts 759 
— anemia in : .. 146 
— appetite lost in. 40 
— from ascending nephritis 
08, 146 
— asthma simulated by .. 535 
— Babinski’s sign in Se CG) 
— bradycardia in . OS 
— bradypnoea in .. 84, 85 
— bromidrosis in .. ..- 654 
— from calculus disease .. 108 
— Cheyne-Stokes breathing 
in 108 
— from chronic nephritis. . ~ 108 
= oon, ry HO eis) Ir 
144, 146, 417 
— = first sign of .. 118 
- convulsions in 40, 85, 
137,. 144, 146, 417, 594. 
— from cystic kidneys 42, 108 
— delirium in Mr 40, 169 
— drowsiness in 40, 296 
— dry tongue in +. 40 
- dyspnoea from .. 296 
— from enlarged prostate. 146 
— gastritis in 315 
Urzmia, general account of 40 
-- giddiness in 40 
— headache in 146, 294, oe 
— heart enlarged in 146 
— hiecough in ae se 308 
— high i a Star in 
, 146, 315 
— hyperpyrexia in ” 309, 574 
— hypothermia in 40, Set 
— indigestion simulated by 315 
Uremia, latent, general 
account of .. me AO 
— from nephritis .. 42 
— new growth of kidney. . 108 
— opisthotonos in. e ALT 
— optic neuritis in. 85 
— in pregnancy 146 
— pupil reaction in 761 
— pupils contracted and 
fixed in Sala) 
— — small in . 40 
— from pyelonephritis 576 
— renal disease 594 
— retinal changes in 146 
— retinitis with 315 
- rigidity of face in 729 
— rigors simulated in 594. 
- shortness of breath from 87 
— simulated after severe 
heemorrhage .. 120 
— simulating cerebral ab- 
scess .. 5a ii) 
—_—-- haemorrhage 85 
— — — tumour 85 


— — epilepsy 5 
— from stricture of urethra 146 


Uremia, symptoms of 40, 42 
- tinnitus from cl Pa 
— tremor from 57724 


UMBILICUS 


Uremia, conid. 


— tube casts in 85, 417 
— from tuberculous kidney 
108, 146 
— urea in blood in OD 
— — cerebrospinal fluid in 
85, 304 
— uridrosis in .. 655 
— venesection for . 118 
— vomiting from 296, 315, 764 
Urate deposit, pink from 
uroerythrin .. 743 
URATE DEPOSIT IN 
URIN Oe .. 740 
| — of sodium in bursa 344 
— — cartilage 344 
—— joint. 344 
—--—on knuckles (Fig. 158) 345 
—— skiagram Ole are . 346 
— — x-rays in detecting .. 345 
Urates, after biliary colic 451 
- cleared up by Bes 574 
— crystals of 740 
— pink 2 574, 740 
Urates, significance of .. 740 
— tests for.. é .. 740 
— white .. 740 
— white ring from. te 20) 
Urea in acute " yellow 


atrophy a8 5a S| 


— in blood in uremia 85 
- cerebrospinal fluid 304 
— — — in uremia . 85 
— decomposed by fuming 
nitric acid .. 5 | 
— diminished in acute 
yellow atrophy «4 305 
— — nephritis 10 


— nitrate, white ring from 5 | 


— in phosphorus poisoning 

Ureometer in fermentation 
test... 

Ureter, appearance with 
tuberculous kidney 
(Plate XV) 

Ureter, blood coming from 

Plate X ; 
— calculus in (see Calculus, 
Ureteric) 

kinking of, from movable 

kidney Tf 

— lymphatics round, pyelo- 

nephritis and. as 

— obstructed by aneurysm 7 


— — bladder growth 277, 281 
— — carcinoma 41 472 
— — fibroids 41 
-- hydronephrosis from 
41, 356 

— pain over (see Pain) 
— patulous, with dilated 

renal pelvis An 55 KS) 
— pouting of, in pyelitis .. 976 


— psoas abscess ects 


TORE) ogy 582 
— papilloma of ; 278 
Ureter. pus coming from 
(Plate XV) 282 
—- from, seen through 
cystoscope . 576 
— thickened by tubercle 
280, 576 
— tuberculous (see Tuber- 
culosis of Ureter) 
Ureteritis, acute, general 
account of : 455 
— — pain in iliac fossa from 
452, 454 


— appendicitis simulated by 455 
— B. coli with 69, 472 
— — pyocyaneus with 5 
— calculus simulated by 455 
— from coli bacilluria . 455 
— eystoscope in diagnosing 473 


| — frequent micturition from 472 
_— Friedlinder’s bacillus with 69 


| — from kidney tuberculosis 277 


- operation in diagnosing 455 
— pain in penis from 471, 472 
— pneumococcus with 69 
— staphylococcus with 69, 472 
— streptococcus with 69 
— tubercle bacillus with . 
— tuberculous Z 
— vesical lesions simulated 472 
Urethra, abscess opening 
into Fit 


URINE 


Urethra, contd. 

— B. xerosis in normal 

— bacteria in normal 

— blood-drops from, calcu- 
lus causing .. - 396 

— calculus in (see Calculus, 
Urethral) 

— carcinoma of (See Car- 
cinoma of Urethra) 

— caruncle of (see Caruncle) 

— catheter in, discharge 
due to we Jeg alltel 

— cocaine in examining .. 183 

— congenital deficiency in 394 

Urethra, discharge from 
(see Discharge, Urethral) 

— epithelioma of (See Car- 
cinoma of Urethra) 


URETHRA, FACES PASSED 
BYoee. as -. 238 


69 
69 


— — — from carcinoma recti 582 

— fistula of (See Fistula, 
Urethral) 

— flatus passed through, 
from carcinoma recti 582 

— foreign bodies in 181, 184 

Urethra, gas ay 


530, 582 

— gonococci in female 185 
— granular areas in LSS. 

| — herpes of .. 184 


| — injections into, discharge 


due to 
— — epididymo-orchitis from478 
— injury of (see Injury of 
Urethra) 
— instrumentation of, epi- 
didymo-orchitis from 
- Hp sane from fractured 


478 


pelvis . 470 
— nevus in : 275, 283 
— obstructed, by | bladder 

growth 396 
— — by calculus 396 


— — chronic nephritis from i 

— — papilloma of bladder 

- papillomata Of 5 

— parts of, in relation to 
eonorrhoea as be 82 

— pigmentation of, in 
Addison’s disease 

— polypus in, discharge due 
to 


Urethra, prolapse ‘of 700, 
— rectum opening through 
(Fig. ey 586 


— rupture of 278 
—-— aching in perineum 
from : 474. 
— staphylococci in “normal 69 
— streptococci in normal. 69 
— stricture of (see Strie- 
ture of Urethra) 
Urethra, syphilitic lesions of 184 


— tuberculosis of Teel84 
— ulceration of 184, 478 
Urethral crises in tabes .. 515 
— glands, infection of 183 
Urethritis, abscess of testis 
from .. 5 kD 
— from bacillus coli 182 
— bacteriological diagnosis 
of : 2 Pe AT8e osm 
— eystitis from 581 
— — simulated by.. 579 
— dyspareunia from 193 
— effect of alcohol on 184 
— — instrumentation on .. 184 
— — irritant injections on 184 
Urethritis, endoscope in 
detecting 183 
— epididymo- -orchitis: from 
478, 696 
— fistula from 5 -. 620 4 
— from gonococci 70, 182 
Urethritis, aan ote 182. 581 
— gouty .. 181, 742 
— — priapism from . 538 
— — pyuria from .. ae OAS) 
— hematuria from 275, 282 
— from injury 5. ales 
— instillations in treating 478 
— from instrumentation.. 182 
— irritant injections 5 fell 
— leucocytosis in .. BO) 
— from leucorrhcea 182 


— levator ani spasm from. 193 


905 


Urethritis, contd. 
— due to micrococcus catar- 


rhalis .. r Pace) 
— non-gonococeal.. 181, 182 
— — cystitis from .. Asy talol22 
— — epididymitis from .. 182 
-- prostatitis from +2 L182 
— pain in penis from 469, 473 


— due to pneumococcus .. 


— posterior, diagnosis of.. 579 
— prostatic abscess from 
182, 470, 581 
— — affections from Fon Bets 
— prostatitis from 470, 578, 581 
— pyuria from 575, 581 
— retention of urine from 649 
— from rheumatism ay ttelil 
— septic, epididymo-orchitis 
TONG. | Ae .. 478 
— — from leucorrhoea 478 
— — prostatitis from .. 473 
— staphylococcal 70, 182, 581 
— strangury from. 649 
— due to streptococcus 70 
— with stricture 581 
— two-glass test in 581 
— uric acid and 742 
— vaginismus from 193 
— vesiculitis from. 473 
— (and see Gonorrhcea) — 
Urethroscopy ; 183 
— in diagnosing urethral 
neevus 283 
Urethrotomy, anuria after 42 


Urie acid (see Acid, Uric) 261 
URIC ACID DEPOSIT ie 


THE URINE... . 74i 
Uridrosis . 655 
URINE, ABNORMALCOLOR- 

ATION OF .. 743 
— acetone in (see ‘Aceton- 

uria) 


Urine, acidity of, general 
account of .. 

— albumin in (See Albu- 

. minuria) 

— albumose in (see Albu- 
mosuria, and Albumose) 

— alkaline, disintegration 
of casts in 

— ammonia in normal 

— ammoniacal é 

— amount of, diminished i in 
in acute nephritis .. 


A 6 
. 524 
524. 


— — — heart failure 12 
— — (and see Anuria) 
—— inereased, in chronic 
nephritis 12 
— — =. from cystic disease 12 
— B. coli in » 10 
— — paratyphosus in 69 
— — pyocyaneus in Og 
— — typhosus in ba 70 
— — xerosis in : 69 
URINE, BACTERIA IN . 69 
Urine, bacteriological ex- 
amination of . 69, 70 
— Bence-Joness’ albumose 
in, tests for .. 5 


— bile pigment in, from car- 
cinoma. of the bile-duct 101 


— — —.— pancreas 2 LOL 
— — — from.gall-stones .. 101 
Urine, bile pigment in, ° | 

general account of .. 743 
— — — from pancreatitis .. 101 


——-—(and see Jaundice) 
— bilharzia ova in o. 282 


— bilirubin in 743, 745 
— biliverdin in . 743, 745 
Urine, black 743, 744, 745 
— — in acute nephritis ad. 9 
— — alkaptonuria.. 745, 746 
— — earboluria 745, 746 
—-— drugs .. 745 
-- heematoporphyrinuria 745 
— — hematuria 745 
— — hemoglobinuria 284, 745 
— — indicanuria .. 745 
— — jaundice 324, 745 
— — melanuria é 745 
— blood-red, from heemo- 
elobinuria : 284 
- blotting- paper stained by 
jaundiced ws 324 
Urine, blue. . . (47 
— bromides in 98 


906 


Urine, contd. 
Urine, brown : St 
— in acute nephritis. .. 9 


— — hemoglobinuria .. 284 
— jaundice 324 
— — ring in, with nitric test 

314 


calcium oxalate crystals in218 
— ealeuli passed in 40 


URINE, CAMMIDGE’S RE- 


ACTION IN -- 100 
— carbolic acid in, ferric 
chloride reaction with 170 
Urine changes in acute 
nephritis 9, 10, 14, 42 
— —— yellow atrophy ... 273 
— — alcoholism 85 
Urine changes in bacteri- 
uria.. - 70 
— — with calculus. 40 
Urine changes in chronic 
nephritis 10 
~ — cirrhosis 45 Srl 
— — cyclical vomiting . 384 
— — cystic disease 12 
Urine changes in cystitis. . . 578 
— — diabetes mellitus - 036 
Urine changes with kidney 
new growth 
Urine changes in lardaceous 
disease 
— — with polycystic kidneys 
42, 357 
Urine changes, in pyelitis 578 
— — pyelonephritis Sa Oy 
— — stricture ae 8 
— chlorides absent in pneu- 
monia aan AGOMSs0 
— — diminished in nephiitis 10 
— — — phosphorus Siegen 
ing 336 
— chylous (see Chyluria) 
Urine cloud. on BSUS, 
causes of a 4 
— clots in .. 276 


— type with new ‘growth 278 


— colourless $4 743 
— copaiba in, white ring 
from oo. Ks ay 5 


— cystin in ae 
— dark, from alkapton -. 261 


-- brown, from hemo- 
globinuria Ar ara, PRS 
~ =1erech - 743 
Urine, in diabetes . 261 
- diacetic acid in. 170 
- dribbling, from enlarged 
prostate .. 394 
— — fractured spine 398 
-- hemorrhage into spinal 
meninges : 398 
— — myelitis 398 
— — paralysis of bladder. 398 
— — paraplegia og ahs 
— — retention 2+ 395 
— — retroverted gravid 
uterus Biss OSS 
— — stricture 39, 394, 470 
—-—tabes .. 398 
— effects of acetanilide on 157 
— — sulphonalon.. = Gi 
— — trional on 5 1ayf 
— — veronal on : 157 
— effervescence with acetic 
acid Geae Te 23 4 
—-nitricacid .. 5 
— epithelial cells in 9, 10, 
"BID, 742 
— — -— in acute nephritis.. 14 
— ethereal sulphates in 314 
— exercise and. Sg RUE 
— extravasation of 278, 
470, 621 
— feculent 283 
— filaments in, from gleet 183 
— fluorescent, from eosin.. 745 
— fragments of growth in 
7, 276, 580 
— free hemoglobin in, in 
nephritis i 5 Alta) 
— Friedliinder’s bacillus in 69 
— gas in (See Pneumaturia) 
— gonococcus in 69, 70 


— gravelin,after renal colic 451 


Urine, green a TLV¢ 
— greenish-brown, from 
jaundice . 324 


URINE 


Urine, contd. 

— hematoporphyrin in (see 
Heematoporphyrinuria) 

hemoglobin in (See 
Heemoglobinuria) 

high-coloured from acute 
congestion of liver .. 334 


— —dardaceous disease .. 8 | 


— pernicious anemia 

hydatid hookletsin ~.. 357 

hyperacidity of, frequent 
micturition from . 394 

incontinence of (see In- 
continence of Urine) 

indican in (see Indican, 
and Indicanuria) 

— brown ring with nitric 


acid: from + < ae 5 
— iodides in : 435 98 
— iodine co-efficient of .. 100 


Urine, jaundice and changes 


in ; 35 ca 
lead in 34, 73, 119, 147 
leakage into vagina, from 

carcinoma 5. 082 
leucin in 765 
leucocytes in, in acute 

nephritis 

— (and see Pyuria) 
linen stained by jaundiced324 


14 


— melanin in eae 
— methemoglobin in (see 
Methemoglobinuria) 
— micrococcus eatarrhalisin 70 
— — melitensis in .. o. £69 
— milky, from chyluria .. 108 
Urine, milky, from paee 
phates 108, 524 
Urine, mucus in .. .. 399 
— — from cystitis. . 194, 578 
— in myxcedema .. 38 
— nitrogen, diminished in 


. 824 | 


— inacute yellow ‘atr rophy 273 | 


phosphorus poisoning 336 | 


— normal amount of 393, 534. 
nucleo-albumin in, white 


ring from ‘ as 5 
Urine, nucleo- proteid in ..4, 5 
— — in nephritis 2 LO 
— — with oxaluria .. 424 
— oily, from cystin Saute 
Urine, orange-coloured .. 743 
Urine outflow, causes ow 

obstruction to 
— — obstructed, kidney 

‘changes ‘from oe 8 

— ova in, in bilharziasis .. 472 
- painful and frequent 
desire to pass (See 

Strangury) 

— pale abundant, after 
angina pectoris .. 433 
— — in diabetes oul 


+ — lardaceous disease .. 8 
passed through vagina.. 283 
- phosphates in, diminished 

in nephritis 
— (and see Phosphaturia) 
— pigment granules in, in 


malaria rs Han ee 
Urine, pink .. 743, 744 
— — from drugs .» 745 
— — eosin 3 745 
— pneumococcus in 69, 70 
— porter coloured, in acho- 

luric jaundice 335 
— port-wine coloured 744 


powder ed-wig os aa rae 
in , 


— prostatic. threads gale f= 3Rers) 
— pus in (See Pyuria) 
— reaction of,-in acute 
nephritis o aie 9 
— — bacteriuria sa ahY 
Urine, red . : 744 
= red. corpuscles in, in acute 
nephritis os 
— — — cystic kidneys 12 
— — — insignificance of 
occasional as 6 


— — (and see Heematuria) 
— reducing power of, with 


alkapton .. 746 

-— -— substances in, after 
drugs oie a es 

— reduction, life insurance 


UNE ay ae eo ae 


UTERUS 


Urine, contd. 
| Urine, renal tube casts in, 
general account of .. 6 
— — (and see Tube Casts) 
— resin in, white ring from 5 
retention of (see Reten- 
tion of Urine) 
salicylates in, ferric 
chloride reaction with 
salol in, ferric chloride 
reaction with. 
sleep and 
smoky, in acute nephritis 9 
specific gravity of, in 
diabetes 3s 261, 5 
diabetes insipidus.. 5 
— low, in chronic neph- 
ritis 10, 274, 
— from cystic disease 
— lardaceous disease 8 
— sugar in spite of 12 
raised in acute neph- 
ritis ole 9 
— — lardaceous disease 8 
spermatozoa in, with 
oxaluria 
spontaneous coagulation 
of eelOs 
- staphylococci in” 


Urine stream, changes in.. 394 

Urine stream, sudden stop- 
page in 

— streptococci in .. 69, 70 

— sugar in (see Glycos- 
uria) 

Urine, suppression of . 39 

— sweet-briar odour of 5. Aiea 

— torule in ahs . 261 

— tube casts in (See Tube 
Casts) 

— tubercle bacilli in 69, 70, 

279, 282 


turbid, from phosphates 183 
tyrosin in 


urates in (See Urate 
Deposit in Urine) 
urea in, diminished in 
nephritis 3 . 
— nitrate in, white ring 
from 
uric acid in (see Acid, 
Uric) 
urobilin in (See Urobilin) 
urochrome of normal .. 743 
weather and . 584 
white precipitate in, from 
oxalates 7 
— ring in, from albumose 
15, 16 
Urine, white rings with 
nitric acid in, causesof 5 
Urine, yellow - 743 
Urinometer, in measuring 
specific gravity of blood 534 


10 


423 


Urobilin with cholangitis... 101 
— in feces .. so 143 
— fluorescent test for 
(Plate XX XI S 748 
— with gall-stones 101 
— jaundice : 101 
— red, with corrosive sub- 
limate 170 
— source of 743 


spectroscope in detecting 


— spectrum of (fig. 36) 80 
Urobilin, test for. . . 325 
— urine colour from 743 
Urobilinuria, in cirrhosis 

371, 743 
— fluorescence from 23 B20 
— from intestinal putre- 
faction 45 Mes 
— in malaria 31 
Urobilinuria, notes on 743 
— in pernicious angzemia 
274, 324, 743 
— spectroscope in dia- 
gnosing . 824, 325 
Urochrome se t48 
Uroerythrin 740, 743 
— alkali test for ~« 143 
Uroerythrin in urine 743 
Uronephrosis (and. see 
Hydronephrosis) 578 
Urotropine, for gall-stones 650 


— hemoglobinuria from .. 2 


| — for pyuria 650 
Urotropine, strangury from 
649, 650 
Urticaria, age incidence of 489 
— angioneurotic’ cedema 
simulated by.. sree Oe 
— from aspirin -- 413 
— bullous ar al 
| — burning in ate es a 
—in dermatitis herpeti- 98 
formis 
— dermatitis herpetiformis 
simulated by. . eu 
| — diet and. Te 
Urticaria, drugs causing . 77h 
| = erysipelas simulated by. 771 
f= 299 


- 165 | 
| — — inacute yellow atrophy 273 


Urotropine, conid. 


erythema from . 


aaa 


— — multiforme simulated 489 
— factitions, epidermolysis 98 
bullosa related to 
— — hemoglobinuria with 284 
— fingers affected by 7 239 
— from fish tk One 
— giant, from serum ts 698 
— from ‘hydatid disease .. 376 
— itching in 489, 540, 771 
— from jelly-fish stings .. 224 
— lips affected by.. . 365 
— nigricans ; -. 928 
— papular form . 487, 771 
— parts affected by .. 489 
— pemphigus related to .. 99 
— — simulated by.. aval 
- pigmentosa, itching in.. 732 
— — wheals in 732 
— — xanthoma simulating 732 
— from pork A oyties 
— prurigo simulating . 489 
— in rat-bite fever . 598 
— scales in. 602 
— scarlet fever simulated by Wola 
— from serum 223, 554 
=~ shell-tish poisoning and. 99 
— tache cérébrale in 702 
| — from strawberries -. 225 
‘— wheals in ; feqal 
Uterus, absence of, sterility 
from .. 645, 646 
— affections of, pain in the 
back from .. 428 
— anteversion of, from 
pendulous belly 200 
— carcinoma of (see Carci- 
noma of Uterus) 
— cervix of (see Cervix 
Uteri) 
Uterus, casts of 193 
— chorion- epithelioma of 
390, 391, 688 
— cochleate, sterility from 
645, 646 
— congestion of, dysmenor- 
rhoea from 192 
— — menorrhagia from 386, 387 
Uterus, congestion of, sym- 
ptoms of ; 387 
— diseases of, anzamia with 32 


oa displaced, bearing-down 
pain from 


— renal tube casts due to 


426 


chronic nephritis from 7 i, 


7 


simulating cauda equina 


tumour 5 63 
— — sterility from .. 646 
— distended with blood 18, 688 
— double, with retention, 
amenorrhcea with 18 
— drawn: up, by ovarian 
Cystaesre +3 .. 45 
— enlarged, by carcinoma 391 
— —fibromyoma .. 386, 391 
— — pregnancy . 393 
— — rectal examination in 
detecting . 587 
— — from sarcoma . 391 
— felt per rectum . ve OOM 
— fibromyoma of (see 
Fibromyoma) - 
— gravid (see Pregnancy) 
— hour-glass contraction of 201 
— — — dystocia from 200 
— hyperinvolution of, ster- 
ility from .. 645 
— impacted tumour of, — 
backache from .. 468 
— — = pain in thigh from 468 


Uterus, contd. 
— inertia of, dystocia from 200 
Uterus, infantile 645 
—— amenorrhea from .. 18 
— — sterility from 645, 646 
Uterus, inversion of .. 539 
— — bimanual examination 

i 539 


.. 539 
. 539 
539 
539 
700 | 


ial ate en 
fibroid simulating 
hemorrhage from 
simulating prolapse. . 
sound in diagnosing. . 
— vulval swelling from 
Uterus, lesions of, cachexia 
with .. 3 Be 
— — chloasma from Z020 
— — pain in legs from . 442 
-—- tenderness of spine 
from (Pig. 294) 
normal secretion 


716 
Uterus, 
from . 
— polypus of (see “Polypus 
of Uterus) 
— position in ascites 
Pozzi’s cochleate, 
menorrhcea with 
prolapse of (see Prolapse 
of the Uterus) 
retroflexion of, dysmen- 
orrhoea from ae . 
retroverted dysmenor- 
rhoea from .. 
— dyspareunia from 193, 
— endometritis with 
Uterus, retroverted gravid, 
bearing down pain 
from .. aA 
— cystitis from : 
difficulty on mictu- 
rition with § 
distended bladder 
from 45, 
frequent micturi- 
rition from 
retention of urine 
with 39, 
strangury from .. 
tenesmus from 
vaginal examina- 
tion in diagnos- 
ing 
levator ani spasm from 
menorrhagia from 386, 
pain in the pelvis from 
Uterus, retroverted, preg- 


dys- 


nancy in fr - 689 
— — rectal examination in 
detecting 587 
— — sciatica simulated by. 439 
— — vaginismus from 5s} 
-- vomiting from . 765 
— rupture of 201 
— sarcoma, of (See ‘Sarcoma 
Uteri) .. 387 
— sepsis of, arthritis from 339 
— — white leg from 411 


small adult, sterility from 
645, 646 
subinvolution of 386, 
387, 392 
Uterus, superinvolution of 19 
== amenorrhcea from 18, 19 


— tenderness of . 194 
— tetanic he AOL 
— tuberculous 390, 391 


— tumour of, aneemia from 35 


— — chronic nephritis from 8 

— — jaundice from co ueed! 

Uterus, tumour of, kidney 
simulated by 

— unicornuate, ovary func- 
tionless with .. 19 

— yarying hardness of 45 


Uva ursi, black urine from 745 
- — polyuria from . 535 
Uvula, carcinoma of, sore 

throat from . se 613 
_ diphtheria membrane on 419 
— gumma. of, sore throat 


from .. 613 
Uvula, inflamed, ‘general 

account of . 615 
— — sore throat from H+ Aa} 


Uvula, long, cough from 
149, 150 
— tuberculous, sore throat 


PEO Ves ae: be 63 


UTERUS 


ACCINAL ERUPTIONS 

Vaccine, for actino- 
mycosis ma 

— treatment in fungating 
endocarditis .. 

Vaccinia, anthrax simulated 


b 

- eros simulated by 

562, 

Vagabond’s. disease, pig- 
mentation in . xe 

Vagina, absence of. 

-- amenorrhoea from 

— — dyspareunia from 

— — sterility from 

— bullous dermatoses af- 
fecting ae 

Vagina, casts of .. 

— closed, sterility from 

— closure of, after fevers. 

- dermatitis herpetiformis 
affect 

Meh T tee ¥ DISCHARGE. 

RO 


-- and see Discharge, 
Vaginal) 

— discoloration in preg- 
nancy . 


distention with blood 
(see Heematocolpos) 

epithelioma of (see Car- 
cinoma of Vagina) 

erythema bullosum af- 


fecting 

— extroversion of bladder 
through 

— fibroid of 539, 


crowths of, dystocia from 

hypertrophied cervix pro- 
jecting through : 

imperforate, amenorrhcea 
from <=: 

- cryptomenorrheea from 

kraurosis affecting 194, 

new growth of, felt per 
rectum 

ee normal secretion 

0 4 


pemphigus affecting 
polypus projecting 
through oie 
rigid, dystocia from 
sepsis of, arthritis from 
short, in pseudo-herma- 
phroditism 
stenosis of 
tumour of, 
prolapse 
ulceration of, from pro- 
lapse .. 
urine leaking ‘through, 
from carcinoma 
— passed through 
Vaginal examination, 
ascites 
bladder growth and. 
calculus in: ureter felt 
on 
in 


17, 


in 


carcinoma 
bladder 
— uteri : 
in cases of bearing- 
down pain z 
— cedema of one lec. 
— pus in stools 
eauda equina tumour 
chyluria - 
cystic kidney felt on. 
in diagnosing cause of 
frequent micturition 
— swelling in iliac 
fossa : 
diverticulitis Pe 
fibroid 353, 
obturator hernia .. 
— ovarian cyst 353, 
— inflammation 
— tumour 
pelvic tumour Ne 
pyosalpinx 582, 587, 
renal tuberculosis. . 
retroverted gravid 
uterus oe 
salpingitis .. 
— tuberculous Kidney 
lumbago 
cedema cases. . 


of 


3a, 


simulating 
RS 


757 


58 


74. 
185 


19 


VEINS 


Vaginal examination, contd. 

— — ovarian cyst and 45, 49 
—-— for pelvic tumour .. 63 
— — insciatica 438, 439 
Vaginal examination, tech- 

nique of a . 201 
in tenesmus .. erates 


tuberculous ureter felt 
‘Ones 
ureteric calculus felt on 578 
Vaginismus -- 193 
— sterility from . 646 
Vaginitis, aching in peri- 


neum from .. .. 474 
— characters. of discharge 
from ans aay loti) 
—- membranous, due _ to 
bacillus coli 7. 186 
—-—castsfrom .. .. 186 
—-—due to Haag 
bacilli F 186 
— from pessaries .. s L854 
Vaginitis, senile adhesive... 392 


— — curettage in diagnosing 392 


a cranular, metrostaxis 
from = 392 
Vagus nerve (see "Nerve, 
Vagus) 


Valerian, erythema from. 
— foul taste from. 
Valvular disease (see Heart) 


Vanilin, erythema from .. 222 
Vanilla, dermatitis from.. 755 
Varicella (see Chicken-pox) 
Varicocele, aching in testis 
LOM ares 482 
— atrophy of testis ‘from. 66 
— bag-of-worms feel of .. » 701 
— with enlarged kidney .. 352 
| — hernia simulated by 682, 697 
— impulse on coughing in 482 
— with kidney growth 356 
— of vulva... one OO. ae OL 
Varicose ulcer, epithelioma 
TOM ee sa {hss 
Varicose ulcer of leg .. (36 
— veins (see Veins, Vari- 
cose) 
Variola (See Small-pox) 
Varix, saphena, general 
account of 675, 680 
Varnish, aeroplane, com- 
position of mo OnLs 
— bulls from 96 
— erythema from .. 222 
Vas aberrans of Haller, cyst 
TNGOINAY oe 481 
— — deferens, nodular, from 
tubercle 479, 697 
— — thickened, from epi- 
didymo-orchitis.. 478 
——-— with tuberculous 
testis 3 696 
—-—(and see Spermatic 
Cord 
Vasa brevia, large spleen 
obstructing 272 
Vasodilators in relieving 
angina abdominalis .. 316 


Vasomotor disturbance from 


cervical rib 10 
— — in syringomyelia 110 
— neuroses. : 413 
-- albuminuria in 3 
— — electrical reactions in 584 
— — hemoglobinuria with 284 
— — in Raynaud’s disease 163 
Vater, ampulla of (see Am- 

pulla of Vater) 
Vegetable cells in faeces .. 520 
Vegetables, scurvy cured by 39 
— — from lack of . 556 
Vein, axillary, obstructed 

by carcinoma 259 
— cerebral, rupture of, from 

passion é 113 
—-—-in whooping-cough. 113 
— — thrombosis of 113 
Vein, direction of flow in, 

method of testing 749 
— emissary, from cavernous 

sinuses ae 229 
— — mastoid 229 
— — to nose 220 
- Ap apes bruit de diable 

in bulb of as 


thickened ureter felt “ 280 | 


S219) | 


907 


Vein, jugular, contd. 
— — compressed by thyroid 


gland. enlargement 722 

— — thrombosed .. 106, 597 
— iliac, obstructed by pelvic 

tumour : Acai 

—-—thrombosed 8, 106, A411 

— innominate, obstructed 750 
— — — by mediastinal new 

growth .. 381, 419 

— — thrombosed .. 751 


— popliteal, obstructed by 
aneurysm 
Vein, portal, obstructed (see 
Portal Vein Obstruction) 
pressure on, ascites 
from 5 
- heematemesis 


from 

265, 

— jaundice from eh 

thrombosed (see Thr om- 

bosis of Portal Vein ; 
and Pylephlebitis) 
pulmonary, aneurysm 
ruptured into a 
renal, invaded by grow a 
retinal, thrombosed (see 
Thrombosis, Retinal) 
rupture of, purpura from 
saphenous ¢ 

splenic, thrombosed (see 

Thrombosis, Splenic) 
subclavian, obstructed Pi 
carcinoma .. 

— superficial circumflex itise,, 
congested, in appendi- 
CLES) Wer. 4 

Veins, abdominal distended, 
with ascites 

— — — from portal obstruc- 

tion : 

— diastolic collapse of, w ith 
adherent pericardium 

—of forearm, distended, 
from axillary aneurysm 

— frontal, engorged, from 
cavernous sinus throm- 
bosis .. : 

— ofneck, diastolic collapse 
of, with adherent ae i- 
cardium E 2 

— — distended, from aneur- 

vysm (Fig. 99) 

—— pulsation of, with 
tricuspid regurgitation 92 

— — — from obstructed vena 

cava .. 208 

— obstructed, by poeta: 410 

— — glands . 410 

-- cedema from . oS . 410 

— — by tumours . 410 

— ophthalmic, engorged, 
from cavernous sinus 
thrombosis .. .. 22 

— pelvic, pressure on, cedema 
of vulva from oe (nl 

— precordial, dilated, with 
adherent pericardium 21:3 

— pulsation in cervical .. 369 

VEINS, VARICOSE AB- 
DOMINAL 64s 

— from cirrhosis 750 

(Fig. 303) 749 

— from vena caval ob- 


s 
ie) 


667 


29 


struction .. 149 
----- thrombosis 8, 52 
— — gastric, from portal 

obstruction 272 
— — in nose, epistaxis from 220 
— — oedema of leg from .. 410 
— — cesophageal, “from cir- 
rhosis : 267 
— — — hematemesis from. 
265, 267 
— — — from portal obstruc- 

tion 267, 272 

— — orbital, intermittent 

exophthalmos from 230 
— — pain in the leg from.. 43! 
— — phlebitis in 438 
— — pigmentation round. . 554 
— — popliteal 692 
— — from popliteal aneur- 

ysm. en G92 
— — purpura round 554 
-- ruptured, vulval sw ell- 

ing from 700 


908 


Veins, varicose, contd. 


from pes te 
VEINS, VARICOSE THOR- 
ACIC .. a2 .- £50 


subcutaneous nodules 
404 


— from aneurysm 

(Fig. 99) 208 
— chronic mediastinitis 435 

— mediastinal growth 
104, 308, 419 

— new growth in chest 
104, 290 
— new growth indicated 
DY me mice (ha 

— vena cava obstruc- 
tion ==) 2085 413 
ulcer of leg from. .. 736 
vaginal, dystocia from 200 


Vena cava inferior invaded 


by new growth 55 u 

— obstructed, albumin- 
uria from 13, 52 

— = ascites from .. 52 


— — by ascites -. 415 
—-— by carcinoma of 
kidney 2. (hae) 


Vena cava inferior, ob- | 
structed, causes of .. 749 | 


— — by enlarged medi- 


astinal glands 381 | 


— — intrathoracic new 
growth aa b2 
— — mediastinalgrowth 46 
—— mediastinitis 46, 52 
— — new growth -. 415 
—-—cedema of legs 
from 652, 414, 415 
— — after phlebitis .. 414 
— — reversal of blood 
flow in surface 


veins from .. 749 
— — by thrombosis (see 
Thrombosis) 
— renal - growth in- 
yading an . 100 


superior, aneurysm 
opening into, acute 

dyspnoea from .. 92 

— — — bruit of re 4 

—-—-— cyanosis from 92 
— — — cedema of face 

and arms from 92 

— obstructed . . geo) 
— — by aneurysm 158, 

159, 413, 415, 673 

— — bloated facies from 158 


Vena cava superior, ob- 


structed, causes of .. 751 
— — cyanosis from 
157, 159 

— — by enlarged medi- 

astinal glands 381 
— — by growth of lung 159 
—-—gumma .. oy 413 
— — hemorrhage into 

intrathoracic sar- 


coma... ae b9 
— — — mediastinum .. 159 
— — — thymus ree LY) 


— — mediastinal fibrosis 
159, 415, 673 
— - — gumma .. 415 
— — — new growth 415, 419 
— — mediastinitis .. 413 
— — new growth 102, 
104, 290, 413, 673 
—-— cedema from .. 415 
— — — of face from .. 673 
— — — — and arms from159 
—-—-— -— neckand arms 
from we 4138 
— — by thrombosis .. 413 
— — varicose. thoracic 
veinsfrom .. 413 
— opened by aneurysm 159 
- —-— cyanosis from 159 
——-— dyspnea from 159 
— — — swelling of face 159 
-- stenosed by aneur- 
ysm (Fig. 99) 208 
— — cyanosis from .. 208 
--— neck veins dis- 
tended (Fig. 99) 208 
— — varicose thoracic 
veins (Fig. 99) 208 
— — thrombosis (see 
Thrombosis) 


VEINS — 


Venereal ulcer of rectum. . 
Venesection, leucocytosis 


after 
for uremia 


Ventilation, bad, “appetite 


bad from 
— headache from 295, 
— insomnia from 321, 
— irritability from so 
sore throat and. 


Ventricle, left, dilated, from 


aortic disease 211, 
-- — aortic regurgitation 


94, 


-- — arteriosclerosis 
-- — back-pressure effects 

OL srs eee ahs 
-- — from fibroid heart... 
-- — granular kidney .. 
-- — high blood-pressure 


Ventricle, left, dilatated, 


mitral regurgitation 
from 90, 211, 212, 


19 
360 


118 


321 
321 
322 
321 
615 


212 


95 | 
ott 


212 
213 
211 
211 


298 


— — — presystolicbruitfrom 95 


-- — and hypertrophied, 
from chronic 


Bright’s disease.. 212 

— —-— high blood-pres- 
sure Bees Li? 

— — — mitral regurgitation 

from 212 

— enlarged from alco- 
holism ; 206 
— — from aortic disease 206 
— — arteriosclerosis e206 

Ventricle, left, enlarged, 
tauses of 206 


~ — from gr anular kidney 206 


— — Graves’s disease 
— — hard work .. 
— — site of impulse with 


. 206 
. 206 


206 


— failure of, right ventricle 


enlarged from 
~— hypertrophied in aortic 
regurgitation 
— —-— stenosis .. a 
— — site of impulse with 


Ventricle, left, hypertrophy 
and dilatation of .. 2 
— — — — from mitral regurgi- 

2 


tion 
rate of Hie oe beat 
of = 
right, dilated, “pain in 
“epigastrium frOUA Me 

— — tricuspid regurgita- 
tion from 

—-— and hypertrophied, 
from mitral re- 
egurgitation ‘ 

— enlarged, from bron- 

chitis . 

— — cardiac impulse dis- 
placed from 

— — from emphysema 

— — epigastric pulsation 
from Re OILS 

— — from failure of left 
ventricle Bes 

— — from fibroid lung .. 


Ventricle, right, enlarged, 


V 


general account of 
— — from mitral regurgi- 
tavion | <4 ate 
— —-— stenosis .. : 
— — pulmonary i incompe-_ 
tence 


—-—-— stenosis .. 215, 2 2 
— — site of impulse with 2 


— hypertrophied, in con- 
genital heart disease 

— — from emphysema . 

— — fibroid lung ‘ 

— — see-saw impulse with 

— strain of, from ee 
affections 

— — palpitations from. 

single .. re 

ermiform appendix on 

left side 


Vermin destroyer, "strych- 


nine poisoning from. 


Veronal, bradypnoea from 
— bulle "from . 
— Cheyne-Stokes breathing 


from 


. 215 


94. 
92 
299 


VIPER BITE 


Veronal, contd. 


— coma from af sige aelltes 
— cyanosis from .. pee ALYY 
— erythema from .. See 222 


— methemoglobinuria after 157 
— polycythemia from .. 533 


— purpura from .. -- 553 
— reducing substances in 
urine after .. Ae Mi 
— urticaria from .. (al 
Verruca necrogenica, fingers 
affected by ae .. 240 
— plana juvenilis .. .. 488 
— — papule of oi -- 487 
— vulgaris .. -. 488 
Vertebree (see Spine) 
VERTIGO . : 751 
— in acute cerebellar ataxy 58 
—fromalecohol .. nee Oe 
— aneesthesia of soles pe TRO! 
— arteriosclerosis .. 752, 753 
— ataxy with a Fe taxes) 
— on boat .. ce o. 752 
| — bradypneea wi h Se 54 
| — cerebellum and. . 25 ASL 
— from cerebral abscess .. 752 
— — lesions ee tay 04 
— — tumour a AB Thay 


— oncliffedge .. pede 
— from diplopia .. AS ty) 


— dyspepsia me poe thie 
— ear lesions a -. 408 
— in epilepsy ee ae, REP 
— from facial palsy .., 493 
— foreign body inear .. 752 


— after fractured base .. 752 
— from gastric disturbance 752 


— gout AE - 2 103, 
— high blood- -pressure .. 752 
— laryngeal spasm se 14 
— lesions causing .. -- 407 
— in Méniére’s disease 752, 768 
— migraine As Sine TRO 
— nephritis. . Ags Oe, 


— noises in the head with 407 
= nystagmus with 408,, 751 


— optic neuritis and aa (O02 
— from otitis media 423, 

752, 753 

— otosclerosis As 753 
— preceding cerebral hee- 

morrhage ee se oe 


— from ptomaine poisoning 752 
— semicircular canals and 751 
— from syringing ear .. 753 
— syphilis of internal ear 752 


— tobacco .. R te hon 
— train travelling. : Oe 
— wax in ear ni AoE D2, 


— (and see Giddiness) 
Vesicants, bulle from 96, 97 
— pigmentation from .. 527 


— various .. ee OF 
— — dermatitis from Se LOD 
VESICLES . rae me 153 
— in anthrax aN ee 604 
— from bites fe se (atl 
— bromides, ay roel PONE 


— burning from .. ae TS) 
— in cerebrospinal menin- 
featinks As Pa ie OO L: 
— from chancroid.. <A AGUS) 
— in cheiropompholyx .. 756 
—chicken-pox .. eG: 
— crusts from re OS 
— in dermatitis .. .. 755 
— — herpetiformis 710, 753, 755 
— in eczema 487, 488, 600, 
753, 754 


| —~ erythema multiforme 


— in glanders nk ao DY 
— herpes .. 477, 600, 753 
— — progenitalis .. 618 
— — zoster .. 431, 460, 754 

| — hidroecystoma .. Oo 
— impetigo... -. 558, 562 
—-— contagiosa .. ss OO 
— from iodides .. orem O, 4 
— itching from .. me ha 


227, 489, 756 
—.from frostbite! .. ~ .. 757 


— in Jacquet’s erythema.. 401 
— lichen planus .. aA, TaN 


| — — urticatus aS ae VAN 


— lymphangioma cireum- 
scriptum Fe ae OO 


Vesicles, contd. 
— with ‘malignant pustule 559 
— in meningitis .. 2. 225 


| — miliarial . .. * 7153, 765 
— hemoglobinuria from .. 284 | 


_ occupations causing .. 224 
— in seabies, 562, 600, 753, 755 


| — from serum injections. . 223 
/— in small-pox 554, 560, 


616, 757 
— from splint pressure .. 757 
—instrophulus .. Pet ak: 
— syphilis .. 560, 562, 756 
—syphiloderms .. -. 490 
— vaccinia .. ers ete Od 
— varicella .. -. 758, 756 
—variola .. =3 -. toa 
— on wheals ar en fA 
— from x-rays : 223 


Vesiculse seminales, affec- 
tions of, pain in the 
back from ae + 428 

— — felt per rectum oe 2m 

— — gonococcal infection of 

182, 587 

— — not normally palpable 587 

— — tuberculous (See Tuber- 

culosis) 

Vesicular murmur, absent, 
over empyema 

—-—-— -— pleuritic effusion 

206, 299 

— — — — pneumothorax 

432, 530 

——-—  -— from stenosis of 
bronchus 2290 

— — deficient, from aneu- 
rysm oe .. 208 

—-—-— bronchus  obstruc- 
tion <3 .. 208 

— — — emphysema 160, 167, 217 

—-—-— over fibroid lung 
168, 206, 292, 643 

pleuritic effusion .. 168 

—-—- pneumothorax .. 168 

—-—-— pulmonary infarct 160 

Vesiculitis, aching in peri- 


neum from .. oo 44 
— prostatitis with. . .. 473 
— from urethritis .. a2 473 


Vestibule, auditory nerve 
ending in... «. 163 
Vibices oe oe -- 552 
Vibrios, cholera .. Reis 
Vicarious menstruation .. 274 
— — blood per anum from 79 

Villous tumour of bladder, 
kidney enlarged by .. 281 

— —-—.cystoscope in dia- 
gnosing .. 281, 395 
— — — detected per rectum 281 

— — — frequent micturition 
from Bs a. 281 

— — — hematuria from 

275, 281, 285 


— — — hemoglobinuria 
sirnulating ~« 285 
— — — pain in kidney from 281 
——-—-— penis from .. 469 
— —- retention of urine 
from BS .. 28h 
—-—- stoppage of urine 
stream by . 394 


— — —. ureter obstructed 
V ae 
Vincent’s angina, bacteri- 
ology in diagnosing .. 614 
— -— diphtheria simulated 
Divaeae Be .. 614 
—-— follicular  tonsillitis 
simulating .. .. 614 
—-— foul breath from 87, 614 
— — fusiform bacilliin .. 614 
Vincent’s angina, general 
account of (Plate 
XXVITI) -. 612, 614 
— — neck glands and 379 
—- organisms of (Plate 
OX VTE) ra .. 614 


— — sore throat in na ols 
— — spirilla in ae . 614 
— ulceration in .. 614 


Violin playing, deteriora- od 
tion in quality of, in “1 
general paralysis .. 120 

Violinists’ cramp .. Wat 3! 

Viper bite, general account 
of a xf eeenye 


Virginia creeper, rhus toxi- 


codendron instead of 224 
Visceroptosis (Fig. 56) 127 
— abdominal outline in .. 426 


— colon in (Pig. 183) 426 

— general abdominal pain 
{POI Se 426 
kidney- displaced in .. 426 
— liver displaced in . 426 
noises in the headin .. 406 

—g@-rays in diagnosing 
(Fig. 183) 426 

Visible peristalsis (see Peri- 

stalsis, Visible) 


| 


Vision, central .. Sey (Se) 
Vision, colour . . 758 
- concentric limitation of, 
a A acon scler- 
Sold 
VISION, DEFECTS OF . Od 
— — from choroiditis ... 416 
— dimness of from diabetes 260 
— double (see Diplopia) 
— nerve paths of (Fig. 138) 300 
Vision, normal, general 
account of . 757, 758 
— peripheral os 55 (fats) 
Vision, red. - ae -- 62 
Vision, yellow .. 324, 762 
Visitors, pyrexia from 573 
Visual. acuity 157 
— aura : a Os 
— cortex lesion, crossed 


amblyopia from ae | 
— — — hemianopia from .. 7 
— field, concentric limita- 


tion of 159 
— — constriction of, from 

choroido- retinitis 760, 761 
= = fnetionalll. 761 


— — — glaucoma 760, 761, 762 
in. hysteria 7 OLO 
optic atrophy 2. 460 
retinitis pigmentosa 
60, 761 
— -— spiral contraction of 759 
— word centre (Mig. 266) 624 
‘Visual,’ definition of a 625 
Vitiligo, pigmentation with 
Vitreous, heemorrhage into 
(P47 


— hazy, in glaucoma . 

— particles in me ett 

Vocal cords, ataxy of 

— — epithelioma (see Carci- 
noma of Larynx) 

— — fibroma of 535, 

— — paralysis of (see Para- 
lysis, Laryngeal) 

— fremitus. (see ‘Tactile 
Vocal Fremitus) 
Voice, altered, with laryn- 

geal paralysis 150, 494, 495 
— — laryngitis aye ae LO 
— — mediastinal new growth434 
— hesitant, from cerebellar 

abscess a oe Only; 
—-—-tumour.. 517 
— — disseminated sclerosis 517 
— loss.of, from laryngitis... 616 
— — (and see Aphonia) 
— monotonous, in paralysis 

agitans c 
— nasal, after diphtheria 

64, 154, 512, 589, 

—-in myasthenia oravis 
— -— from paresis of palate 
— sounds, absence of, over 
empyema .. : 
— with fibroid lung . 3% 
— pleural effusion .. 299 
— pneumothorax 432, 
deficient, with fibroid 


lung. . -- 206, 292 
— — — pleuritic effusion .. 168 
— — — pneumothorax LoS 
—— increased, from em- 

physema .. rma 2 li 
Voices, hearing of. . G23 | 


— — as an aura of epilepsy 67 
——ininsanity .. .. 405 
— homicide urged by 405 
— suicide urged by .. 405 
Volatile oils, bullae from .. 96 
— — erythema from Be ee 
Volkmann’s paralysis 
(Fig. 58) 141 


VIRGINIA: CREEPER 


Volkmann's paralysis, contd. 


—-— of leg. pf 

— — nerve paralysis simu- 

lated. by 

— — from splint 61, 

Volvulus, carcinoma caci 

simulated by.. 

— distention. of caecum from 
— intestinal obstruction 
from’ <3 130, 388, 

— pain in right iliac fossa 
from >-~ 

— sigmoid, abdominal dis- 


oe 


tention from . . 452 
— — general peritonitis 
from ~. 452 
-- Hirschsprung’ $ disease 
and . . 654 
-- immediate operation 
LORS ae ees .. 452 
—-—pain in left iliac 
fossa from . . 452 | 
— — visible peristalsis from 452 
Vomit, bilein .. = KoKe) 
- black, in phosphorus 
poisoning 9 22 800 
—-—inyellowfever 273, 336 
— coffee-ground, from gas- 
tric carcinoma . 269 
— — — ulcer att - 268 
— flukes in ae ny Bie 
— occult bloodin.. 630, 767 
—pusin .. 58 a2 (66 
— reaction of oe Se AOG 
— round-worm in .. 767 


— torulz in 


114 


506 
506 


- 459 


459 
459 
459 


~ 15 


— (and see Gastric Contents) 
VOMITING.. et -- (63 


— with undue abdominal 


— and diarrhoea, 
wasting from 


general 


aortic ptlsation . 543 
— from acute congestion 
of liver in .. 334 
— — pancreatitis a. OGL 
— — peritonitis é sch eH 
— — yellow atrophy 273, 333 
— in Addigon’s disease 33, 
526, 765 
— from alcohol 726 
— anemia .. F 36, 768 
— — gastric ulcer simulated 
36 
Vomiting, anzmic, ‘general 
account of .. 36, 412 
— after aneesthetics a A 
— in angina abdominalis 
5 BG 
— angioneurotic cedema .. 226 
— appendicitis 454, 665, 
677, 767 
— from arsenic, Pe ne 78, 
268, 717 
- fe eae 295 
— bacteriuria sein cO 
— biliary colic 116, 767 
— bradypneea with see OA: 
— from carcinoma coli 330 
—-— of duodenum... 661, 662 
—— stomach, 270, 316, 
436, 630, 678, 767 
— cerebellar abscess os PN 
— — tumour 517 
Vomiting, cerebral 84, 295, 
315, 767 
— from cerebral abscess 
147, 306, 502, 597, 626, 768 
== hemorrhage 768 
— — tumour, 147, 264, 302, 
306, 315, 429, 502, 
525, 537, 626, 711, 768 
— in chronic alcoholism . 51 
—— peritonitis .. sl 
— cirrhosis Se ek tent 
— with colic 114, 115, 593 
— from colitis OCS 
— collapse from severe .. 311 
Vomiting, conditions simu- 
lating . ee 763 
— copious dark, from acute 
dilatation of stomach 173 
_- from corrosives.. 267, 766 
| — cough and “3 150 
lS from cryptomenorrhcea. iil 
| Vomiting, cyclical, of a 
dren 4, 384, , (65 
— — — acidosis in .. 384 


_— glaucoma 


WARTS 


Vomiting and diarrhoea, contd. 


— — infantile, acetonuria in 
— — summer ‘ 
— — tetany from .. 
— from dilatation of the 
heart .. axe ; 
— — stomach 
in disseminated sclerosis 
— from distoma hepaticum 
— diverticulitis 
— duodenal ulcer .. 
— eclampsia 
— encephalitis 


75, 
120, 502, 
511, 
— after enema .. 
— from errors of diet 
— in exhaustion of labour 
— foecal, from acute perito- 
nitis ... ate ae 
appendicitis .. : 
gastro-colic fistula .. 
hysteria 5 
intestinal obstruction 
* 131, 388,766, 
— from food “se a 
— fermentation 
— after flushing 
— from gall-stones. . ‘ 
— — gastric ulcer, 36, 75, 
268, 269, 317, 437, 
— gastritis .. QOispolin, 
— general peritonitis 


Je 288s 
— headache with . 4 
— in Henoch’s purpura 7", 
343, 556, 

— from hour-glass stomach 
— hypertrophic stenosis of 
pylorus Bid Meter 


— hypothermia after severe 3 


— hysterical 315, 467, 
— due to increased intra- 
cranial pressure 

— in influenza 
— from intestinal obstruc- 
oa, ADI UByIkS BH 
436, 522, 593, 
- intussusception Sc), Aelaey. 
— irritant poison .. 
Vomiting, list of causes of 
764, 
Vomiting, mechanism of.. 
— in Meige’s disease ste 
— Méniére’s disease 752, 
— meningitis, 120, 148, 225, 
UG) Bilbps ee) QIRe 
515, 525, 590, 
— migraine.. 760, 762, 


— morning, from alcohol 41, 


— — cirrhosis 
— — pregnancy . 
Vomiting, nausea and 765, 


ve ee 


Vomiting from esophageal 7 


lesions 

—— pouch. A 

— after operations 

— optic neuritis with 

— from otitis media 

— pachymeningitis 

- pancreatitis 

— in pellagra 

— from pericolic abscess. 

- peritonitis 115, 425, 

— in phosphorus poisoning 

— phthisis .. sis 

— pituitary infantilism 

— plumbism ais 

— poliomyelitis ALO; 

— with polycystic kidneys 

— from portal obstruction 

— pregnancy 19, 315, 

— — acetonuria from 

— from ptomaine poisoning 
171, 224, 


594, 


— pyemia .. 

— pyloric obstruction 115, 
174, 245, 318, 

— in renal colic 451, 

— scarlet fever 224, 227, 

614, 

— from sea-cat pricks 

— serum injections 2 

severe, polyeythaemia 

from 

—-— in pregnancy. 

— from sick headache 

— simple colitis .. =i 


922 


4 


5 Hae 


151 
36 


295 
328 


.. 453 


271 


. 146 


525 
767 


,. 384 


201 


909 


Vonuting, contd. 
— sinus thrombosis 120, 
51T, 597, 
— in small-pox .. Sate 
— from snake-bite 
— strangulated hernia 
— suppurative nephritis .. 
— tabes : 315, 
— from tetrachlorethane. . 
— thirst from 
— in tuberculous 
gitis 
— typhus ws ae 
— uremia .. 40, 296, 
— urate deposit due to .. 
— urgent, in tabes. 
— wasting from 
— from weever-fish pricks 
— whooping-cough 150, 
— worms 
Von Basedow’s disease (see 
Graves’s Disease) 
Von Graefe’s sign 
——-— in Grayves’s disease 
215, 
Jaksch’s disease 
(Fig. 13) 37, 634 
Von Pirquet’s reaction in 
Addison’s disease .. 34 
Pirquet’s — reaction, 
general account of 768, 769 
——-— (Plate XXXVIT).. 770 
— — — not trustworthy .. 677 
— — — in tuberculosis, 385, 
459, 479, 566, 573, 
631, 669, 696, 738, 740 
Von Recklinghausen’s dis- 
ease, fibroma mollus- 
cum simulating 
nerves thickened in 
neurofibromas in .. 710 
pigmentation in 710, 732 
skin tumoursin .. 732 
tenderness of: scalp 710 
Vulva, condylomata of .. 620 
Vulva, cystic affections of mr 
— diabetic eczema of : 
— epithelioma of (see Gace 
noma of Vulva) 


menin- 
574, 


Von 


Von 


710 
732 


— fibroma of 700, 702 
— hematoma of eo jelont 
— hemorrhage from a LOZ 
— irritation round, from 


oxyuris vermicularis 520 
Vulva, new growths of .. 702 
— pigmentation of, in 

Addison’s disease .. 528 
— pruritus of p .- 540 
— pseudo-elephantiasis of 701 


— rectum opening through 

(Fig. 251) 586 
Vulva, soft sores of .. 700 
— sore on, inflamed inguinal 


glands from, 381 
Vulva, swellings affecting 

the, list of .. 699, 700 
- syphiloderm Ole. +5 490 
— varicocele of 701 
Vulvitis, dyspareunia from 193 
— enuresis from 218 


Vulvitis, leukoplakic, krau- 
resis distinguished from 701 
— levator ani spasm from 193 
— similarity of all kinds of 700 
— vaginismus from Sey JR 
— vulval swelling from .. 699 


ADDLING gait (see 
Gait, Waddling) 


Waist, pityriasis rubra 
pilaris affecting 489 
Walking, delayed. . 510 


— intermittent claudication 


ENMGR 55 4AT 
Walsham, Dr. Hugh, skia- 
grams by . 668-73 
Wandering liver . 368 
| War, trench feet in ~. 224 
- typhus fever and Se. BONS 
Warts, condyloma distin- 
guished from. .. 490 
— epithelioma from 621, 731 
— occupation and . eA 
— post-mortem x 240 
— sarcoma starting from. 731 
— on scrotum 695 


910 


Wash-leather 
gumma, 
Washerwomen, 
zesthesia in 
— dead fingers in . 
— nail changes in .. 5 BS) 
— sore fingers in 37239 
Wasp sting, tongue swollen 
from ee sce (ithe 
Wassermann reaction, 
aneurysm and 435, 714 
in cases of noises in 
the head 
— pain in shoulder 
in cerebrospinal fluid 
120, 305 
chancre and 618, 619, 
620, 674 
in congenital syphilis 
235, 385, 635 
cranial nerve paralyses 541 
in diagnosing nature 
of ulcer of tongue.. 379 
for digital chanere .. 381 
in familial acholuric 
jaundice 332, 634 
general paralysis 120; 243 
gumma of liver and 
253, 334 


in 
739 


slough, 
acropar- 


. 444 
. 163 


— — in hemoglobinuria .. 285 
— — leprosy was .. 404 
— — miner’s phthisis BA witeks) 
— — negative in tabes .. 305 


in obscure nerve cases 309 
pachymeningitis and 516 
in prolonged pyrexia 568 


— — spinal meningitis ..'499 
—-= stomatitis . wes O42 
— — syphilides and 559, 560 


in syphilis, 33, 52, 63, 
TEMG TBS SNS Tay ako te 
UGHE, TOE) PAO. sere 
304, 377, 403, 480, 
491, 541, 568, 604, 
615, 622, 679, 696, 

735, 738 

. 669 

. 348 

. 372 

.. 403 

116, 440 

ulcer of palate . 588 

von Jaksch’s disease 634 
Ww casting (and see Atrophy) 

— from carcinoma of bowel 77 


— of bone 
syphilitic arthritis 
— liver 

— ulcer 

tabes . 


— — duodenum po kel 
—-— liver .. see ON, BYE! 
— — rectum ks 
— — stomach 678 


— chronic pancreatitis .. 264 


== (eiladakostisy a 59, 371 
— above clavicie, from 
phthisis 5) US 
— from cceliac disease At 7A 
— congenital syphilis 334 
— cyclical vomiting 765 


— diabetes . . 43, 59, 264 
— diseases, enophthalmos in 217 
— — fatty heart from . 212 
Wasting, general (and see 

Weight, Loss of) 

— in Graves’s disease 
— from hypertrophic sten- 
osis of pylorus 766 
— with liver abscess 59, 370 
— from pancreas growth... 661 
— — disease as sep LUG 

— in phthisis 159, (Fig. 
165) 351 
59, 384 


59 
726 


— from starvation 

— of tongue, -in bulbar 
paralysis ; .. 043 

— from tuberculous kidney 117 


— ulcerative colitis 59, 76 
Watchmaker’s cramp .. 151 
Watch test, for hearing .. 164 


Water, arsenical contamin- 


ation of an Aer aN) 
— deficient ingestion of, 

constipation from .. 125 
— pellagra and 23 226 
Waterbrash, burning in 

throat from .. . 296 
— with heartburn . 436 
— huskiness from .. . 296 
— note on.. -. 164 
— relation to heartburn -. 296 


pee ig) 


Water-hammer pulse in 

aortic eee 93, 
207, 208, 

Wax in ear, eae from) =. 

deafness from 164, 165, 

earache from. 

eczema from .. 

noises in the head from 

otorrhcea from 421, 

speculum in detecting 

tinnitus from 421, 722, 

vertigo from .. 421, 

Waxy casts 

Weakness, from alcohol . 

— carcinoma of bowel 

— cerebral softening 


— chronic nephritis z 

— diabetes .. e005 

— malaria .. 

— muscular, in ‘general 
paralysis 

— from neurasthenia 

— from phthisis ae 

— progressive, from new 


growth of lung 
— — in pellagra 
— from pyloric obstruction 
— tremor from 724, 
— from tuberculosis 
Weasels, fever from bite of 
Weather, effect on tabetic 
Daisy 
— rheumatic pains and 
— sore throat and. 
— urine amount and 
Weber’s test 
Weeping 
— in eczema oe oc 
Weever-fish pricks, ery- 
thema from .. 222, 
— — festering sores from.. 
— — headache from 
— — oedema from .. 
— — vomiting from 
Weichselbaum, diplococcus 
of (see Meningococci) 
— — meningitis from 
Weight-carrying, arthritis 


“from aA es ds 
—-— atrophy of muscles 
from 
— — brachial plexus change 
from : aie 
— — dead fingers from 
— — headache from oe 


kyphosis from 
pain in arm from 
— shoulder from 
— — in scoliosis from 153, 
WEIGHT, LOSS OF 
— in Addison’ s disease. . 
from alcohol . 
alcoholic neuritis 


— — alkalies .. ; 
— — aneurysm 258, 
— -— anorexia nervosa .. 
— — atheroma 5 
— — bacilluria 2 
— — with cachexia a6 
— — from aa 126, 

129,270; 316, 

330, rey 768, - 

— — cirrhosis ate 
— — colitis 5 
— — diabetes 768, 
—-— drugs .. ote 
-- Graves’s disease 215, 
— — hysterical 


with joint infections 
in leukeemia . 5 
with liver lesions 
from malignant ae 
tonitis 5 
new growth of lung.. 
ovarian new growth 
in phosphatic diabetes 
progeria .. A 
pyemia 
Still’s disease 


W ASH-LEATHER.SLOUGH 


— from tuberculous bowel 76 


Weight, loss of, minor 
causes of _ . -. 769 
— — in old age ne TM 
— — from pain os eo 
— — peripheral neuritis .. 770 
-- periproctitis rae 719 


pernicious anemia 24, 


770 


Weight, loss of, contd. 


— — phthisis 288, 768 


— — rheumatoid arthritis 35 
— — sleeplessness .. Oo 
— — starvation AGS 
—-— tabes .. -« 650 
— — after tropical infec- 
tions 770 


(and see Marasmus) 
— sense of, from acute 
congestion of liver .. 334 
in epigastrium, from 


gastritis .. neon 
— — in liver region seo OO) 
—— in rectum from piles 78 


right hypochondrium, 
in catarrhal jaundice 329 
Weil’s disease, albuminuria 


in 1 


Weii’s disease, general 

account of .. 336 
— — jaundice in 325, 326 
— — purpura in OOD 
— — rigor in oe -. 094 
Weir-Mitchell treatment 

in anorexia nervosa... 771 
Welders, electric _ steel, 

photophobia in . O24 


West Coast of Africa, 
malaria on .. ao Gul 

West Indies, yellow fever in 336 

Wet sand in bag sensation 


from osteo-arthritis.. 347 
WHEALS .. sa Al 
— from bites Ee frat 
Wheals, drugs causing .. 771 
— in lichen urticatus . 756 
— strophulus eee (He 
— urticaria oe fetal 
— — pigmentosa 732 
— (and see Urticaria) 
Werdnig-Hoffmann  para- 

lvsisueee 135 
Werlhof, morbus maculosus 

of ; -- 5093, 556 
Whetstone ‘crystals » T41 


Whooping-cough, asphyxia 

in 
- Bordet-Gengou bacilli in 645 
— bronchitis simulating . . 645 
— cerebral vein rupture in DES 


— a cold simulating .. 645 
— convulsions from 144, 145 
— cough after -. 149 
— hemoptysis from 286, 289 
— hernia of lung from .. 169 
— leucocytosis in . . 360 
— cedema of face from .. 413 
— orthopnoea from . 418 


— paroxysmal cough in .. 420 
— peroneal atrophy after.. 513 
— serum reaction for ~.. 645 


— subcutaneous emphysema 
from : «1 203 
— talipes from 5 1G} 
— Tooth’s peroneal aa 
after 
— ulcer of frenum lingua i in 739 
— violent coughing bouts 289 
— vomiting from 150, 420, 765 


Whip-worms (Fig. 218) 520 
Whiskers, pediculosis pubis 
affecting eee OL 
Whispered voice test aioe LICE 
Whistle, Galton’s (Fig. 75) 165 
Whistling noise in ear .. 723 
White corpuscles (see 
Leucocytes) 
White leg .. 410, 411 


White rings in urine, causes 
of 5 


White- tongue in negroes. 99 
Whitlow, ‘axillary ‘abscess 

from Ss 666 
— due to bacillus ‘coli 240 
— diphtheritic 240 
— cOWw-pox causing 240 
= FS bse pire! gland en- 

larged from .. .. 381 
- fingers affected by 239 
— leucocytosis with 360 
— limping from 362 
— pain in foot from 362 
— septicemia from nee WOSI¢E 
— in syringomyelia 110, 257 
— thrombosis of innomin- 

ate vein from. . 751 


WRIST-DROP 


Widal test, in diagnosing 
cause of prolonged 
pyrexia * ate 

— — Mediterranean fever. . 

— — negative in ulcerative 

colitis : peti: 

— — paratyphoid fever and 637 

— — in. typhoid fever, 64, 

76, 254, 335, 459, 
564, 572, 636 

Willis, paracusis of . 165 

Wilson, Dr. S. A. K., on 
cervical rib paresis .. 508 

— — — — illustrations lent 

by, (figs. 234-7) 
491, 492 


Wind, from gall-stones .. 316 
Wind, general account of.. 245 
— per .rectum 241, 246 
Wine, polyuria from 534, 535. 
— priapism from 2s 038 
Winged scapula - 506 
Winking,  defective,- in 
Graves’s disease . 236 
— — paralysis agitans . 236 
Winter, bronchitis in . 160 


Wisdom tooth, impacted, 
tetanus simulated by 730 

— — — trismus simulated by 729 

Wolf bite, Be dagt to 
from .. 

Women, borborygmi Ler meee 

— dyschezia in 

— fibrous stricture of rectum 


in a 129 
— gall-stones in 130 
— secret drinking in 704. 
— tetany in 151 


Wool, anthrax from 559, 674 


Word- blindness, general 
account of A Ee 

— — hemianopsia with .. 625 

— — lesion causing .. 625 


— centres in brain (Fig. 266) 624 
— deafness, lesion causing 625 


Word-deafness, general 
account of .. 
Work, hard, heart changes 15 
— — — large from . .. O4 
— manual, aneurysm and 
196, 291 
Worms, appetite increased 43 
— convulsions from ~7 444 
— enuresis from oe DES 


— frequent micturition from 394. 


— grinding of teeth from.. 265 
— leucocytosis from = Oe 
— insomnia from .. peor al 


— intestinal cast simulating 398 


— nightmare from oe OZ 
— night terrors from reoal 
— priapism from . 538 


— under skin, sense as of, 

from cocaine . 
— tape (See Tape- “worms) 
— tenesmus from .. 

— vomiting from .. 
— (and see Parasites) 
Worry, brachial neuralgia 

increased by .. 
— constipation from 
— dyspepsia from .. 
— insomnia from .. Ais 
— malarial attack from .. 
— neurasthenia from 
— effect on neurasthenia. . 
— ptyalorrhcea from 
— specks before eyes from 
— tic douloureux and 
Wound, diphtheria of 
— gangrene of lung from 
259, 
335, 


765, 


— pyzemia after 

— septiceemia from 

— tetanus from 138, 417, 

Wriggling, in chorea, ac 

Wrinkling of forehead, in 
tabes (Fig. 115) 

Wrist-drop from diphtheria 


(Fig. 22) 
— hysterical 

— from plumbism. "34, 65, 
— musculospiral paralysis 
Wrist-drop, plumbic, dis- 
tinction from musculo- 
spiral paralysis a 

— Saturday night palsy .. 


Wrist, gout of . 345 
Wrist-jerks, increased, in 
brachial monoplegia 502 
— — hemiplegia 5 aX05} 
Wrists, athetosis of 3 UB 
— burrows of acarus on .. 
gonococeal arthritis of. . 


603 
405 


lichen planus affecting. . 
multiple benign sarcoid 
affecting “ 3 
osteo-arthritis of : 
paralysis of (see Para- 
lysis, and Wrist-drop) 

position in tetany 

pulmonary arthropathy 
of es An 

scabies affecting 


401, 
540, 
tuberculous disease of. . 
— writer’s cramp simu- 
lated by .. ae lsat 
Writer’s cramp. {51 
Writing, ataxy exhibited. on 56 
— defective,.. in pence 
paralysis een 
— difficulty in, from supra- 
scapular nerve palsy 506 
— loss of power of .. 626 
Wry-neck (see Torticollis) 


oA 


| 


NTHELASM ie panes 
; . 324 


brarum 

— planum .. oe ole 
— tuberosum aA as. ot 
Xanthin bases, list of « (42 
— — uric acid from eh ee 
Xanthin, Fehling’s solution 

reduced by - 261 
Xanthoma diabeticorum.. 732 
— macules in OSD 
— multiplex ar Pern ee 
— papule of ore on Coke 
Xanthoma planum, uenerAl 

account of ‘ 
— skin tumours from «- tae 
Xanthoproteic reaction in 

cerebrospinal fluid .. 304 
Xanthopsia. . .. 162 
— from jaundice . 324 


Xerodermia pigmentosum 383 
Xerodermia, general account 
of -- 488 

nutmeg- erater skin in .. 488 

of conjunctiva .. -. 134 

— nyctalopia from co (hia) 

X-rays in asthma cases .. 535 

atrophy of testis from 66, 67 

and barium, in diagnos- 

ing constipation a 

— — — spastic constipation 245 

— stomach examination 
with or .. 244 

— technique of . . 122 

and bismuth, in diagnos- 

ing ceecal distention. 

— carcinoma coli 77, 
Gis, Sey) Was 
(Fig. 54) 126, 330, 

— — of esophagus 196, 

(Fig. 97) 197, 461 

— of stomach 271, 

630, 767 
cause of gastric suc- 
cussion . P 

— intestinal obstrue- 
tion 241, 316 

dilatation of colon 654 

— of stomach 115, 

317, 522, 678 

gastric tumour . 660 


457 


354 


653 


| 


540 | 
340 | 
large, in rickets (fig. 85) 186 | 


5347 || 


WRIST 


X-rays and bismuth, contd. 


burn from 
in case of pain. in the 


chest lesions 
cicatrix, 


in deciding whether pus 


dermatitis from. . é 
in determining position 


— size of stomach 
diagnosing acromegaly. . 
— aerophagy 


in diagnosing ‘gastric 
ulcer 209) 
gastroptosis | 
(Fig. 144) 
hernia of stomach 652 
Hirschsprung’s dis- 
ease. 390 
hour-glass ‘stomach 
3 1016 
idiopathic dilatation 
of cesophagus .. 198 
ileoceecal kink . 457 
intestinal obstruc- 
tion 
cesophagus obstruc- 
tion (ig. 95) 195, 
pyloric obstruction 
174, 241, 
subdiaphragmatic 
abscess ae 
visceroptosis Ae 
duodenal ulcer and .. 
in outlining stomach 


318 


763 


back 


epithelioma 
starting from 


congenital heart disease 


and 


is above or below dia- 
phragm a6 
223 


of heart ‘tie 
. 244 
537 
ae .. 246 
aneurysm 638, 92, 93, 
150, 159, 195, 208, 
209, 210, 290, 291, 
All, 419, 429, 435, 
437, 461, 476,, 681, 
708, 714, 
atony of bowel 
bone disease .. ate 
— growth (fig. 62) 
— tubercle .. 56 
calculus 
— in ureter 
caries of bone 
caseous bronchial 
glands 85, (fig. a) 149 
— glands : 308 
- mediastinal “gland 704. 
cause of intercostal 
pain. 
laryngeal paralysis 
— limping : 
cedema of one arm. 
— pain in arm 
— — heel Be 
— shoulder 
paralysis of one leg 
— radicular arm pain 
cervical rib 63, 110, 
162, (Figs. 186, 187) 
443, 444, 
congenital dislocation 
of hip e ss 156 
constipation from kink 126 
dyschezia Bre: ee) 
enlarged mediastinal 
3 


707 
495 
363 
411 
. 442 
5 OG! 
476 
499 
44 


glands : 
Bea thymus (Fig. 
180), 419 
exostosis 204, 671 


foreign body in ceso- 
rh 2G 


phagus 


459 | 


ZLYGOMATIC PROCESS 


X-rays in diagnosing, contd. 


— — fracture 152, 707 
— — — of jaw 683 
— — — spine ; 715 
— — fusiform aneurysm .. 210 
— -— gall-stone 116, (Fig. 
146) 327 
— — gas in stomach . 245 
— — gastric ulcer from car- 
cinoma LTA 
—-— gout .. . 345 
-- growth of bone 243 
— — — lung 105, 159 
=——= spine 154, 484 
— — hour-glass stomach .. 174 
—-— hydatid cyst.. 291, 476 
—-— hydronephrosis (fig. 
166) 356 
— — injury to joint 476 
— — intercostal neuralgia 436 
— — internal glands . 570 


intrathoracic growth 
52, (Fig. 42) 105 

ivory exostosis . 230 

large bronchial gland 376 


— — liver abscess .. = SHO) 
— — mediastinal fibrosis .. 159 
— — — lesions . 708 


— new growth 63, 102, 
41 1, 419, 435, 461, 476 
necrosis of jaw Oso 


— — new growth in chest.. 150 
—-—-—- ofspine.. 477 
— — odontoma 684 
— — orbital periostitis 230 
— — periostitis .. 668 
— — phthisis 103, 104, 150, 
287, 288, 458, 476, 
677, 768 
—-— pneumothorax 432, 
(Pig. 226). 531 
—— pyloric obstruction 


124, 245 
renal calculus 117, 279, 
357, 451, 536 


— — rheumatoid arthritis 343 
— — salivary calculus . 695 
— — sarcoma 668, 684, 693 
— —-— of bone . 672 
— — sciatica se 438, 439 
—— short tibia .. coe 
— — spastic constipation 124 
— — spinal arthritis ~. 4611 
— — — caries 116, 154, 364, 
429, 461, 477 | 


spine of os calcis . 439 
spondylitis deformans 


461, 714 | 
. 12m | 


stenosis of bowel 
subacromial bursitis 
subdiaphagmatic ab- 
scess 451, 532, 652, 
658, 659 
— — from empyema.. 658 
tuberculous iliac glands 459 


476 


— — — kidney 279, 280, 577 
— — unerupted molar «.. 462 
— — ureteral calculus 281, 
(Fig. 192) 455, 472, 578 
— — vertebral lesions .. 461 
— — vesical calculus 282, 580 
— epididymitis from 66 
— epithelioma from 223 
— erythema from.. 222, 223 


— in excluding aneurysm 551 
— — furictional disease 432 
— effect in leukemia 25 
— finger affected by 240 
~ orchitis from 66 

— patent ductus arterio- 
sus and 91 


LIBRARY 


Lenin 


— new growth 154, 461, 484 | 


91E 
X-rays, contd. 
— photophobia from 524. 
— pigmentation from 223 
— inpyelography . 304 
— in seeing immobility of 
diaphragm 432 


spleen reduced by Srey de: 
sterility from as 

in tachycardia .. 
— vesiculation from 
Xylol, clearing with 


ME AWNING, movement 
of paralyzed arm in 
Yaws, bony swellings from 
— framboesial excrescences 
in ‘ 

Yaws, general account of 
Yaws, raspberry granula- 
tions in xe che 
Yeasts, fermentation in 
bladder from 7eoa0 

— in gastric contents 241, 
318, 320, 766 


— sugar testing 262 

Yellow atrophy, acute (see 

Acute Yellow Atrophy) 

— fever, acute yellow atro- 
phy simulating . 336 
—- albuminuria in 13, 273 
— — anuria in : ~. 42 
— — black vomit in 273 
— — bleeding gums in 273 
— — blood inspissated in.. 161 
— — chill in 273 
— — coma in ATG 
— — cyanosis in 161 
— — dengue simulating 336 
— — flushed face in 273 
gangrene from 255 

Yellow fever, general ac- 
count of. 273, 336 

— — geographical distribu. 
tion. a 2 
-- heematemesis in 265 
— — hematuria in 275 
— — hemoglobinuria from 284 
— — headache in . 5 P4083 
— — hyperpyrexia in Ae Ue 
— — jaundice in 273, 325 
— — loss of weight after .. 770 
—— malaria simulated by 273 
— — pain in back in ae none 
— — — limbs in 273, 463 

— — pernicious angemia 
simulating .. 336 
— — petechie in 273 
— — pulse-rate slow in 273 
— — purpura in 553 
— — pyrexia in 273 
— — rigor in A 594. 
Yellow spot, cones in 758 


— — choroiditis affecting... 7 
— — nystagmus from lesion 


Of id Be 759 
— — retinitis affecting 759 
— — role in vision. . Pe ite: 
Yellow vision 324, 762 


7, |ERL- -NEELSEN stain, 
technique of 

Zine acetate, in urobilin 

testy 7.6 

— sulphate, vomiting from 
Zimmerlin, myopathy of 
Zona (see Herpes) 
Zygomatic muscles, weak, 


in myasthenia gravis 235 
— process, enlarged, in 
acromegaly .. 237 


PROPER NAMES ASSOCIATED WITE DISEASES? Ere: 


ADDISON’S anemia (See 
Pernicious Anzmia) 
Addison’s disease 18, 33, 
34, 64," 82, 117, 
Ges, DAI ARTS} aslell 
526, 527, 528, 722, 
752, 
Aran-Duchenne type of 
amyotrophic lateral 
sclerosis ae 
Argyl! Robertson pupil 
116, 236, 302, 315, 
420, 444, 466, 514, 
551, 650, 719, 726, 
760, 761, 762, 
Astley Cooper, irritable 
breast of a 


768 


68 
692 


Babinski’s sign 
Baker’s cyst . 
Bang’s method of esti- 
mating sugar .. 263 
Banti’s disease Sif Utell 
Barlow’s disease 38, 72, 99, 556 
Bazin’s disease a 
Bell’s palsy 
Bence- Jone Ss 
suria . < 
Bial’s test. ee es 
Biot’s breathing oa 
Boeck, benign sarcoid of 
Bordet-Gengou bacillus . 
Bottger’ s test 
Braun’s sign of pregnancy 
Brant s disease 9, 46, 47, 
54, 55, 97, 105 5 
ey 152 158, 166, 
191. 2122 266) 283, 
412, 413, 414, 420, 
553, 05 
Brocg, pseudo- “pelade of 71, 710 
Brown-Sequard’s paraly- 
sis 58, 496, 497 


albumo- 


wien 
~lo 


117 


Calmette’s test ae 
Cammidge’s test . 100, 
Charcot’s disease of joints 
(Fig. 162) 257, 349, 515, 
516, 
lateral sclerosis 


597 
Charcot, 
of id ae Se EL3O 
Charcot-Leyden crystals 
02, 153 
Cheyne-Stokes breathing 
84 (Fig. 43), 107, 108, 
147, 213 
3, 
arthritic 


Chvostek’s sign .. 
Clark, Andrew, 


hemoptysis .. so) Zhe | 


Coudé catheter “4 
Curschmann’s spirals’ .«-~ 


Dalrymple’s sign.. a 
Deierine, myopathy of .. 
— olivo-pontine atrophy of 727 
Dercum’s disease 

408, 410, 431, 


117, 280, 665, 765 
Douglas’s pouch A 


Dietl’s crises 
115, 


Duchenne’s palsy - 507 
Duhring’s disease 99, 219 
Dupuytren’s contracture 

142, 347 
Dupuytren’s fracture 114 
Duroziez’s sign 934) 
Eason’s reaction. -- 285 
Eberth’s bacillus (see 

Bacillus Typhosus) 

Erb’s myopathy .. 135 


764, 765, 770 | 


508 | 


404 


) Erb’s palsy 


| Haldane-Gowers 


| Haller, vas aberrans of .. 


507 
Erb’s sign 3, 152 
solution 157, 
261, 263, 304, 


743, 


Fehling’s 
L78; 


Fehling’s test 
Fergusson’s speculum .. 
Flint’s murmur .. 95, 
Fordyce’s disease 365, 
Fox, Colcott, vacciniform 
erythema of 
Friedreich’s ataxy 57, 60, 
68, 113, 138, 139, 
140, 154, 251, 407, 
510, 512, “513, 9727, 
Frohlich’s syndrome... - 


Gaertner’s bacillus 384, 
Galton’s whistle (fig. 75) 
Gaucher’s disease 631, ke 
Gellé’s test 

Giemsa’s stain 

Giraldés, organ of 
Glénard’s disease 
Gmelin’s test 

Gowers, epilepsia media ‘of 
Graves’s disease 13, 18, 
Oil, Bs 156; 
220, 
309, 
484, 


Sle) fle 
172, 206, 215, 
229, 236, 264, 
323, 388, 406, 
486, 527, 543, 694, 
702, ‘703, 721, 722, 
724, 726, 734, 


heemo- 
globinometer 


Hanot’s cirrhosis 
Harrison’s sulcus 
145, 167, 187, 
Heberden’s nodes 
Hebra, prurigo ferox Olea 
Hegar’s sign of pregnancy 
Heller’ Ss test Hil 5 
Henoch’s chorea electrica 
IBY Nee 
Henoch’s purpura 76, "284, 
343, 362; 363, i 
765, 
Hirschsprung’s disease 
(26, 127, 130, 389, 
His, bundle of 
Hodgen’ s splint . 
Hodgkin’ s disease Sy, 18, 
23, 25, 37,- 46, 55, 
61, 64, 72, 106, 266, 
274, 292, 329, 376, 
(Fig. 168) 377, 378, 
‘379, 380, 413, 415, 
D277, 063.069.2070. 
2, 635, 
Hofmeister’s test a 
Holmeren’s test .. 
Huntingdon’s chorea 
Huppert’s test 
Hutchinson’s teeth 


Jacksonian epilepsy 
37, 144, 
Jacquet’s erythema : 
Jaffé’s test oe 
Jenner’s stain .. Se 


Kahler’s disease . 
Kaposi’s disease . . 
Kernig’s sign a5 
Kirkland’s disease 


528, 


JOHN WRIGHT AND SONS 


815 | 
615, 616 | 
| Klebs-Loefiler’s bacillus 
154, 196, 589 


Klumpke’s palsy -. 507 
Koplik’s spots 178, 228 
Korsakow’s syndrome 20, 465 
Laennec, metallic tin- 
kling of : 168 
Landry’ s paralysis 518 
Legal’s test oe 3 
Leishman-Donovan bodies 633 
Leishman’s stain 21, 28, 31, 568 
Levaditi’s stain .. fe EOL 
Leyden, myopathy of .. 135 
Little’s disease 132, 139, 729 
Ludovic’s angina 198, 413, 
415, 542, 651, 699, 72, 
McBurney’s. spot 451, 454 
McCall Anderson, psori- 
asis rupioides of 601 
Madura foot ile 736 
Magnan’s sign... 611 
Marie, spondylose rhizo- 
mélique of .. 714, 715 
Marsh’s test 5 ars 78 
Meckel’s diverticulum 130 
Meige’s disease .. 226, 414 
Meniere’s disease 
166, 723, 752, 765, 768 
Miculicz’s. syndrome (F%¢. 
3) 25, 695 
Milroy’s disease (Fig. 179) 414 
Montgomery's gland .. 430 
Moore’s test 262 
Mooren ulcer 734 
Morgagni, hydatid ONE ge. Estep 
Morgan’s bacillus 384, 717 
Morton’s disease .. 439 
Morvan’s disease 62, 97, 257 
Neisser’s stain .. 157, 614 
Nylander’s reagent 746 
Nylander’s test 262 
Obermeyer, spirochaete of 28 
Oppler-Boas’ bacilli 
316, 320, 766, 767 
Paget’s disease -- 204, 730 
Parkinson’s .disease (See 
Paralysis Agitans) 
Parrot’s nodes 385, 669 
Pavy’s disease eee LD, 
Pavy’s solution .. 263 
Pavy’s test . 261 
Pawlik’s grip 200 
Perl’s test ae ae 24 
| Peyer’s patches .. 382, 636 
Pfeiffer’s bacillus 465, 564. | 
Politzer’s acoumeter (Pig. 
| 73) 164 
Pott’s curvature 89, 364, 516 
Pott’s fracture one LA: 
Pozzi, cochleate uterus of 645 
Pozzi, syndrome of 387 
Quincke’s disease sa EMI 
Eo disease 13, 81, 
97,.117, 162, 163, 
OF, 223, 240, 255, 
256, 257, 259, 284, 
413, 414, 415, 441, 
444, 584, 698, 699 
Reinsch’s test F che 78 
Riedel’s lobe 252, 353, 366, 663 
Rigg’s disease 73, 74 
Rinné’s test 164, 165 
Romanowsky’s stain .. 568 
Romberg’s sign 57, 609 
| Rose Bradford kidneys 11, 228 
Rothera’s test .. sae 3 
LTD,, PRINTERS,’ BRISTOW. 


_ Wassermann’s 


Sahli’s capsules .. Par 
Schonlein’s disease ae 
Schott’s Nauheim treat- 
ment.. a ie 
Sherrington, decerebrate 
rigidity of 
Shiga’s dysentery bacillus 
Shrapnell’s membrane 
Siegle’s speculum 
Skene’s tubes .. Sts 
Skutsch’s pelvimeter 
Snellen’s type .. 
Sprengel’s shoulder 
Stellwag’s sign 215, 
Stenson’s duct... 
Still’s disease 35, 562, 377, 
Stokes-Adams’s . disease 
83, 118, 144, 146, 486, 


229, 


Telling’s disease .. 
Thoma-Leitz heemocyto- 
meter Hs 
Thomsen’s disease 
Tooth’s peroneal atrophy 
60, 61, 685 13 ;23625 


510, 
Traube’s space aye 
Trommer’s test .. se 
Trousseau’s sign 3, .151, 


Uffelmann’s test .. 


Vater, ampulla of 100, 


325, 330, 5 


Vincent’s angina 87, 613, 
6I 

contracture 
114, 141, 
Basedow’s disease 
(see Graves’s disease) 


Volkmann’s 


Von 


Von Graefe’s sign 215, 229, 


Von Jaksch’s disease (Fig. 
Ry ae - -37, 
Von Moebius’s sign. 215, 
Von Pirquet’s reaction 34, 
385, 459, 479, 566, 
573, 631, 669, 677, 
696, 738, 740, 768, 


Von Recklinghausen’? s 


disease nS CLOT, 


test 
dos dos 
184, 
235, 
288, 292, 
309, 
372, 
385, 
435, 
491, 
542, 
588, 
619, 
635, 
696, 


52, 
Gale 116, 
179, 
210, 
285, 
305, 
348, 
381, 
407, 
480, 
541, 
568, 
618, 
634, 
679, 


63, 
120, 

199, 
253, 
304, 
334, 
379, 
404, 
A477, 
516, 
560, 
615, 
622, 
674, 


Weber’s test Se 
Weil’s disease 13, 
326, 336, BBS, 

Weir Mitchell treatment 
Werdnig-Hoffmann para- 
lysis .. ee, ae 
Werlhof, morbus macu- 
losus of 5dD3, 
Widal’s test 64, 76, 254, 
335, 459, 563, 564, 
566, 572, 636, 

Willis, paracusis of , 


Ziehl-Neelsen’s stain 
Zimmerlin, myopathy of 
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